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INTRODUCTION 

Many  clinical,  pathological  and  experi- 
mental studies  implicate  the  lipids 
(fat  and  fat-like  substances),  especial- 
ly cholesterol,  in  the  etiology  of  athero- 
sclerosis.'7 The  observation  that  mortality 
from  heart  disease  in  some  populations  de- 
creases when  the  fat  content  of  the  diet  is 
reduced,  and  then  immediately  returns  to  for- 
mer levels  when  it  is  restored,  suggests  that 
the  fat  has  an  immediate  effect  on  coronary 
disease.6,7  Supporting  evidence  for  this  view 
comes  from  studies  showing  an  increase  in 
the  frequency  of  anginal  attacks  and  coronary 
thromboses  in  groups  of  coronary  patients  on 
high  fat  diets  and  a decrease  in  those  on  low 
fat  diets,8,9  and  of  the  induction  of  angina 
pectoris  by  the  ingestion  of  fatty  test  meals.10 

We  have  observed  changes  in  the  blood  and 
blood  vessels  of  the  bulbar  conjunctiva  follow- 
ing ingestion  of  fat-enriched  meals  which  we 
believe  to  be  part  of  the  mechanisms  involved 
in  the  production  of  the  syndromes  of  coronary 
disease,  and  in  the  progression  of  atherosclero- 
sis. 

The  mechanisms  whereby  fatty  diets  or 
single  fat  meals  produce  these  immediate 
effects  on  the  blood  and  blood  vessels,  and  the 

From  the  Departments  of  Anatomy  and  Medicine, 
Medical  College  of  South  Carolina. 

This  work  was  aided  by  Navy  Grant  Nonr-434(01 ), 
USPHS  Grant  II-1020(C3),  and  The  John  A.  Hart- 
ford Foundation,  Inc. 


relationships  of  these  changes  to  angina  pec- 
toris and  coronary  thrombosis,  have  not  been 
completely  described.  How  these  blood-vascu- 
lar alterations  may  contribute  to  the  patho- 
genesis of  atherosclerosis  is  as  yet  an  un- 
answered question. 

This  paper  has  two  purposes.  The  first  is  to 
describe  experiments  and  observations  record- 
ing certain  microscopically  visible  changes 
occurring  in  the  blood  and  small  blood  vessels 
of  some  people  following  the  ingestion  of  a 
fat-enriched  meal.*  The  second  is  to  use  these 
observations,  and  those  reported  by  other  in- 
vestigators, as  a basis  for  considering  intra- 
vascular agglutination  of  the  blood**  and 
postprandial  lipemia  as  factors  in  the  produc- 
tion of  angina  pectoris  and  coronary  thrombo- 
sis, and  in  the  pathogenesis  of  atherosclerosis. 


“Only  the  most  obvious  vessel  pathology  (e.g. 
sacculations ) were  recorded  in  this  study.  For  precise 
descriptions  of  the  responses  of  small  blood  vessels  to 
increasing  degrees  of  injury,  see  Clark,  E.  R.  and 
Clark,  E.  L.:  Changes  in  the  blood  vascular  endo- 
thelium in  the  living  animal.  Am.  J.  Anat.,  57:  385, 
1935;  and  Brooks,  F.  H.;  Dragstedt,  L.,  Warner,  L., 
and  Knisely,  M.  H.:  Sludged  blood  following  severe 
thermal  burns.  Arch.  Surg.,  61 : 387,  1950. 

“““Intravascular  agglutination  of  the  blood”  as 
used  in  this  paper  is  intended  to  mean  the  same  as 
the  term  “sludged  blood”  introduced  by  Knisely  to 
designate  the  sticking  together  of  the  formed  elements 
of  the  blood  to  form  a suspension  which  is  more 
difficult  to  pump  through  the  small  blood  vessels  than 
normal  unagglutinated  blood. 

For  an  introductory  bibliography  concerning  the 
concepts  of  healthy  normal  blood,  of  sludged  blood, 
and  of  some  effects  of  sludged  blood  on  the  bodies  of 
animals  and  men,  see  An  Annotated  Bibliography  on 
Sludged  Blood  by  Melvin  II.  Knisely,  Postgraduate 
Medicine,  10:  15-93,  1951. 


METHODS 

Two  groups  of  patients  were  studied.  The 
first  included  those  suffering  from  angina 
pectoris,  and  the  second  having  a variety  of 
either  cardiovascular  or  metabolic  diseases 
or  both.  Ten  apparently  healthy  male  medical 
students  constituted  a third  group. 

Microscopic  studies  of  the  blood  and  blood 
vessels  were  carried  out  on  the  bulbar  con- 
junctiva, following  a period  of  fasting  (usually 
over  night),  and  following  a high  fat  meal, 
during  the  postprandial  absorptive  period  at 
the  time  of  expected  peak  lipemia.10,1  1 Each 
individual  thus  served  as  his  own  control,  since 
we  were  interested  primarily  in  changes  which 
had  occurred  following  the  test  meals. 

The  observations  were  made  using  a modi- 
fication of  the  method  of  Knisely,  Bloch,  Eliot, 
and  Warner12  which  permits  observations  of 
(a)  a sample  of  the  circulating  arterial  blood 
arriving  in  the  vascular  bed  of  the  bulbar 
conjunctiva;  (b)  visible  changes,  if  any,  in  the 
blood  as  it  passes  through  the  bed;  and  (c) 
some  of  the  responses  and  structural  features 
of  the  blood  vessels. 

Two  modifications  of  the  eye  method  were 
used.  A 40-watt  zircon  arc  lamp  (manu- 
factured by  Fish-Schurman  Corporation,  New 
Rochelle,  New  York)  was  used  to  illuminate 
the  bulbar  conjunctiva  obliquely  (Fig.  1).  On 
some  occasions,  the  light  falling  on  the  bulbar 
conjunctiva  was  polarized.  A light  polarizing 
filter,  either  Polaroid  or  a Nicol  prism,  was 
fastened  on  the  front  of  the  zircon  arc  lamp 
in  the  beam  of  light  passing  from  the  lamp  to 
the  conjunctiva.  The  use  of  polarized  light 
permitted  clear,  direct  observations  of  the 
blood  in  subsurface  vessels. 

A Leitz  biobjective  stereobinocular  micro- 
scope was  used  with  magnifications  of  50X  to 
150X. 

RESULTS 

The  results  are  presented  in  three  parts.  The 
first  contains  the  ease  history,  experimental 
procedure,  and  detailed  observations  of  one 
patient  in  the  first  group  studied.  This  is  fol- 
lowed by  a chart  recording  in  abbreviated 
form  the  results  of  similar  studies  of  the  ten 
patients  in  this  group.  The  second  is  a general 
discussion  of  the  blood  vascular  changes  fol- 


Figure 1 . — Drawing  illustrating  method  of  observing 
a patient’s  bulbar  conjunctiva.  Patient  is  in  a supine 
position.  A bright  beam  of  light  from  a laterally-placed 
lamp  is  focused  on  the  bulbar  conjunctiva.  Low  power 
( 2X ) objectives  and  12.5X  oculars  are  portrayed  here. 
Higher  powered  objectives  (up  to  12X),  giving  mag- 
nification up  to  150  diameters,  can  be  used. 


lowing  fat  ingestion  observed  in  patients  hos- 
pitalized with  a variety  of  cardiovascular  and 
metabolic  diseases.  The  third  describes  the 
effects  of  a single  high  fat  meal  noted  in  ap- 
parently normal,  healthy  medical  students. 

Case  History:  Patient  No.  1,  a 44-year  old 
white  male  welder,  was  first  seen  in  January, 
1953,  his  chief  complaint  being  “a  heart  mur- 
mur". Past  history  was  non-contributory. 

Positive  physical  findings  were  limited  to 
the  heart.  Sinus  rhythm  was  present  at  a rate 
of  72.  There  was  a Grade  II  blowing  systolic 
aortic  murmur,  and  a Grade  I- 1 1 blowing  svs- 
tolic  mitral  murmur.  His  electrocardiogram 
was  within  normal  limits.  Cardiac  fluoroscopv 
showed  minimal  left  ventricular  hypertrophy. 
The  clinical  impression  at  that  time  was  rheu- 
matic heart  disease  with  aortic  stenosis  and 
mitral  insufficiency,  functional  classification  I. 

The  patient  remained  asymptomatic  until 
November,  1955,  when  he  was  next  seen  be- 
cause of  the  sudden  onset  of  substernal  pain, 
radiating  to  both  shoulders,  and  persisting  for 


approximately  one  hour.  His  physical  findingsiMB  About  three  hours  following  this  period  of 
were  unchanged,  but  the  electrocardiogram observation,  the  patient  again  complained  of 


showed  sharp  inversion  of  the  left  precordial 
T waves,  and  the  T waves  in  standard  leads 
1,  2,  and  AYL,  indicative  of  myocardial  ische- 
mia. Cardiac  fluoroscopy  again  revealed  mini- 
mal left  ventricular  enlargement. 

The  patient  was  hospitalized,  and  put  on  a 
low  fat  diet  and  Dieumarol  ( Bishydroxy- 
cumarin).  Substernal  pain,  radiating  to  both 
shoulders,  continued  during  the  first  few  days 
of  his  hospitalization.  Two  weeks  after  ad- 
mission, and  following  an  over  night  fast, 
study  of  the  blood  and  blood  vessels  in  the 
bulbar  conjunctiva  revealed  a very  mild  de- 
gree (l-h)®  of  intravascular  agglutination. 
The  masses  of  agglutinated  cells  were  very 
small,  each  consisting  of  a few  cells,  and  just 
barely  visible  in  the  venules  at  a magnification 
of  50X.  No  plugging  of  vessels  was  observed. 

He  then  ate  a breakfast  of  eggs,  ham,  but- 
tered toast,  and  coffee  with  cream,  containing 
an  estimated  total  of  160  grams  of  fat. 

Microscopic  study  was  resumed  six  hours 
after  the  ingestion  of  this  high-fat  breakfast. 
There  was  an  easily  noticeable  increase  in  the 
degree  of  agglutination  of  his  erythrocytes 
(from  1+  to  3+).  The  red  cell  masses  in  the 
venules  were  considerably  larger  than  those 
present  in  the  morning  before  he  had  eaten 
breakfast.  The  masses  were  larger  in  diameter 
and  easily  seen  at  magnification  of  50X.  Many 
of  them  were  several  times  as  long  as  the 
diameters  of  the  vessels  in  which  they  were 
located.  Several  terminal  arterioles  were  inter- 
mittently plugged  by  visible  masses.  There 
was  complete,  “transient  stasis”  in  many  of  the 
capillaries  and  small  cross-connecting  venules. 
By  this  we  mean  that  vessels  contained  soft 
masses  of  agglutinated  cells  which  stood 
perfectly  still  from  5 to  20  seconds  or  longer. 
Upon  entering  the  venules,  these  masses  some- 
times woidd  combine  to  form  larger  masses. 
All  the  visible  moving  blood  was  passing  along 
much  more  slowly  than  before  the  ingestion  of 
the  high-fat  meal. 

“The  photographs  of  the  bulbar  conjunctivae  in 
Figure  3 illustrate  some  of  the  characteristics  of  the 
various  degrees  ( 1+,  2+,  etc.)  of  intravascular  ag- 
glutination. For  further  details  see  footnote  for  Table 

I. 


substernal  pain  of  the  anginal  type,  radiating 
to  his  left  shoulder.  An  electrocardiogram 
made  at  this  time  showed  inversion  of  the  T 
waves  in  the  left  precordial  leads  (Fig.  2A). 
The  patient’s  pain  was  present  intermittently 
during  that  afternoon  and  early  evening,  but 
disappeared  during  the  night.  An  electro- 
cardiogram made  the  next  morning  showed 
upright  T waves  in  the  left  precordial  leads 
(Fig!  2B). 


Figure  2. — Lead  V5  of  an  ECG  made  on  patient  No.  1. 

a.  During  the  anginal  pain  which  followed  the  fat- 
loaded  breakfast  and  the  increased  intravascular  ag- 
glutination of  the  blood.  Note  the  inverted  T waves. 

b.  Following  the  high  fat  breakfast , after  the  anginal 
pain  had  subsided.  The  T waves  are  now  upright. 


The  patient  was  placed  on  a low  fat  diet, 
and  has  returned  to  work  as  a welder.  He  had 
no  further  symptoms  since  his  discharge  from 
the  hospital  in  October,  1955,  until  January, 
1956,  when  he  again  began  having  anginal 
attacks. 

The  results  of  study  of  the  ten  patients  in 
this  group  are  recorded  in  Table  1.  Patient  1 
is  included  in  the  chart  to  show  how  the  find- 
ings are  recorded.  Instead  of  fatty  foods,  some 
patients  drank  “milk  shakes”  ( 1 pint  of 
homogenized  milk  with  3 scoops  of  vanilla  ice 
cream)  enriched  with  Ediol,0  a cocoanut  oil 
liquid  fat  preparation  containing  50  grams  of 
fat  per  100  cc.  In  all  patients  except  7 and  9, 
there  was  a microscopically  detectable  increase 

“Prepart'd  by  the  Schenley  Laboratories,  Inc. 
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in  the  degree  of  agglutination  of  the  circu- 
lating blood  following  the  ingestion  of  a single 
fatty  meal.  The  agglutinated  masses  were 


easily  seen  at  50X.  In  addition  to  Patient  1, 
Patients  3 and  8 developed  severely  agglutin- 
ated blood  in  parts  of  their  bulbar  conjunctiva 


Table  I.  Summary  of  changes  following  fat  ingestion  observed  in  the  blood  and  blood  vessels  of 

patients  suffering  from  angina. 


Patient 

No. 

Sex 

and 

Age 

Diagnosis 

Blood 

pressure 

Relevant 

Symptom- 

atology 

Most  severe  degree 
of  IV  Agg.  seen 
before  fat* 

Kind  of 
fat  fed 

Most  severe 
degree  of 
IV  Agg. 
after  fat 

Angina 

after 

fat 

1. 

m/44 

Recent 

infarc. 

130/85 

Angina 
(see  case 
history) 

!+ 

Fatty 

break- 

fast 

3+ 

Yes 

2. 

m/40 

Coronary 

atherosc. 

Peptic 

ulcer 

140/90 

Angina 

of 

effort 

1 + 

Ediol 

2+ 

No 

3. 

f/44 

Coronary 

atherosc. 

140/80 

Angina 

of 

effort 

1 + 

Ediol 

3+ 

Yes 

4. 

m/59 

Coronary 
atherosc. 
Old  infarc. 
Diabetes 
mellitus 

160/90 

0 

2+ 

Ediol 

• 

3+ 

No 

5. 

m/52 

Coronary 

atherosc. 

145/85 

Angina 

of 

effort 

1 + 

Fatty 

break- 

fast 

2+ 

No 

6. 

m/45 

Post- 
inf  arc. 

130/80 

0 

2 + 

Fatty 
break- 
fast & 
Ediol 

3+ 

No 

7. 

m/44 

Coronary 

atherosc. 

Post- 

infarc. 

140/90 

Angina 

of 

effort 

i+ 

Fatty 
break- 
fast & 
Ediol 

1 + 

No 

8. 

m/  54 

Recent 

infarc. 

120/70 

0 

i+ 

Ediol 

3+ 

Yes 

9. 

m/74 

Coronary 

atherosc. 

110/70 

Mild 

angina 

of 

effort 

2 + 

Ediol 

and 

cream 

2+ 

No 

10. 

m/67 

Coronary 

atherosc. 

150/65 

Mild 

angina 

of 

effort 

1 + 

Pint  of 

whipping 

cream 

2+ 

No 

*IV  Aggl.  denotes  intravascular  agglutination  of  the  blood.  The  most  severe  degree  observed  in 
any  area  of  the  bulbar  conjunctival  vascular  bed  is  the  one  recorded. 

The  degrees  of  intravascular  agglutination  of  the  blood  are  indicated  as  1 + , 2+,  3+,  and  4-f. 
The  most  severe  vessel  injury  generally  was  associated  with  the  most  severely  agglutinated  blood.  The 
distinguishing  criteria  for  each  degree  of  agglutination  as  viewed  at  a magnification  of  50X  are  as 
follows: 

1-b  Mildly  agglutinated  blood.  Masses  small,  barely  visible  in  some  venules.  Venular  flow  tending 
to  be  non-laminar.  Capillary  flow  continuous. 

2+  Moderately  agglutinated  blood.  Masses  larger  and  visible  in  all  venules.  Occasional  pliable, 
elongated  masses  pass  through  some  capillaries.  Transient  plugging  of  terminal  arterioles. 
Venular  masses  tend  to  combine  to  form  larger  masses,  especially  in  the  relatively  short  ves- 
sels connecting  two  venules.  Occasional  fusiform  sacculation  of  venular  walls.  Flow  through 
venules  slower  than  that  of  unagglutinated  blood. 

3+  Moderately  severe  agglutinated  blood.  Masses  of  various  sizes  in  all  venules.  Largest  ones  in 
venules  through  which  flow  is  slow  or  temporarily  halted.  The  length  of  some  of  the  largest 
masses  may  be  several  times  the  diameter  of  the  venule  in  which  they  are  located.  Slow  pass- 
age of  pliable  elongated  masses  through  most  patent  capillaries  at  irregular  intervals.  Some 
occasional  brief  plugging  of  arterioles.  Fusiform  sacculation  of  venules  common.  Occasional 
conspicuous  lateral  sacculations  of  venules.  “Temporary  stasis”  common  in  venules  of  some 
areas.  Flow  decidedly  slower  through  areas  with  most  severe  agglutination. 

4+  Severely  agglutinated  blood.  Many  venules  containing  large,  slow-moving  masses.  Some  ven- 
ules impacted  with  stationary  masses,  or  masses  which  occasionally  move.  Virtually  no 
laminar  flow  in  venules.  Brief  plugging  of  arterioles  common,  some  appearing  “permanently” 
plugged.  “Stranded”  masses  in  many  capillaries.  Flow  through  entire  vascular  bed  very  slow. 
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and  later  experienced  anginal  pain.  These  two 
patients  also  had  “transient”  stasis  in  many  of 
the  capillaries  and  venules.  Temporary  plug- 
ging of  the  small  vessels  occurred  quite  often 
during  the  observational  period.  No  patient  in 
this  group  developed  anginal  pain  without 
previously  having  intravascular  agglutination 
of  the  blood,  reduced  blood  flow,  and  plugging 
of  some  of  the  conjunctival  vessels. 

Because  of  the  increase  in  agglutination  of 
the  blood,  altered  blood  flow  and  increased 
vessel  damage  observed  in  the  majority  of 
these  patients  following  fat  ingestion,  we 
wanted  to  determine  if  these  changes  occurred 
in  other  patients  tested  in  a similar  manner. 
Accordingly,  patients  with  a variety  of  cardio- 
vascular and  metabolic  diseases  ( regardless  of 
history  of  coronary  disease)  were  studied  in 
the  Vascular  Clinic  of  Roper  Hospital  and  the 
Medical  College  Teaching  Hospital.  In  many 
of  these  patients,  the  initial  degree  of  agglu- 
tination was  so  severe  and  the  blood  flow  and 
vessel  structure  so  abnormal  that  we  did  not 
detect  additional  changes  after  fat  ingestion 
by  our  method.  This  was  true  especially  of 
patients  known  to  have  deranged  lipid  metab- 
olism (Fig.  3C).  In  others,  the  ingestion  of 
fatty  test  meals  brought  about  changes  similar 
to  those  observed  in  the  first  group  studied. 
(See  Fig.  3B  for  an  example  of  a sacculated 
venule. ) 

We  also  wanted  to  know  if  these  changes 
occurred  in  healthy  people  after  fat  ingestion. 
Each  of  a group  of  10  apparently  healthy  male 
freshman  medical  students  were  studied  after 
an  over  night  fast,  and  again  during  the  period 
of  expected  peak  of  dietary  lipemia  following 
the  drinking  of  a fat-enriched  (Ediol)  milk 
shake  (Table  II). 

No  changes  in  the  degree  of  agglutination 
and  flow  of  the  blood,  and  vessel  pathology 
were  observed  in  three  of  the  10  students.  Two 
of  the  three  had  agglutinated  blood,  slow  non- 
laminar  blood  flow  in  some  venules  and  a few 
venular  sacculations.  Failure  to  detect  changes 
also  occurred  with  some  of  the  patients. 

Changes  were  observed  in  the  other  seven 
students.  The  degree  of  agglutination  of  the 
blood  increased  noticeably  in  six,  but  increase 
in  the  pathologic  appearance  of  the  vessel  was 


Table  II.  Summary  of  effects  of  fat  ingestion  on 
the  blood  and  blood  vessels  in  the  bul- 
bar conjunctiva  of  medical  students. 


Student 

Sex 

Most  severe 
degree  of 

Most  severe 
degree  of 

No. 

and 

IV  Agg.  seen 

IV  Agg. 

Age 

before  fat* 

after  fat 

1 

m/21 

2+ 

2+ 

2 

m/22 

2+ 

3+ 

3 

m/30 

3+ 

3+ 

4 

m/22 

1 + 

2+ 

5 

m/23 

1+ 

1 + 

6 

m/22 

3+ 

3+ 

7 

m/22 

2+ 

3+ 

8 

m/22 

1 + 

2+ 

9 

m/22 

0 

1+ 

10 

m/25 

2+ 

3+ 

'See  footnote  for  Table  I. 


seen  in  only  three.  One  had  increase  in  vessel 
pathology  but  no  noticeable  increase  in  ag- 
glutination. 

DISCUSSION 

Dietary  fat  seems  to  be  an  important  etio- 
logical factor  in  the  production  of  angina  in 
patients  with  severe  coronary  atherosclerosis. 
Fat  ingestion  in  most  of  those  we  studied  was 
followed  by  a detectable  increase  in  the  ag- 
glutination of  the  blood  and  reduced  blood 
flow.  Angina  occurred  in  three.  Dietary  fat 
also  appears  to  be  an  important  factor  in  the 
progression  of  atherosclerosis  since  the  reduced 
blood  flow  probably  plays  an  important  role 
in  “setting  the  stage”  for  embolization  and  rup- 
ture of  capillaries  in  atherosclerotic  plaques. 
The  resulting  hemorrhages  have  been  thought 
to  cause  coronary  insufficiency  by  enlargement 
of  the  plaques  in  some  cases,  and  coronary 
thrombosis  in  others. 13-1 5 

Ingestion  of  a fat-enriched  meal  produces 
lipemia  in  both  animals16  and  man.10,11  The 
degree  of  the  lipemia  is  difficult  to  predict  be- 
cause it  varies  considerably  with  the  amount 
of  fat  ingested,  the  age  of  the  individual,  the 
state  of  health,  and  many  other  factors. 

Intravascular  agglutination  of  the  blood 
cells  occurs  in  hamsters  and  man  following  the 
ingestion  of  considerable  quantities  of  fat.16,17 
In  hamsters  the  degree  of  the  agglutination  is 
proportional  to  the  degree  of  the  lipemia.  (The 
degree  of  lipemia  was  not  determined  in  the 
people  we  studied.) 

In  addition  to  its  increased  agglutination 
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and  altered  chemical  composition,  lipemic 
blood  differs  in  some  other  respects  from  non- 
lipemic  blood.  Swank18  reported  an  increase  in 
the  viscosity  of  the  blood  of  hamsters  following 
the  ingestion  of  fatty  test  meals.  Fullerton, 
Davie,  and  Anastasopoulos19  found  that  lipe- 
mic blood  has  a shorter  clotting  time.  It  has  a 
decreased  sedimentation  rate.20 

Our  observations  of  altered  blood  rheology 
and  pathogenic  changes  in  blood  vessels  asso- 
ciated with  agglutinated  blood  agree  with 
those  of  Kniselv  et  al.2123  Not  all  of  the 
changes  were  observed  in  the  same  patient, 
nor  were  they  present  in  the  same  degree  in 


every  patient.  The  changes  were  not  uniform 
in  all  parts  of  the  bulbar  conjunctival  vascular 
bed.  For  example  the  blood  in  the  venules 
draining  the  capillaries  of  one  area  could  be 
severely  agglutinated  and  flowing  very  slowly 
while  those  in  other  areas  contained  less 
severely  agglutinated  and  faster  flowing 
blood.  The  differences  between  patients  may 
be  due  in  part  to  the  different  chemical  com- 
position of  the  plasma,  the  degree  of  agglutina- 
tion of  the  blood  being  delivered  to  the  bulbar 
conjunctiva,  and  the  condition  and  degree  of 
response  of  the  small  vessels. 

The  arterial  blood  delivered  into  the  vascu- 


^Ar 


Ve 


Figure  3. — Photographs  of  the -bulbar  conjunctival 
vessels  illustrating  various  degrees  of  agglutinated 
blood  and  some  vessel  change.  See  footnote  to  Table 
1 for  further  details. 

a.  Mildly  ( I + ) agglutinated  blood  and  no  visible  ves- 
sel pathology.  Ar  ...  arteriole.  Ve  = venule.  Ca  — 
capillary. 

b.  Moderately  (2+)  agglutinated  blood.  Note  large 


\ ’ 1 

s 

B 


lateral  venular  sacculation  ( S ). 

c.  Moderately  severe  (3+)  agglutinated  blood.  Note 
large  masses  of  agglutinated  blood  cells  ( M ) in  a 
venule. 

d.  Severely  ( 4 +)  agglutinated  blood.  Note  vessel 
(/.Ve. ) impacted  with  large  masses  of  agglutinated 
cells. 
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lar  bed  of  the  bulbar  conjunctiva  has  been 
considered  a valid  sample  of  the  arterial  blood 
distributed  peripherally  by  the  aorta.12,24,25 
This  may  not  always  be  true  for  people  who 
have  ulcerated  atherosclerotic  plaques  in  some 
arteries  and  not  in  others.  The  properties  of 
the  blood  may  be  modified  as  it  passes  over 
such  lesions.13,26  Knisely  et  al27  saw  blood 
agglutinate  as  it  flowed  through  slightly  trau- 
matized vessels.  Blood  entering  the  vascular 
bed  of  the  myocardium  from  atherosclerotic 
coronary  arteries,  therefore,  may  he  agglutin- 
ated to  a greater  degree,  or  have  more  ten- 
dency to  agglutinate,  than  that  being  delivered 
to  the  bulbar  conjunctiva. 

The  flow  characteristics  of  agglutinated 
blood  in  vitro  and  in  vivo  are  not  the  same  as 
those  of  unagglutinated  blood,22,28,29  As  the 
agglutinated  blood  flows  through  long  taper- 
ing cone-like  arteries,  its  linear  velocity  de- 
creases, in  part  because  of  the  irregular 
tumbling,  shearing,  and  deformation  of  the 
agglutinated  masses  as  they  pass  into  and  tend 
to  plug  vessels  with  progressively  decreasing 
diameters.  The  increased  resistance  to  flow  of 
lipemie  blood18  may  be  due  in  part  to  numer- 
ous chylomicrons  as  well  as  to  agglutinated 
masses  of  blood  cells.  Irregularities  in  the 
lumens  of  the  arteries,  such  as  sacculations  and 
partial  occlusions,  bv  increasing  turbulence, 
should  accentuate  the  deceleration  of  the 
blood  flow.  As  a consequence,  the  effective 
blood  pressure  in  the  terminal  arterioles 
should  be  reduced,  some  small  vessels  become 
plugged  (transiently  at  least),  and  the  total 
blood  flow  through  the  capillaries  should  be 
decreased. 

The  exchange  rates  of  metabolites  between 
the  blood  and  adjacent  tissues  are  reduced  bv 
decreasing  the  volumetric  rate  of  blood  flow 
through  the  capillary.30  35  Because  of  the  de- 
creased rate  of  blood  flow  through  the  myo- 
cardial  vascular  bed  with  subsequent  reduced 
metabolic  exchange  rates,  agglutinated  blood 
associated  with  postprandial  lipemia  may  be 
a direct-acting  contributory  factor  in  pro- 
ducing myocardial  ischemia  and  angina  in  pa- 
tients with  an  already  severely  restricted  cor- 
onary blood  flow. 

In  our  series  of  patients,  and  in  those  re- 


ported by  Kuo  and  Joyner,10  the  onset  of 
angina  pectoris  occurred  three  to  five  hours 
or  more  following  the  ingestion  of  a fatty 
meal.  The  close  correspondence  of  the  onset 
of  anginal  attacks  to  the  peak  or  expected  peak 
of  the  postprandial  lipemia  suggests  that  the 
lipemia,  or  something  associated  with  it,  is 
involved. 

Agglutinated  blood  may  flow  so  slowly 
through  capillaries  and  venules  that  the  endo- 
thelium of  these  vessels  becomes  hypo- 
functional  and  damaged.  The  longer  the  dura- 
tion of  reduced  flow,  the  greater  will  be  the 
derangement  of  function  and  resulting  dam- 
age. Landis36  and  Maurer37  found  that  re- 
ducing the  supply  of  oxygen  to  capillaries 
caused  them  to  leak  excessive  amounts  of 
plasma  proteins.  O’Neill38  demonstrated  that 
the  venous  endothelium  of  a large  vein  could 
be  severely  damaged  by  occluding  the  venous 
vasa  vasorum.  Severe  sclerosis  with  lipid  de- 
position is  known  to  follow  various  types  of 
injury  to  artery  walls  (e.g.,  syphilitic  aortitis, 
arterial  cauterization,  and  ischemia  produced 
by  macromolecular  substances),  especially  in 
conjunction  with  cholesterol  feeding.39  Knisely 
et  al,12  and  Bloch25,26  have  described  minute 
sacculations  of  vessel  walls  associated  with 
agglutinated  blood  and  reduced  blood  flow. 

Paterson1315  studied  the  incidence  of  intra- 
mural hemorrhage  in  relation  both  to  the 
progression  of  atherosclerosis  and  to  coronary 
thrombosis.  He  described  evidence  purporting 
to  show  high  frequency  of  minute  hemor- 
rhages of  relatively  long  standing  in  certain 
plagues  in  addition  to  the  more  recent  ones  in 
other  plaques.  He  expressed  the  opinion  that 
rupture  of  the  poorly  supported,  thin-walled 
capillaries  (described  by  Wartman26)  in  the 
atherosclerotic  plaques  was  an  important  con- 
tributory factor  iu  enlargement  of  the  plaques, 
and  in  coronary  thrombosis.  Should  .saccula- 
tions, like  those  which  we  have  seen  in  the 
vascular  bed  of  the  bulbar  conjunctiva  (Fig. 
3B),  also  form  in  the  abnormal  capillaries  or 
venules  of  coronary  atherosclerotic  plaques, 
their  rupture  could  produce  intramural  hemor- 
rhages which  could  contribute  to  enlargement 
of  the  plaques,  and  lead  to  occlusion  of  the 
affected  artery.  Should  the  hemorrhaged  blood 
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gain  entrance  into  the  lumens  of  coronary 
arteries,  it  could  produce  coronary  throm- 
bosis.13,27 

SUMMARY  AND  CONCLUSIONS 

Intravascular  agglutination  of  the  blood,  re- 
duced blood  flow,  and  changes  in  vessel  walls 
frequently  follow  fat  ingestion  by  man.  Nine 
of  ten  patients  whose  case  histories  indicated 
severe  coronary  atherosclerosis,  when  given  a 
fat  test  meal,  developed  these  blood-vascular 
changes,  at  a time  corresponding  to  the  peak 
of  the  expected  postprandial  lipemia.  Anginal 
pain  occurred  in  some  instances. 

Similar  vascular  changes  occurred  in  other 
patients  with  a variety  of  cardiovascular  and 
metabolic  diseases  following  the  ingestion  of 
a fat  test  meal.  In  some,  particularly  those 
with  metabolic  diseases  the  initial  intravascu- 
lar agglutination  and  vessel  pathology  were 
so  severe  that  no  additional  change  was  de- 
tectable by  our  methods.  In  a few  who  had 
only  a mild  initial  agglutination  and  minimal 
or  no  vessel  pathology,  there  was  no  detectable 
change. 


Increase  in  intravascular  agglutination,  re- 
duced blood  flow,  and  alterations  in  the  walls 
of  small  blood  vessels  were  observed  following 
a single  fat-enriched  meal  in  most  of  the 
healthy  medical  students  similarly  tested.  The 
changes,  however,  were  not  as  great  as  in  the 
patients  tested. 

These  changes  in  the  blood-vascular  system, 
which  follow  the  ingestion  of  fat  and  are  asso- 
ciated with  the  postprandial  lipemia,  very 
probably  are  important  contributory  factors  in 
the  production  of  some  cases  of  angina  pec- 
toris, and  in  the  pathogenesis  of  atherosclero- 
sis, especially  in  people  who  regularly  eat  a 
diet  high  in  fat. 
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Surgical  Correction  of  the  Aorta  Combined  with 
Aortic  Valve  Regurgitation.  J.  M.  Stallworth,  M.  D., 
Milton  Weinberg,  M.  D.,  J.  V.  Jeffords,  M.  D.  (Sur- 
gery 40:575-579,  Sept.  1956) 

A case  history  is  presented  of  a 28  year  old  man 
with  aortic  insufficiency,  coarctation  of  the  aorta,  and 
aneurysm  of  the  descending  aorta.  These  disorders 
were  treated  simultaneously  by  excision  of  the 
coarctation  and  aneurysm,  with  replacement  of  this 
segment  of  the  aorta  using  a homograft  and  a Huf- 
nagel  aortic  valve.  The  patient  recovered  satisfactorily 
and  has  returned  to  his  usual  full-time  activities. 

J.  M.  Stallworth 


Complement-Fixation  Titres  in  Tertian/  Lympho- 
granuloma Venereum.  A Study  of  Results  After  Treat- 
ment with  Broad-Spectrum  Antibiotics.  Julius  Gold- 
berg and  Leon  Banov,  Jr.  British  Journal  of  Venereal 
Diseases  32:37,  1956. 

Patients  with  tertiary  lymphogranuloma  venereum 
continue  to  maintain  circulating  complement-fixation 
antibodies  against  the  virus  for  as  long  as  27  months, 
even  after  clinically  satisfactory  antibiotic  therapy. 
Diminishing  complement-fixation  titres  cannot  be  used 
to  establish  a retrospective  diagnosis  of  the  disease 
even  after  clinically  successful  treatment  with  the 
broad-spectrum  antibiotics. 


Gracilis  Muscle  Transplant  for  correction  of  Urinary 
Incontinence  in  Male  Children,  Kenneth  Pickrell, 
M.  D.,  Nicholas  Georgiade,  M.  D.,  Hugh  Crawford, 
M.  D.,  Carter  Maguire,  M.  D.,  (Charleston)  and 
Alex  Boone,  M.  D.  Ann.  Surg.  143:764,  June  1956. 

This  paper  is  directed  primarily  toward  those  pa- 
tients with  total  incontinence  resulting  from  the  inter- 
ruption of  the  nerve  supply  to  the  bladder,  the  peri- 
neum and  its  musculature.  ( Spina  bifida  and  meningo- 
cele). The  necessary  preoperative  studies  and  prepa- 
ration are  outlined  and  the  actual  operative  technique 
is  described  and  illustrated  in  detail. 

The  postoperative  care  and  training  of  the  patient 
are  all  important.  A catheter  is  left  in  the  bladder  for 
4 or  5 days  after  the  operation  and  upon  its  removal, 
the  patient  becomes  conscious  of  a new  sensation  of 
bladder  fullness.  Bearing  down  with  the  abdominal 
muscles  produces  a normal  urinary  stream,  and  com- 
plete bladder  emptying.  It  is  important  to  realize  that 
the  pressure  caused  by  the  reflex  contraction  of  the 
bladder  is  not  as  great  as  the  pressure  in  the  bladder 
induced  by  voluntary  contraction  of  the  abdominal 
wall. 

This  operation  has  been  performed  on  6 male  chil- 
dren, ranging  from  5 to  9 years  of  age,  who  had  been 
incontinent  since  birth  because  of  spina  bifida,  meni- 
gocele  or  some  neurogenic  malformation  involving  the 
bladder  and  were  classified  as  incurable  and  beyond 
salvage.  Voluntary  and  controlled  continence  was 
established  in  each  instance. 
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SURGICAL  INTEREST  IN  FLUIDS 
AND  ELECTROLYTES 

1.  POTASSIUM  METABOLISM 

Louie  B.  Jenkins,  M.  D. 

Charleston,  S.  C. 


In  the  past  decade,  knowledge  concerning 
potassium  metabolism  has  been  garnered 
at  a rapid  rate.  The  acquisition  of  that  in- 
formation has  awaited  the  development  of 
productive  tools.  The  recent  appearance  of  the 
flame  photometer  as  a commercially  available 
instrument  has  provided  accurate  potassium 
determinations  within  a few  hours,  as  com- 
pared with  days  for  previous  methods.  Fur- 
ther, it  is  now  possible  to  couple  the  flame 
photometer  with  the  increasingly  available  and 
useful  radioactive  isotopes.  These  methods 
have  firmly  established  the  important  role  that 
potassium  plays  in  physiologic  and  patho- 
logical states. 

Another  development  in  the  field  of  electro- 
lytes has  been  the  increasing  use  of  the  system 
of  equivalent  weights.  The  increased  emphasis 
on  equivalents  is  justifiable  since  it  is  probably 
the  more  preferable  system.  An  equivalent  is 
that  amount  of  ion  that  has  the  same  electrical 
activity  as  1 gram  of  hydrogen.  A milli- 
eqnivalent  is  one  thousandth  of  an  equivalent. 
The  milliequivalent  is  generally  used  in 
electrolyte  therapy  due  to  the  small  amount  of 
the  ions  encountered  per  liter  of  fluid.  The  sur- 
veyor relates  all  of  his  determinations  of  topo- 
graphy  to  a bench  mark.  It  would  seem  equally 
desirable  to  connect  all  electrolytes  to  the 
“bench  mark”  of  the  hydrogen  ion  in  order  to 
express  the  activity  of  each  as  compared  with 
the  other  electrolytes.  As  far  as  potassium  is 
concerned,  the  amount  in  milligrams  per  100 
ml.  is  roughly  4 times  the  number  of  milli- 
equivalents  per  liter.  Such  a factor  allows  easy 
transposition  from  either  system  to  the  other. 
Another  easily  remembered  factor  is  that  40 
mEq.  of  potassium  is  approximately  1.6  grams, 
which  is  the  normal  daily  requirement  of  the 
ion. 

The  normal  diet  yields  70-125  mEq.  of  po- 
tassium per  day.1  Plant  and  animal  cells  have 
a high  concentration  of  the  ion.  Foods  such  as 


meat,  milk,  orange  juice  and  tomato  juice  are 
rich  iu  the  element.  About  90%  of  the  average 
of  100  mEq.  of  potassium  ingested  daily  is  ab- 
sorbed proximal  to  the  large  bowel.  The  re- 
maining lOmEq.  is  excreted  in  the  feces.  In 
a person  in  zero  balance — that  is,  neither  gain- 
ing nor  losing  weight — the  90  mEq.  that  is 
absorbed  is  excreted  by  the  kidney.  The  total 
body  potassium  has  been  shown  by  radioactive 
isotope  studies  to  be  between  2300  and  4000 
mEq.  in  the  average  70  kilogram  man.  Intra- 
cellular potassium  accounts  for  98%  of  the 
body’s  potassium.  Only  2%  is  in  the  serum  or 
extracellular  fluid.  The  serum  level  is  normally 
15-20  mgm.  per  100  ml.  (3. 5-4.5  mEq./liter). 

It  is  evident  that  the  concentration  of  the  ion 
in  the  cell  is  at  least  20  times  that  of  the  extra- 
cellular fluid.  It  was  formerly  held  that  this 
difference  was  due  to  the  fact  that  the  cell 
membrane  was  practically  inpervious  to  sodi- 
um and  potassium  and  that  interchange  of  the 
2 substances  did  not  occur.  Radioactive  potas- 
sium studies  have  produced  conclusive  evi- 
dence that  movement  of  potassium  across  the 
cell  membrane  is  an  active  process.  For  ex- 
ample, muscle  cells  lose  potassium  and  acquire 
roduim  during  muscular  activity.  This  move- 
ment is  reversed  during  the  muscular  recovery 
phase.  If  the  pH  of  the  surrounding  fluid  is 
lowered,  potassium  will  come  out  of  the  cell  to 
neutralize  the  acid.  The  acid-base  balance 
between  the  cells  and  the  surrounding  fluid  is 
thus  maintained  by  the  emigration  of  potas- 
sium from  the  cell.  The  preservation  of  the 
difference  between  a low  extracellular  and  a 
high  intracellular  level  of  the  ion  therefore 
involves  an  expenditure  of  energy.6  This 
energy  is  probably  provided  by  the  metabol- 
ism of  glucose. 

Being  the  major  intracellular  cation,  ex- 
cessive loss  or  gain  of  potassium  will  produce 
cellular  dysfunction  that  results  in  well  estab- 
lished syndromes.  The  svndrome  from  ex- 
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cessive  loss  is  much  more  frequently  en- 
countered by  surgeons. 

Excessive  loss  of  potassium  may  occur  from 
many  sources.  One  such  source  is  deprivation 
of  food.  Prolonged  interference  with  food  in- 
take from  anorexia,  nausea,  starvation,  eso- 
phageal obstruction,  etc.  results  in  potassium 
depletion  even  in  the  absence  of  abnormal 
gastrointestinal  losses.  The  failure  to  obtain 
the  30-40  mEq.  of  potassium  that  is  required 
daily  may  produce  potassium  loss  due  to 
relatively  poor  renal  conservation.  Another 
factor  of  importance  where  there  is  lack  of 
food  is  that  cellular  breakdown  occurs  in 
starvation,  as  well  in  such  conditions  as  pyrexia 
and  trauma.  Destruction  of  the  cell  releases  its 
potassium.  The  potassium  of  the  destroyed 
cells  is  added  to  the  extracellular  fluid  often 
at  a rate  that  demands  rapid  excretion  to  pre- 
vent elevation  of  the  serum  potassium  level. 
The  potassium  and  nitrogen  resulting  from  cell 
destruction  are  measurable  in  the  urine.  Nor- 
mally there  should  be  an  average  of  2.9  mEq. 
of  potassium  for  every  gram  of  nitrogen  ex- 
creted in  the  urine  as  a result  of  cell  break- 
down.8 These  determinations  are  labeled  the 
potassium: nitrogen  (K:N)  ratio.  Such  loss  of 
potassium  from  cell  destruction  implies  a 
lowering  of  the  total  body  level  of  the  cation. 

The  most  common  mechanism  for  the  loss 
of  potassium  is  the  escape  of  gastrointestinal 
secretions.  Martin  and  associates2  found  that 
81 of  their  patients  with  potassium  depletion 
had  disease  of  the  alimentary  tract.  Gamble3 
states  that  the  total  daily  gastrointestinal  secre- 
tion of  potassium  normally  is  about  66  mEq. 
(2.6  gm.).  The  loss  of  a liter  of  gastric  juice  by 
vomiting  or  by  tube  suction  produces  a loss  of 
10-15  mEq.  of  potassium.  Gastric  juice  may 
contain  as  much  as  40mEq.  of  potassium  per 
liter.  A liter  of  bile  lost  depletes  the  body  of 
an  average  of  5 mEq.  of  the  ion.  Approximately 
the  same  amount  is  lost  with  a liter  of  pan- 
creatic juice  or  of  small  bowel  secretions.  As 
much  as  70  mEq.  of  the  element  may  be  ex- 
creted in  a liter  of  diarrheal  stool.8  It  is  of 
interest  that  Bonsnes5  has  shown  the  loss  of 
potassium  in  the  stool  and  urine  during  the 
3-5  day  period  of  preoperative  bowel  prepara- 
tion to  be  100-300  mEq. 


Another  source  of  loss  is  the  kidney.  It  ap- 
pears that  the  kidney’s  function  is  designed 
more  for  the  elimination  of  excess  potassium 
than  for  the  conservation  of  dwindling  body 
potassium.  The  conservation  of  potassium 
definitely  occurs,  but  it  is  relatively  inefficient. 
The  continuing  excretion  of  potassium  by  the 
kidney  in  the  presence  of  progressing  deple- 
tion of  the  body’s  potassium  occurs  in  the  nor- 
mal individual.  After  withdrawal  of  potassium 
from  the  diet,  about  2 weeks  is  required  for  the 
urinary  potassium  to  fall  to  the  point  of  being 
level  with  the  intake.  In  contrast,  the  kidney 
conserves  sodium  so  efficiently  that  within  5 
days  after  its  elimination  from  the  diet,  the 
urine  contains  only  a few  mEq.  of  sodium.4 
The  reduction  of  urinary  potassium  to  a similar 
level  of  a few  mEq.  a day  requires  prolonged 
periods  of  potassium  depletion  or  severe,  acute 
deficits  in  disease  states.  These  observations 
indicate  that  determinations  of  urinary  potas- 
sium may  be  a good  index  of  the  severity  of 
potassium  depletion.  Urinary  potassium  levels 
have  been  used  by  Roberts  and  her  group5 
in  the  clinical  handling  of  patients.  If  the  uri- 
nary level  is  below  lOmEq.  with  a daily  vol- 
ume of  at  least  a liter,  severe  depletion  is 
probably  present. 

The  factors  normally  determining  the  rate 
of  excretion  of  the  ion  by  the  kidney  are  ob- 
scure. It  was  formerly  held  that  the  serum 
potassium  level  may  play  the  greatest  role  in 
determining  potassium  excretion.  It  is  now 
suggested,  however,  that  the  intracellular  level 
of  potassium,  probably  in  the  renal  tubule 
cells,  is  the  deciding  factor  in  regulating  the 
rate  of  renal  excretion.4  The  glomerular  filtra- 
tion rate  of  potassium  in  the  kidney  cannot 
plav  a significant  part  since  about  1000  mEq. 
of  potassium  are  filtered  each  day.  Obviously, 
most  of  this  must  be  reabsorbed.  Reabsorption 
of  about  900  of  the  filtered  potassium  occurs 
in  the  proximal  tubule.6  There  may  be  more 
of  the  ion  in  the  urine  that  is  simultaneously 
being  filtered  at  the  glomerulus,  particularly 
with  overloading  of  potassium.  Such  evidence 
supports  the  concept  of  secretion  of  potassium 
by  the  cells  in  the  distal  tubules.  Active  secre- 
tion is  apparently  performed  through  the  ex- 
change of  sodium  ions  in  the  filtrate  for  the 
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potassium  ions  in  the  cells.  It  appears  that  for 
the  kidney  to  conserve  sodium,  it  must  lose 
potassium  in  exchange.  Further  support  of 
this  assertion  is  produced  by  the  fact  that  the 
efficiency  of  the  kidney  to  conserve  potassium 
is  augmented  if  sodium  is  restricted  during 
the  period  of  potassium  withdrawal.4  When 
the  renal  tubule  cells  have  become  depleted  of 
potassium  in  prolonged  withdrawal,  apparent- 
ly the  hydrogen  ion  is  substituted  for  potas- 
sium. Substitution  of  the  hydrogen  ion  for  the 
alkalizing  potassium  ion  in  the  urine  increases 
the  acidity  of  the  urine.  The  acidity  is  further 
augmented  by  the  increased  reabsorption  in 
the  renal  tubule  of  filtered  bicarbonate  which 
is  found  in  potassium  depletion.5  The  appear- 
ance of  an  acid  urine  in  potassium  depletion 
has  also  proved  to  be  a valuable  guide  in  the 
clinical  handling  of  patients. 

Pathological  changes  in  the  kidney  may  pro- 
duce variation  from  the  normal  pattern  of  ex- 
cretion of  potassium.  Changes  in  excretion  may 
lead  to  either  excessive  retention  of  potassium 
or  to  wasting  of  the  element.  Excessive  reten- 
tion of  the  ion  is  the  more  common  and  famil- 
iar. The  main  factor  for  its  development  is  a 
reduction  of  the  volume  of  urine  below  normal. 
Oliguria  and  anuria  are  essential  for  the  de- 
velopment of  an  increased  level  of  the  cation  in 
the  extracellular  fluid  in  the  absence  of  oral  or 
parenteral  loading  of  the  element.  In  anuria, 
the  breakdown  of  cells  will  yield  potassium  to 
the  extracellular  fluid  even  if  there  is  no  intake 
of  the  substance.  Lacking  the  route  of  renal 
excretion,  potassium  may  accumulate  in 
dangerous  or  even  lethal  quantities.  Such  ac- 
cumulation may  be  seen  in  lower  nephron 
nephrosis,  terminal  chronic  glomerulonephritis 
and  other  forms  of  renal  failure. 

However,  oliguria  is  not  always  productive 
of  an  increased  extracellular  potassium  level. 
Newburgh  has  shown  that  certain  diseased 
kidneys  conserve  potassium  less  efficiently 
than  the  normal  kidney.  The  damaged  kidney 
mav  be  able  to  waste  potassium  if  the  damage 
to  the  tubules  has  been  greater  than  the  dam- 
age to  the  glomeruli.  Wasting  of  potassium 
may  lead  to  lowered  serum  levels  of  the  ion. 
Such  a situation  is  seen  in  renal  tubular  acido- 
sis, Fanconi’s  syndrome  (hyperaminoaciduria), 


the  diuretic  phase  of  acute  renal  insufficiency 
and  primary  aldosteronism.4  Therefore,  serum 
potassium  determinations  are  necessary  in 
renal  disease  before  it  is  concluded  that  ele- 
vated serum  levels  of  the  ion  are  present  due 
to  diminished  urinary  output. 

Other  factors  may  produce  changes  in  the 
normal  pattern  of  excretion  of  the  element. 
Prominent  among  these  are  the  adrenal  corti- 
cal hormones — cortisone,  compound  F,  desoxy- 
corticosterone  and  aldosterone.  Their  action 
is  to  increase  potassium  excretion.  The  increase 
is  beyond  the  K:N  ratio,  indicating  that  it  is 
not  merely  due  to  catabolism  of  tissues.  The 
increased  potassium  excretion  is  probably  a 
by  product  of  the  stimulus  by  the  adrenal  cort- 
eal  hormones  to  the  kidney  to  conserve  sodium. 
In  order  to  conserve  sodium  from  the  glomeru- 
lar filtrate,  potassium  must  be  expended  by  the 
renal  tubule  cells.  Increased  excretion  of  potas- 
sium caused  by  adrenal  cortical  hormones  can 
be  largely  abolished  by  the  rigid  withdrawal 
of  sodium.  This  probably  occurs  from  the  re- 
moval of  the  extra  sodium  from  the  tubular 
fluid  which  could  be  exchanged  for  potassium. 
A patient  in  the  immediate  postoperative 
period  serves  as  an  example  of  the  interaction 
of  these  elements  from  the  adrenal  hormones. 
After  an  operation  of  moderate  magnitude, 
potassium  is  excreted  above  the  K:N  ratio  and 
sodium  is  retained  for  periods  up  to  5 days 
in  the  normal  patient.8  It  would  appear  to  be 
desirable  to  reduce  sodium  intake  during  this 
period  to  a level  sufficient  to  replace  extra- 
renal  loss  only.  Such  a reduction  would  pre- 
vent retention  of  excessive  sodium  which  may 
produce  edema  and  hvpoproteinemia  and  in- 
crease the  excretion  of  potassium. 

Other  drugs  affect  the  renal  excretion  of  the 
cation.  Insulin  was  shown  by  Bendict  to  pro- 
duce a decrease  in  serum  potassium  coinci- 
dental with  a decrease  in  blood  sugar.  This 
decrease  is  apparently  due  to  the  deposition  of 
potassium  with  glycogen  in  the  cells  of  the 
muscle  and  liver.  Epineplnin  causes  an  initial 
rise  and  then  a subsequent  fall  in  serum  potas- 
sium levels.  Pitressiu  and  dessicated  thyroid 
raise  the  serum  concentration  of  the  ion. 
Testosterone  produces  a positive  balance  due 
to  its  anabolic  effect. 
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The  net  result  of  the  loss  of  the  element  in 
pathological  conditions  is  to  lower  the  total 
body  potassium.  The  reduction  of  the  serum 
potassium  is  practically  always  indicative  of  a 
total  body  deficit,  but  a normal  serum  potas- 
sium may  be  present  where  a cellular  defi- 
ciency exists. 

Hypopotassemia  is  productive  of  signs  and 
symptoms  arising  from  a cellular  deficit  of  the 
element.  These  signs  and  symptoms  show  great 
individual  variations  and  cannot  be  definitely 
correlated  to  the  exact  level  of  the  serum  potas- 
sium. The  reduction  of  ImEq.  per  liter  of  the 
ion  may  produce  rather  marked  symptoms  in 
one  patient;  twice  that  reduction  may  be 
symptomless  in  another  instance.  The  rate  of 
reduction  is  probably  the  important  factor.  The 
more  rapid  the  rate,  the  earlier  and  more 
severe  are  the  symptoms.  The  first  complaint 
of  the  patient  is  usually  weakness  or  excessive 
fatigue.  In  variable  sequence,  weakness  is  fol- 
lowed by  apathy,  abdominal  distention,  tachy- 
cardia and  skeletal  muscle  paralyses.  The  ab- 
dominal distention  is  due  to  adynamic  ileus 
caused  probably  by  the  rapid  loss  of  intra- 
cellular potassium.  It  is  apparently  not  related 
to  the  lowered  serum  potassium  level.  The 
intracellular  deficiency  explains  why  some  pa- 
tients continue  in  ileus  some  days  after  the 
serum  potassium  level  has  been  restored  to 
normal.9 

A metabolic  alkalosis  due  to  hypopotassemia 
accompanies  this  clinical  syndrome.  In  the 
post-operative  patient  this  alkalosis  commonly 
occurs  on  the  fourth  to  seventh  day.  It  is  prob- 
ably related  to  the  shift  of  potassium  back  into 
the  cells  due  to  the  lessening  effect  of  the  ad- 
renal hormones.  In  hypopotassemic  alkalosis, 
the  plasma  bicarbonate  is  increased,  with  a re- 
sultant increase  in  plasma  pH.  There  is  a de- 
crease in  urinary  bicarbonate  which  is  prob- 
ably secondary  to  increased  reabsorption  of 
bicarbonate  by  the  tubules.  Increased  re- 
absorption in  the  presence  of  an  elevated  plas- 
ma bicarbonate  infers  that  potassium  has 
an  influence  on  the  renal  tubular  mechanism 
concerned  with  bicarbonate.4  The  increased 
reabsorption  of  bicarbonate  may  be  related  to 
the  increased  use  of  the  hydrogen  ion  by  the 
renal  tubule  cell  as  the  expendable  element  in 


the  conservation  of  sodium  when  the  tubular 
cellular  potassium  is  lowered.  This  increased 
use  of  hydrogen  ion  is  productive  of  an  acid 
urine  in  the  presence  of  plasma  alkalosis 
(“paradoxic  aciduria”).  Hypopotassemic  alka- 
losis is  further  augmented  by  the  shift  of  sod- 
ium and  hydrogen  ions  into  the  cells  to  replace 
the  departed  potassium.  Usually  sodium  is  re- 
placed in  one-half  to  two-thirds  and  hydrogen 
one-half  to  one-third  of  the  amount  of  potas- 
sium which  migrates  from  the  cell.  The  shift 
of  hydrogen  into  the  cell  results  in  a decrease 
in  the  extracellular  acidity  and  is  thereby  ad- 
ditive to  the  plasma  alkalosis. 

The  recognition  of  hypopotassemic  alkalosis 
does  not  depend  merely  on  the  demonstration 
of  a lowered  serum  potassium  level.  It  has  al- 
ready been  mentioned  that  the  serum  level 
may  be  normal  when  body  potassium  is  low. 
Roberts  and  associates5  point  out  that  the 
diagnosis  is  proved  better  by  the  findings  of 
a progressive  plasma  alkalosis  with  an  acid 
urine,  a lowered  urinary  potassium  and  a clin- 
ical situation  in  which  potassium  loss  is  occur- 
ring. The  ECG  changes  of  lengthened  Q-T 
interval,  depressed  S-T  segment  and  appear- 
ance of  U waves  may  be  of  value  where  serum 
potassium  levels  are  not  available.  The  impor- 
tance of  detecting  that  hypopotassemia  has 
been  superimposed  on  chloride  or  sodium  loss 
rests  upon  the  fact  that  hypopotassemic  alkalo- 
sis will  not  respond  to  the  administration  of 
sodium  chloride.  Potassium,  either  as  a chlor- 
ide or  a phosphate,  must  be  given  to  correct 
this  salt-fast  alkalosis. 

The  dosage  of  potassium  to  be  used  in  any 
specific  instance  of  deficiency  is  empirical. 
There  is  no  completely  reliable  method  to  de- 
termine when  the  potassium  defect  has  been 
repaired.  If  the  oral  route  of  administration  is 
available,  it  is  preferred.  Potassium  deficit  is 
more  quickly  corrected  by  the  ingestion  of  a 
full  diet  than  by  any  other  method.  Liquids 
with  high  potassium  content,  such  as  tomato 
juice,  milk  or  orange  juice,  may  be  used  in  a 
patient  restricted  to  such  foods.  Additional 
potassium  may  be  added  to  such  liquids  if 
necessary  to  regain  a positive  balance. 

Parenteral  therapy  will  be  necessary  if  there 
is  interference  with  Oral  intake.  Potassium-free 
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fluids  should  uot  be  administered  longer  than 
3 days  in  any  instance  except  when  the  serum 
potassium  may  be  high.  Vials  of  potassium 
chloride,  available  commercially  in  40  mEq. 
doses,  may  be  added  to  any  infusion  being  ad- 
ministered without  incompatibility.  It  is  prob- 
ably not  wise  to  infuse  more  than  80  mEq.  of 
potassium  per  liter  of  fluid  nor  more  than  20 
mEq.  per  hour  of  infusion.  While  hypodermo- 
elysis  is  the  safest  route  of  administration,  some 
patients  complain  of  a severe  burning  sensa- 
tion at  the  site,  particularly  with  the  larger 
doses.  Therefore,  intravenous  administration 
is  usually  performed.  Deficiencies  of  as  much 
as  1000  mEq.  (40  grams)  may  have  to  be  re- 
paired. 

It  must  he  remembered  that  several  days 
of  therapy  are  required  to  restore  the  deficit. 
Potassium  should  be  given  until  symptoms 
have  disappeared  and  the  serum  and  urinary 
levels  are  in  normal  range.  Thereafter,  loss  of 
potassium  should  be  replaced  volume  for  vol- 
ume in  so  far  as  practicable  from  estimation 
or  measurement.  If  the  serum  level  is  above 
normal  in  the  presence  of  continuing  loss, 
potassium  should  he  withheld  in  order  to  avoid 
possible  serious  elevation  of  the  potassium 
level.  The  cation  should  not  be  given  in  the 
first  day  after  operation  unless  the  serum  level 
is  known  to  be  low.  Neither  should  potassium 
be  given  in  patients  with  low  urinary  output 
unless  a low  serum  level  is  demonstrated.  Pa- 
tients who  are  acutely  dehydrated  should  have 
potassium  withheld  until  rehydration  is  well 
under  way  and  adequate  urinary  output  has 
reappeared. 

If  serum  potassium  determinations  are  not 
available  in  the  management  of  patients  in 
clinical  situation  where  potassium  loss  may 
be  present,  other  methods  will  be  necessary. 
The  ECG  is  used,  hut  it  is  a much  less  reliable 
method  of  indicating  potassium  deficiency. 
Avoidance  of  potassium  in  patients  who  are 
acutely  dehydrated,  those  who  are  immedi- 
ately post  operative  and  those  who  are  oliguric 
will  prevent  iatrogenic  high  serum  potassium 
levels.  The  provision  of  at  least  40  mEq.  of  the 
ion  daily  for  the  patient  who  has  interference 
with  food  intake  will  replace  the  daily  normal 
loss.  Estimation  of  the  amount  of  potassium 


in  the  loss  of  fluid  from  the  gastrointestinal 
tract  and  replacement  of  the  loss  as  it  occurs 
will  also  help  prophylactically  against  potas- 
sium depletion.  If  the  syndrome  has  developed, 
the  disappearance  of  an  acid  urine  in  an  alka- 
lotic  patient  and  of  the  symptoms  and  signs  of 
hypopotassemia  indicate  that  the  cellular  defi- 
cit is  well  on  the  way  to  restitution.  If  oral  in- 
take can  then  be  resumed,  no  further  difficulty 
will  be  experienced. 

Elevation  of  the  serum  potassium  level  is 
usually  associated  with  blockage  of  renal  ex- 
cretion of  the  ion.  The  symptoms  associated 
with  an  increased  serum  K level  are  remark- 
ably similar  to  the  symptoms  of  hypopotas- 
semia. Muscular  weakness  is  again  the  usual 
first  complaint  and  paresthesias  follow.  The 
weakness  may  progress  to  flaccid  paralysis  of 
the  extremities  or  trunk  as  the  serum  level  is 
progressively  elevated.  The  most  important 
change  in  hyperpotassemia  is  disturbance  of 
the  conductive  system  of  the  heart.  This 
change  is  best  detected  by  the  electrocardio- 
gram. The  ECG  may  show  a progression  from 
elevation  of  the  T waves  to  ventricular  stand- 
still as  the  serum  level  of  potassium  rises. 

Hyperpotassemia  is  a more  serious  situation 
that  is  more  difficult  to  treat.  At  present,  there 
are  several  modes  of  therapy  that  are  useful. 
The  best  means  available  is  the  use  of  the 
artificial  kidney.  This  instrument  removes  the 
excess  potassium  from  the  serum  and  corrects 
the  acid-base  balance.  However,  it  is  ex- 
pensive and  not  generally  available.  Other 
means  of  removing  the  excessive  cation  have 
been  perfusion  of  the  alimentary  tract  with 
saline  or  sodium  bicarbonate,  lavage  of  the 
peritoneal  cavity  with  the  same  solutions  and 
use  of  cation  exchange  resins,  although  the 
latter  produces  unpredictable  results. 

Another  means  of  combating  elevation  of  the 
serum  level  is  to  produce  sufficient  calories  to 
reduce  tissue  catabolism  as  much  as  possible. 
The  daily  introduction  and  utilization  of  2000 
calories  from  potassium  free  foods  delays  sig- 
nificantlv  the  rise  in  serum  potassium.  If  the 
oral  route  is  not  available,  the  provision  of  that 
many  calories  in  the  small  amount  of  water 
given  to  oliguric  patients  demands  the  use  of 
high  concentrations  of  glucose,  usually  50%. 
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Such  solutions  are  highly  sclerosive  and  are 
therefore  given  in  the  vena  cava  or  right  at- 
rium. The  concomitant  use  of  insulin  helps  to 
prevent  hyperglycemia  and  produces  glycogen 
formation  and  storage.  Insulin  thus  aids  in 
reducing  serum  potassium,  since  glycogenesis 
carries  potassium  into  the  cells  of  glycogen- 
containing  tissues. 

The  maintenance  of  a normal  serum  calcium 
by  use  of  calcium  gluconate  is  essential  in 
hyperpotassemia.  It  is  necessary  since  calcium 
has  an  antagonistic  effect  to  potassium  which 
is  particularly  important  in  the  myocardium. 
The  use  of  calcium  as  therapy  for  an  elevated 
serum  potassium  has  not  shown  much  clinical 
value.  The  other  serum  electrolytes  should  be 
kept  at  normal  values  to  avoid  a possible  ag- 
gravating effect  on  the  hyperpotassemia. 

The  most  effective  way  to  resolve  the  prob- 
lem of  hyperpotassemia  is  to  find  a solution  to 
the  cause  of  the  oliguria  which  produces  it. 
Once  adequate  urinary  output  is  reestablished, 
a high  serum  potassium  is  usually  no  longer  a 
problem.  If  it  cannot  be  reestablished,  then  the 
toxic  effect  of  the  increased  serum  potassium 
on  the  myocardium  is  a prominent  factor  in 
the  patient’s  demise. 

SUMMARY 

1.  The  distribution  and  movement  of  potas- 
sium in  the  body  are  reviewed. 

2.  Excessive  loss  of  potassium  may  occur 
from  prolonged  interference  with  food  in- 


take, from  loss  of  gastrointestinal  secretions 
and  through  the  kidney  due  to  relatively 
poor  renal  conservation. 

3.  The  rate  of  excretion  of  potassium  by  the 
kidney  is  probably  dependent  on  the  level 
of  potassium  in  the  renal  tubucle  cells. 
These  cells  apparently  secrete  potassium 
into  the  renal  tubular  fluid  in  order  to  con- 
serve sodium  or  other  cation. 

4.  Pathological  changes  in  the  kidney  may 
produce  excessive  retention  or  wasting  of 
potassium. 

5.  The  rate  of  excretion  of  potassium  is 
affected  by  the  adrenal  hormones  and 
various  other  drugs. 

6.  Excessive  loss  of  potassium  results  in  the 
well-established  syndrome  of  hypopot- 
assemia  and  manifests  itself  by  weakness, 
apathy,  abdominal  distention,  tachycardia 
and  skeletal  muscle  paralyses. 

7.  The  serum  potassium  level  may  be  normal 
even  when  there  is  an  intracellular  deficit 
of  potassium. 

8.  Hypopotassemia  is  accompanied  bv  a 
metabolic  alkalosis  that  is  best  diagnosed 
by  a progressive  plasma  alkalosis  with  an 
acid  urine,  a lowered  urinary  potassium 
and  a lowered  serum  potassium  level. 

9.  Hypopotassemic  alkalosis  will  not  respond 
to  sodium  chloride  alone,  but  requires 
potassium  for  correction. 

10.  Modes  of  therapy  in  hypopotassemia  and 
hyperpotassemia  are  suggested. 
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AMMONIUM  TOXICITY 


Kathleen  E.  Roberts,  Parker  Vanamee,  John  Jacquez,  Walter  Lawrence,  Jr., 

and  J.  William  Poppell*1,2,3 


B oilman  and  Mann1  first  demonstrated  an 
elevated  blood  ammonium  in  hepatecto- 
mized  dogs.  It  has  been  postulated  that 
this  abnormality  may  contribute  in  part  to  the 
high  mortality  in  patients  with  liver  failure. 
Since  the  liver  is  the  major  end  organ  for  de- 
toxification of  endogenously  or  exogenously 
administered  ammonium,  this  was  indeed  a 
logical  assumption  and  has  been  confirmed  by 
a large  number  of  investigators  on  human  pa- 
tients. In  1943,  Sapirstein2  found  that  gluta- 
mate protected  animals  from  ammonium-in- 
duced convulsions.  These  two  separate  find- 
ings have  now  been  carried  over  to  human  sub- 
jects, and  have  provided  the  rationale  for  a 
better  understanding  and  management  of  pa- 
tients with  hepatic  coma.  Our  understanding 
of  the  effects  of  ammonium  has  been  broad- 
ened In-  studies  of  the  physiological  altera- 
tions resulting  from  exogenously  administered 
ammonium  and  a variety  of  experimental  and 
clinical  situations  in  which  elevated  blood 
ammonium  plays  a prominent  part.  It  is  evi- 
dent that  all  patients  with  hepatic  coma  do 
not  have  an  elevated  blood  ammonium,  and 
the  purpose  of  this  paper  is  to  discuss  only 
those  patients  with  liver  disease  who  do  have 
hepatic  coma  associated  with  an  elevated 
blood  ammonium.  The  experience  of  our 
group,  as  discussed  here,  is  largely  confined 
to  patients  with  cirrhosis,  bacterial  infections, 
primary  or  metastatic  cancer  of  the  liver, 
chronic  passive  congestion  of  the  liver  due  to 
heart  failure,  and  temporary  functional 
changes  due  to  operative  stress  or  anesthesia. 

' From  tlie  Andre  and  Bella  Meyer  Physiology  Lab- 
oratories, the  departments  of  Medicine,  Surgery  and 
Chemotherapy  of  Memorial  Center,  New  York,  and  the 
Cornell  University  College  of  Medicine,  New  York, 
N.  Y. 

2 This  work  was  supported  by  the  Abbott  Laboratories 
Fund,  NCI  Grant  CS  9261,  and  NHI  PH-1641 . 

3 We  are  indebted  to  the  following  for  the  privilege 
of  quoting  their  unpublished  observations:  F.  Cua- 
juneo,  Jr.,  1.  J.  DeCosse,  S.  Dienst,  G.  Firmat,  M. 
Hood,  S.  J.  Horsley,  Jr.,  T.  McGraw,  I.  Nvdick,  N. 
Sager,  A.  E.  Schwartz,  G.  Thompson,  III,  F.  Wrob- 
lewski. 
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Patients  with  acute  hepatitis  are  few  in  our 
series,  and  in  the  ones  who  displayed  an  ele- 
vated blood  ammonium,  the  treatment  outlined 
here  was  frequently  not  effective  in  reversing 
the  clinical  course,  even  when  supported  with 
massive  doses  of  cortisone. 

Although  ammonium  is  believed  to  be  con- 
tinuously formed  as  part  of  the  overall  meta- 
bolic processes  associated  with  protein  meta- 
bolism, in  most  organs  it  is  immediately  re- 
incorporated into  either  amino  acids,  proteins 
or  urea.  There  are  certain  organs,  however, 
from  which  the  measured  blood  ammonium  is 
considerably  higher  in  the  venous  blood  than 
from  the  arterial  blood  supplying  the  organ. 
So  efficient  is  the  liver  in  the  conversion  of 
ammonium  to  urea,  however,  that  excessive 
amounts  do  not  normally  accumulate  in  the 
peripheral  blood.  Under  resting  conditions, 
blood  ammonium,  as  measured  by  currently 
accepted  methods,  is  maintained  at  a con- 
centration of  less  than  90-100  micrograms  per 
100  ml.  and  it  is  actually  stated  by  some  in- 
vestigators that  even  this  amount  may  be  an 
artifact  and  the  actual  peripheral  arterial  am- 
monium may  be  negligible.  In  hepatic  disease, 
however,  the  blood  ammonium  may  rise  to 
values  as  high  as  700-800  micrograms  per  100 
ml.,  but  more  commonly  an  elevation  to  300 
400  micrograms  is  sufficient  to  result  in  symp- 
toms and  overt  coma.  There  is  no  good  cor- 
relation, however,  between  actual  blood  am- 
monium levels  and  the  signs  and  symptoms 
displayed  by  the  patients. 

Ammonium  may  be  released  from  exercising 
muscles,  but  is  taken  up  by  resting  muscles. 
At  rest,  the  major  source  of  endogenously 
formed  ammonium  is  the  colon,  and  in  the  in- 
ferior mesenteric  vein  the  ammonium  con- 
centration may  be  as  much  as  twenty  times 
that  found  in  peripheral  blood.  Furthermore, 
it  is  increased  by  high  protein  feeding  or  bv 
the  presence  of  blood  in  the  colon.  The  pro- 
duction of  ammonium  in  the  colon  is  the  re- 
sult of  bacterial  breakdown  of  urea  and  other 
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nitrogenous  substances,  and  the  ammonium  so 
formed  is  absorbed  into  the  portal  system. 
With  good  hepatic  function  the  ammonium  is 
largely  detoxified  and  converted  to  urea.  With 
hepatic  dysfunction,  either  on  the  basis  of 
temporary  functional  disturbances  or  patho- 
logical destruction,  the  ammonium  formed  in 
the  colon  is  a major  factor  in  elevating  peri- 
pheral concentration.  The  basis  for  assuming 
that  the  major  source  of  ammonium  is  from 
the  kidney  and  colon  is  that  eviscerated  dogs 
have  a negligible  elevation  in  peripheral  am- 
monium concentration,  and  intestinal  anti- 
biotics or  cleansing  enemas  lower  the  intestinal 
formation  of  ammonium.  In  the  three  experi- 
ments summarized  in  Table  1,  the  inferior 
mesenteric  vein  ammonium  decreased  bv  an 
equivalent  amount  following  1 ) a tap  water 
enema,  2)  a soapsuds  enema,  or  3)  neomycin. 
Similar  results  have  been  demonstrated  with 
aureomvcin. 


TABLE  1 


PROCEDURES 

NH,  CONCENTRATION 
Inferior  Mesenteric  Vein 
(micrograms  per  100  ml.) 

Before 

After 

Tap  water  edema 

1395 

286 

Soap  suds  enema 

2095 

305 

Intestinal  antibiotic 

2202 

209 

(Neomycin) 


The  second  major  source  of  endogenous 
ammonium  formation  is  the  kidney.  Nash  and 
Benedict3  showed  that  the  ammonium  formed 
by  the  kidney  may  diffuse  into  the  renal  vein 
as  well  as  into  the  urine.  This  has  been  con- 
firmed, and  although  its  formation  is  greater 
in  metabolic  acidosis,  the  renal  formation  of 
ammonium  is  a continuous  process,  even  in 
alkalosis.  Quantitatively,  the  amount  of  renal- 
ly  formed  ammonium  which  diffuses  into  the 
renal  vein  and  thus  enters  the  systemic  cir- 
culation, is  between  15-45  microEq./min.  in 
dogs,  or  a total  of  up  to  65mEq./day.  In 
human  subjects,  the  renal  formation  of  am- 
monium may  be  2-3  times  this  amount. 

There  is  a gradation  in  ammonium  content 
at  various  sites  when  the  blood  ammonium  is 
elevated,  but  only  at  two  sites  when  the  blood 


ammonium  is  normal.  As  shown  in  one  experi- 
ment in  Table  2,  the  pulmonary  arterial  am- 


TABLE 

2 

BLOOD  AMMONIUM  CONCENTRATION 
Micrograms  per  100  ml. 

Pulmonary 

Artery 

Femoral 

Artery 

Femoral 

Vein 

Normal  Dog  140 

101 

100 

Dog  with  Elevated 
Blood  Ammonium  801 

401 

111 

monium  was  140  micrograms  per  100  ml.  when 
the  peripheral  arterial  ammonium  was  only 
101  micrograms.  Although  this  is  a very  small 
difference,  and  one  that  may  not  be  thought 
significant,  its  consistency  warrants  attention. 
Note,  however,  that  there  is  normally  no 
gradient  between  peripheral  arterial  and  ven- 
ous ammonium.  In  situations  attended  by  an 
elevated  blood  ammonium  content,  however, 
the  peripheral  arteriovenous  difference  may 
be  marked.  As  is  shown  in  the  lower  part  of 
Table  2,  there  is  a marked  difference  between 
the  peripheral  arterial  ammonium,  which  is 
approximately  50%  of  that  in  the  pulmonary 
artery,  and  the  femoral  venous  blood,  which 
is  almost  a quarter  of  that  in  the  femoral 
artery.  It  has  also  been  shown  that  there  is 
a similar  difference  in  peripheral  arterial  and 
venous  concentrations  of  ammonium  in  pa- 
tients who  have  elevated  blood  ammonium. 
Arterial  ammonium  content  may  be  as  much 
as  twice  that  measured  in  a simultaneously 
drawn  venous  sample  in  human  subjects  with 
ammonium  toxicity.  Worthy  of  mention  also 
is  the  finding  that  there  is  a wide  A-V  pH  and 
CO_>  difference  in  patients  with  ammonium 
toxicity  and  respiratory  alkalosis. 

The  observation  that  there  is  a gradient  of 
ammonium  between  pulmonary  artery,  peri- 
pheral artery  and  peripheral  vein  implies  that 
ammonium  diffuses  into,  or  is  taken  up  by 
tissue.  This  does  not  deny,  of  course,  that 
ammonium  may  disappear  by  other  means, 
such  as  changes  in  hemoglobin  absorption,  or 
losses  across  the  alveoli.  In  fact,  Poppell  and 
Jacquez4  have  found  ammonia  in  significant 
amounts  in  the  expired  alveolar  air  in  normal 
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TABLE  3 


subjects.  Arterial  sampling  may  be  more  ideal 
for  diagnostic  purposes,  but  it  is  probably  the 
venous  ammonium  which  is  in  equilibrium 
with  the  tissues.  The  diagnosis  of  ammonium 
toxicity  should  not  be  compromised  if  arterial 
blood  is  not  available,  since  in  the  majority  of 
patients  studied  by  us  venous  blood  samples 
were  usually  elevated  sufficiently  to  confirm 
the  diagnosis. 

In  our  experience,  the  common  neurological 
changes  in  patients  with  ammonium  toxicity 
consist  of:  1)  unilateral  or  bilateral  Babinski 
reflexes,  2)  painful  plantars,  3)  flapping  tre- 
mor, and  4)  clonus.  Initially,  the  patients  may 
have  only  confused  mentality  and  slurring  of 
speech,  which  progresses  to  loss  of  memory 
and,  eventually,  coma.  The  most  characteristic 
feature  of  the  neurological  changes  is  their 
transient  and  shifting  nature.  Although  con- 
vulsions and  vomiting  are  a common  feature 
in  dogs  given  any  type  of  ammonium  salts, 
this  is  an  uncommon  finding  in  patients  with 
elevated  blood  ammonium.  The  cause  of  the 
neurological  changes  has  not  been  clarified, 
but  the  decreased  cerebral  oxygen  consump- 
tion which  has  been  demonstrated  by  Wechs- 
ler  and  his  group* * * * 5 * 7 8  may  well  be  significant. 
It  is  entirely  possible  that  the  neurological 
changes  are  enhanced  by  the  respiratory  alka- 
losis which  so  frequently  accompanies  am- 
monium toxicity.  In  addition,  there  is  known 
to  be  a direct  action  of  ammonium  on  nervous 
tissue. 

The  most  common  electrolyte  alteration  we 
have  encountered  in  association  with  am- 
monium toxicity  is  a respiratory  alkalosis 
which  is  characterized  by  an  elevated  pH  and 
a normal  or  decreased  carbon  dioxide  content 
of  the  plasma.  This  finding  correlates  well 
with  the  often  observed  clinical  finding  of 
hyperventilation  which  accompanies  am- 
monium toxicity.  The  degree  of  hyperventila- 
tion and  the  severity  of  the  respiratory  alkalo- 
sis show  no  correlation  with  the  degree  of 
elevation  of  blood  ammonium  when  it  reaches 
a critical  value  of  160  micrograms  or  more. 
The  three  patients  shown  in  Table  3 had  ele- 
vated blood  ammonium  levels  which  ranged 
between  166  and  315  micrograms,  and  yet  the 
blood  pH  in  all  three  patients  was  7.5-7.54, 


Carbon 
Pt.  Dioxide 
mM  /L 

K 

pH 

pC02 

Bl.  NH, 

ygm/  % 

1 25 

5.5 

7.50 

32 

166 

2 25 

3.55 

7.50 

32 

267 

3 26 

4.5 

7.54 

30 

315 

and  total  carbon  dioxide  content  was  25-26 
mM  L.  with  a plasma  pC02  of  30-32  mm.  Hg. 

The  mechanism  leading  to  respiratory  alka- 
losis in  association  with  ammonium  toxicity  is 
not  understood,  but  the  hyperventilation 
which  is  commonly  observed  in  patients  sug- 
gests that  ammonium  is  either  a direct  or  in- 
direct respiratory  stimulant.  Furthermore,  it 
is  possible  to  show  in  dogs  that  respiration  is 
stimulated  sufficiently  to  cause  a respiratory 
alkalosis  whenever  neutral  salts  of  ammonium, 
such  as  ammonium  acetate,  are  infused  intra- 
venously. This  is  illustrated  in  Figure  1,  which 
shows  a series  of  dogs  who  were  infused  with 
ammonium  acetate  and  displayed  increased 
pulmonary  ventilation  sufficient  to  cause 
respiratory  alkalosis.  The  open  circles  show 
the  blood  pH  in  the  upper  part  of  the  figure, 
and  the  pC02  in  the  lower  part  of  the  figure, 
in  dogs  during  the  control  peroid.  The  closed 
circles  illustrate  the  pH  and  pC02  following 
the  infusion  of  ammonium  acetate.  As  shown 
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here,  all  animals  increased  their  pH  and  de- 
creased their  pCCE  following  the  ammonium 
infusion. 

Earlier,  we  suggested  that  ammonium  may 
stimulate  respiration  either  by  impaired  oxy- 
gen unloading  or  changes  in  cardiac  output, 
or  both.  This  was  based  on  two  observations: 

1 ) that  of  Wechsler,  et  al,5  who  had  shown 
decreased  cerebral  oxygen  consumption,  and 

2)  our  finding  of  terminal  electrocardio- 
graphic changes  with  ammonium  infusion 
which  resembled  those  occurring  with  hyper- 
kalemia and  acidosis.  Therefore,  experiments 
were  carried  out  to  determine  total  body 
oxygen  consumption  and  cardiac  output  in 
dogs  infused  with  ammonium  acetate.  The 
results,  shown  in  Table  4,  were  the  opposite 


TABLE  4 

0= 

Cardiac 

Pulmonary 

Consumption 

Output 

Ventilation 

cc  min. 

L/min. 

L /min. 

CONTROL  114 

1.58 

2.4 

INFUSE  NH,  ACETATE 

— > 

170 

2.45 

12.1 

of  what  we  anticipated.  Indeed,  it  was  noted 
in  the  majority  of  dogs,  that  cardiac  output 
and  oxygen  consumption  were  actually  in- 
creased. Moreover,  it  was  easily  demonstrable 
that  peripheral  utilization  of  oxygen  and  the 
A-V  oxygen  difference  were  both  much  in- 
creased. This  clearly,  therefore,  was  not  the 
mechanism  whereby  ammonium  increased 
ventilation.  Experiments  carried  out  by  Law- 
rence and  Schwartz6  have  shown  that  there 
is  no  direct  effect  of  ammonium  on  the  carotid 
body  or  aortic  chemoreceptors.  Therefore,  they 
postulate  that  the  respiratory  alkalosis  asso- 
ciated with  ammonium  toxicity  is  probably 
due  to  stimualtion  of  the  respiratory  center 
itself. 

In  addition  to  respiratory  alkalosis,  other 
associated  alterations  which  may  be  found 
with  ammonium  toxicity  include  elevation  of 
lactic  acid,  hypokalemia,  and  frequently  hypo 
phosphatemia.  Alterations  in  glucose  metabol- 
ism and  acetonuria  have  been  observed.  Ter- 
minally, the  respiratory  alkalosis  found  in  con- 


nection with  ammonium  toxicity,  like  the 
respiratory  alkalosis  occasioned  by  other 
causes,  may  progress  to  metabolic  acidosis. 

Amino  acid  hydrolysates  not  only  con- 
tribute to  increased  metabolic  formation  of 
ammonium,  but  these  intravenous  fluids  have 
a high  ammonium  content  which  may  range 
up  to  20,000  micrograms  per  100  ml.  There- 
fore, this  source  of  ammonium  should  be 
recognized.  Stored  blood  has  been  found  to 
have  a slightly  elevated  ammonium  content, 
and  it  is  not  uncommon  for  patients  with  poor 
liver  function  and  gastro-intestinal  bleeding, 
who  are  given  massive  transfusions,  to  go 
into  hepatic  coma.  In  these  patients  it  is  prob- 
able that  the  blood  in  the  gastrointestinal  tract 
contributes  as  much  as  the  transfused  blood, 
since  the  former  provides  an  excellent  medium 
for  bacterial  decomposition.  In  addition,  mas- 
sive hemorrhage  decreases  hepatic  blood  flow, 
which  would  further  contribute  to  ammonium 
toxicity.  The  current  use  of  commercial  car- 
bonic anhydrase  inhibitors,  such  as  Diamox, 
may  result  in  an  elevation  of  blood  ammonium 
if  hepatic  function  is  severely  compromised. 
It  is  not  uncommon  to  observe  mild  and  trans- 
sitory  elevations  of  blood  ammonium  in  a 
variety  of  clinical  situations  not  associated 
with  detectable  pathological  or  biochemical 
evidence  of  hepatic  disease. 

Occasionally,  the  post-operative  patient  may 
display  an  elevation  of  blood  ammonium  which 
has  no  apparent  cause  and  is  usually  transient 
in  nature.  The  decrease  in  hepatic  function 
which  has  been  described  during  operative 
stress  and  anesthesia  may  be  a contributing 
factor  in  this  group  of  patients. 

There  is  often  a slight  elevation  of  blood 
ammonium  in  metabolic  acidosis  which  may 
possibly  contribute  as  a respiratory  stimulant. 
It  is  of  interest  that  the  elevation  of  blood  am- 
monium that  has  been  noted  in  metabolic 
acidosis  usually  does  not  cause  such  severe 
signs  and  symptoms  as  those  observed  in  pa- 
tients with  an  elevated  blood  ammonium  asso- 
ciated with  respiratory  alkalosis.  In  fact,  a 
majority  of  the  patients  with  acidosis  and  ele- 
vation of  blood  ammonium  displayed  no  de- 
tectable symptomatology  until  blood  am- 
monium levels  were  markedly  elevated.  In 
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patients  with  an  elevated  blood  ammonium, 
the  clinical  signs  of  ammonium  toxicity  are 
more  prominent  in  febrile  than  in  afebrile  pa- 
tients. Furthermore,  the  tolerance  to  am- 
monium is  greater  in  animals  made  acidotic 
either  by  respiratory  or  metabolic  means.  The 
finding  that  an  elevated  blood  ammonium 
associated  with  an  increase  of  temperature  and 
respiratory  alkalosis  usually  produced  more 
clinical  deterioration  in  animals  and  humans 
led  to  the  suggestion  by  Jacquez7  that  the 
partial  pressure  of  ammonia  (pNH;i)  is  prob- 
ably the  relevant  factor  in  producing  toxicity. 
According  to  his  calculations,  the  pNH.f  would 
be  greater  with  an  alkaline  pH  and  an  eleva- 
tion of  temperature.  If  his  assmption  is  cor- 
rect, as  the  evidence  indicates,  measurements 
of  plasma  pHN;{  are  probably  more  compati- 
ble with  comparative  clinical  symptoms  and 
may  give  a more  sensitive  biochemical  index 
to  the  clinical  status  of  a patient. 

In  human  subjects  and  dogs,  Lawrence  and 
Schwartz6  have  defined  elevation  of  peripheral 
blood  ammonium  to  values  as  high  as  300 
micrograms  per  100  ml.  immediately  following 
muscular  exercise.  This  elevation  is  usually 
accompanied  by  a combined  respiratory  and 
metabolic  acidosis  which  probably  protects 
the  exercising  subject  from  severe  symptoms 
of  ammonium  toxicity.  The  physiological  im- 
portance of  such  elevations  in  muscular  exer- 
cise has  not  been  clarified,  but  it  is  probable 
that  there  is  a contribution  by  ammonium  to 
the  increased  minute  respiratory  volume,  in- 
creased cardiac  output  and  oxygen  utilization 
which  has  been  observed  in  muscular  exercise. 
These  investigators  have  also  described  a 
similar  elevation  of  blood  ammonium  follow- 
ing electroshock  convulsions.  Blood  ammoni- 
um levels  may  increase  in  hemorrhagic  shock 
to  levels  as  great  as  800  micrograms,  and  a 
correlation  between  the  elevation  of  blood 
ammonium  and  irreversibility  of  hemorrhagic 
shock  in  dogs  has  been  found  by  Horsley 
et  dl.a  Although  respiratory  alkalosis  is  a com- 
mon finding  in  patients  with  ammonium  toxi- 
city, a blood  ammonium  level  elevation  is  not 
always  accompanied  by  respiratory  alkalosis 
in  experimental  situations.  Thus,  in  hemor- 
rhagic shock,  total  hepatectomy  in  dogs,  and 
muscular  exercise,  there  is  always  an  acidosis. 


On  the  other  hand,  all  the  situations  associa- 
ted with  an  elevation  of  ammonium  are  ac- 
companied by  a marked  increase  in  respira- 
tory minute  volume. 

Therapy  of  Mild  Ammonium  Toxicity 

In  patients  whose  blood  ammonium  is  not 
markedly  elevated  and  liver  function  not  seri- 
ously impaired,  the  situation  is  easily  reversed 
by  conservative  therapy,  such  as  protein  re- 
striction, the  use  of  intestinal  antibiotics  and 
the  removal  of  precipitating  factors  such  as 
ammonium  exchange  resins,  Diamox  and  am- 
monium salts.  The  most  important  approach 
in  these  patients  is  the  removal  of  precipitating 
factors  and  a high  carbohydrate  regimen  (i.e., 
up  to  300  grams/dav),  along  with  cleansing 
enemas  (or  intestinal  antibiotics)  and  vita- 
mins. Furthermore,  spontaneous  regression  of 
ammonium  toxicity  is  not  uncommon  in  this 
group  of  patients,  even  with  no  specific  ther- 
apy. If,  as  suggested  by  Jacquez,7  a tempera- 
ture elevation  increases  the  pNH3  and  thus 
the  toxicity  of  ammonium,  then  it  is  important 
to  lower  the  temperature  of  the  patient  by 
treating  any  infectious  process  which  may  be 
present. 

If  the  ammonium  toxicity  is  severe  and  the 
patient  is  in  a deep  unresponsive  coma,  more 
vigorous  therapy  may  be  required.  The  essen- 
tials of  therapy  under  these  circumstances  may 
be  outlined  as  follows.  Administer  glutamate 
in  doses  up  to  80-120  grams  by  vein  as  the 
monsodium  and  monopotassium  salt.  If  the 
potassium  salt  is  given,  its  concentration 
should  not  exceed  40mEq./L.  of  potassium, 
and  the  remainder  should  be  given  as  the  sodi- 
um salt.  If  heart  failure  is  present,  the  gluta- 
mate may  be  given  by  mouth  or  stomach  tube 
as  glutamic  acid.  Although  the  dosage  outlined 
here  may  seem  excessively  high,  we  have  met 
with  no  success  with  the  usual  recommended 
dosage  of  20-25  grams.  In  patients  with  eso- 
phagitis and  esophageal  varices,  glutamic  acid 
should  be  administered  with  great  caution,  or 
it  should  be  administered  as  the  potassium  salt 
together  with  antacid  therapy  to  decrease  the 
deleterious  effects  of  increased  acidity  on  the 
esophageal  mucosa. 

Sodium  glutamate  therapy  may  be  followed 
by  the  development  of  metabolic  alkalosis  and 
hypokalemia.  Both  are  easily  corrected  by  the 
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administration  of  potassium  salts  in  a dosage 
of  80-100  mEq./day  for  four  to  five  days,  pro- 
viding of  course,  that  renal  function  is  ade- 
quate. If  part  of  the  glutamate  is  given  as  the 
potassium  salt,  this  woidd  of  course  minimize 
the  hypokalemia.  The  mechanism  of  metabolic 
alkalosis  following  sodium  glutamate  therapy, 
and  the  mechanism  whereby  the  elevated 
blood  ammonium  is  lowered  is  said  to  be  on 
the  basis  of  glutamate  combining  with  am- 
monium to  form  the  metabolizable  glutamine. 
The  sodium  administered  with  the  gluta- 
mate is  then  available  to  combine  with  meta- 
bolically  available  carbon  dioxide  to  form 
sodium  bicarbonate.  Although  the  chemical 
alkalosis  following  sodium  glutamate  therapy 
is  often  quite  severe,  the  clinical  symptomatol- 
ogy is  unremarkable,  and  usually  no  overt 
findings  can  be  demonstrated.  The  complica- 
tion of  metabolic  alkalosis  does  not,  of  course, 
occur  when  glutamic  acid  is  administered 
orally  since  no  sodium  is  available  to  form 
bicarbonate  bound  base. 

Lawrence,  Dienst  and  McGraw9  have 
lowered  blood  ammonium  in  dogs  with  alpha- 
ketoglutarate,  which  presumably  has  an  effect 
similar  to  that  of  glutamate,  in  that  it  combines 
with  ammonium  to  form  glutamine.  However, 
this  therapy  has  not  been  tried  in  human  sub- 
jects. Of  interest  also  is  the  observation  of 
Wrobleski  and  Nydick10  that  elevation  of 
transaminase  (serum  glutamic-oxylacetic  trans- 
aminase), which  has  often  been  reported  in 
acute  hepatic  necrosis,  may  be  lowered  by  the 
administration  of  glutamate.  This  finding  cau- 
tions against  unwarranted  optimism  regard- 
ing patients  with  hepatic  necrosis  whose  trans- 
aminase drops  after  glutamate  therapy,  since 
a drop  in  transaminase  after  treatment  with 
glutamate  may  be  an  artifact  due  solely  to 
glutamate  administration  rather  than  improve- 
ment or  cessation  of  the  necrotic  process. 

Removal  of  precipitating  factors  and 
cleansing  enemas,  or  administration  of  in- 
testinal antibiotics,  are  important  aspects  of 
therapy,  as  outlined  earlier.  Restriction  of  pro- 
tein, which  is  often  necessary  in  severe  am- 
monium toxicity,  may  conflict  with  the  obvious 
need  of  protein  for  regeneration  of  liver  tissue. 
In  these  cases  it  has  been  our  practice  to  re- 


strict protein  only  until  coma  and  ammonium 
toxicity  have  been  controlled,  and  to  re- 
institute protein  in  20  gram  increments  at  4 to 
5 day  intervals,  as  tolerated.  If  necessary,  oral 
administration  of  glutamate  in  a dosage  of 
20  to  40  grams  a day,  when  given  as  a prophy- 
lactic measure,  may  prevent  coma  when  the 
protein  is  increased.  In  post-operative  patients 
with  low  plasma  protein  salt-poor  albumin  is 
given  in  a dosage  of  25  grams  per  day. 

Correction  of  abnormal  electrolytes  in  the 
plasma  may  be  accomplished  as  indicated.  If 
potassium  or  phosphate  are  low,  these  electro- 
lytes should  be  administered,  along  with  sup- 
portive and  adequate  amounts  of  glucose  and 
vitamins.  Respiratory  alkalosis  may  be  cor- 
rected with  10%  CCL  by  nasal  catheter  or 
tent.  This  concentration  of  carbon  dioxide  by 
face  mask,  however,  is  not  tolerated  by  pa- 
tients, and  5%  C02  by  nasal  catheter  or  tent 
is  insufficient  for  correction  of  the  respiratory 
alkalosis.  Actually,  the  respiratory  alkalosis 
need  not  be  treated  unless  severe,  if  the  blood 
ammonium  is  lowered  by  other  means,  since 
the  stimulus  to  respiration  is  thereby  removed. 
\ high  carbohydrate  diet  and  limitation  of 
sedatives  are  obvious  necessities  in  the  therapy 
of  ammonium  toxicity. 

Increased  tracheal  secretions  are  an  impor- 
tant hazard  of  hepatic  coma  and  can  be  dealt 
with  only  by  adequate  naso  tracheal  suction. 
Aspiration  pneumonia,  bleeding  varices,  and 
respiratory  complications  are  frequently  asso- 
ciated with  hepatic  coma  and  contribute  to 
the  high  mortality.  In  patients  with  super- 
imposed pulmonary  complications  and  anoxia, 
the  therapy  outlined  here  has  failed  in  the 
majority  of  cases  treated  by  us. 

Summary 

The  clinical  and  biochemical  findings  of 
ammonium  toxicity  have  been  outlined  and 
a therapeutic  regimen  has  been  suggested. 
The  evaluation  of  any  therapeutic  regimen 
should  be  tempered  by  the  realization  that 
spontaneous  recovery  is  not  uncommon  in 
hepatic  coma,  and  that  all  cases  of  hepatic 
coma  may  not  be  entirely  due  to  an  elevated 
blood  ammonium.  Nevertheless,  the  regimen 
outlined  has  afforded  a better  measure  of  suc- 
cess than  has  previously  been  achieved. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 

THE  VECTORCARDIOGRAM 
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From  the  Dept,  of  Medicine. 

In  the  past  few  years  a new  variant  of 
electrocardiography  has  arisen  to  plague  the 
average  practicing  physician,  who  has  had 
trouble  enough  keeping  up  with  refinements 
and  developments  in  ordinary  electrocardio- 
graphy. In  its  simplest  terms,  a vectocardio- 
gram  can  be  regarded  as  really  another  way 
of  recording  an  electrocardiogram,  although 
we  have  grown  so  accustomed  to  the  ordinary 
way  of  recording  them  that  the  new  method 
appears  superficially  more  complex  and 
strange. 

An  ordinary,  or  “scalar”  electrocardiogram 
is  a graph  of  the  variation  of  cardiac  voltage 

[While  interpretation  of  the  electrocardiogram  has 
made  great  strides  since  Einthoven’s  day,  the  tech- 
nical quality  of  the  recordings  has  undergone  remark- 
ably little  change.  Tracings  are  recorded  more  con- 
veniently on  our  modem  direct-writing  oscillographs 
but  they  are  actually  less  accurate  representations  of 
the  heart’s  electrical  activity  than  those  made  on  the 
old  string  galvanometer  by  Einthoven  in  the  early 
1900s. 

Dr.  Boone  contributes  this  month’s  discussion  illus- 
trating one  of  the  newer  recording  methods  of  special 
interest  in  electrocardiographic  research.  — Dale 
Groom,  M.  D.] 


plotted  against  time,  with  each  lead  of  the 
cardiogram  “looking  at”  the  heart  from  a 
different  angle.  A vectorcardiogram  can  be 
constructed  from  any  two  electrocardio- 
graphic leads  by  plotting  them  against  each 
other  on  polar  coordinate  paper.  The  resulting 
picture  is  that  each  heartbeat  traces  a loop, 
where  any  point  on  the  loop  represents  the 
size  and  direction  of  the  average  electrical 
voltage  of  the  heart  at  that  instant.  It  is  in 
other  words,  a graph  of  the  variation  in  size 
and  direction  of  the  average,  or  “vector”  volt- 
age of  the  heart  during  each  cycle  of  heart 
beat.  If  the  proper  leads  are  used,  all  scalar 
electrocardiographic  leads  in  a given  plane 
can  be  deduced  and  reconstructed  with  fair 
accuracy  from  a single  vector  loop,  since  all 
the  information  needed  is  present  in  the  loop. 

The  limb  leads  of  an  ordinary  electrocardio- 
gram actually  represent  the  voltages  in  the 
frontal  plane  of  the  heart.  If  we  use  two  of 
them  to  construct  our  vectorcardiogram,  we 
obtain  the  “frontal  spatial  vectorcardiogram”. 
The  chest  leads  in  an  ordinary  electrocardio- 
gram represent  the  voltages  in  the  horizontal 
plane  of  the  heart,  as  we  look  down  at  the  top 
of  the  patient’s  head  from  above.  If  we  use 
two  of  these  to  construct  our  vectorcardiogram, 
we  obtain  the  “horizontal  spatial  vectorcardio- 
gram”. In  a similar  way,  we  may  construct  a 
“sagittal  spatial  vectorcardiogram”  if  we  use 
two  esophageal  leads  to  plot  it,  and  obtain  a 
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picture  of  the  heart  voltages  looking  at  the 
heart  from  the  patient’s  side. 

Instead  of  laboriously  plotting  vectorcardio- 
grams from  scalar  electrocardiograms,  they 
can  be  quickly  obtained  on  the  face  of  a 
cathode-ray  oscilloscope  if  we  connect  the  two 
electrode  terminals  of  one  electrocardio- 
graphic lead  to  the  horizontal  axis  of  the 
oscilloscope,  and  those  of  another  lead  to  the 
vertical  axis.  The  loop  formed  on  the  face  of 
the  oscilloscope  can  be  photographed  for  rec- 
ord purposes.  Another  advantage  of  the  oscillo- 
scope method  is  that  the  beam  of  the  cathode- 
ray  tube  may  be  interrupted  at  any  convenient 
rate,  and  the  loop  is  traced  as  a series  of 
dashes,  each  representing  a fixed  interval  of 
time,  so  that  the  exact  timing  of  various  por- 
tions of  the  loop  in  the  cardiac  cycle  are  re- 
corded. 

The  relative  usefulness  of  vectorcardio- 
graphy versus  ordinary  electrocardiograms  is 
still  a matter  of  some  debate  among  cardio- 
logists. There  is  one  situation  at  least,  how- 
ever, where  vectorcardiograms  made  with  the 
oscilloscope  and  using  timing  markers  by  beam 
interruption  appear  to  have  definite  advantage 
over  the  usual  electrocardiogram.  The  differ- 
entiation between  right  bundle  branch  block 
and  marked  right  ventricular  hypertrophy  is 
not  easily  made  by  the  electrocardiogram  but 
each  of  these  abnormalities  has  a clear-cut 
pattern  of  its  own  by  vectorcardiogram. 

The  illustrations  show  an  example  of  how 
this  differentiation  is  made.  The  electrocardio- 
gram shown  has  all  the  characteristics  of  right 
bundle  branch  block.  However,  in  right  ven- 
tricular hypertrophy,  (lower  left)  a large 
smooth  vector  loop  will  show  the  right  ven- 
tricle to  be  contracting  in  normal  time 
sequence,  the  wide  spacing  of  the  time 
markers  indicating  no  localized  delay  in  the 
formation  of  the  ventricular  pattern.  For  com- 
parison is  shown  on  the  right  the  character- 
istic vector  loop  of  right  bundle  branch  block, 
where  the  left  ventricular  loop  is  first  formed, 
and  then  the  loop  of  closely  spaced,  slowly 
moving  time  markers  forming  a “tail”  over  the 


right  ventricle  and  beginning  after  the  left 
ventricular  loop  is  completed. 


SUPINE  HYPOTENSIVE 
SYNDROME 

A CASE  REPORT 

Edward  J . Dennis,  M.  D. 

Department  of  Obstetrics  and  Gynecology 

M.  J.,  a 20  year  old  priraa-gravida  was  seen  on  the 
25th  of  April,  1956  for  admission  examination  to  the 
Florence  Crittenton  Home  and  Hospital  in  Charleston. 
Her  last  normal  menstrual  period  began  December  7, 
1955  and  she  had  had  no  complications  prior  to  the 
date  of  this  examination. 

Physical  examination  revealed  a well  developed  and 
nourished  white  female  in  no  distress.  Her  weight 
was  161  pounds  and  her  blood  pressure  was  110  80 
mm.  of  mercury  in  both  arms.  Complete  physical  ex- 
amination was  entirely  normal  and  the  uterus  was 
found  to  be  enlarged  to  the  size  of  a 20  weeks  gesta- 
tion. 

Laboratory  studies  on  this  date  showed  a hemo- 
globin of  12.5  grams  with  a normal  red  count  and 
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differential.  The  blood  type  was  type  4 (O)  Rh  posi- 
tive and  serum  tests  for  svphilis  were  negative. 

Her  antenatal  course  was  entirely  normal  with  a 
total  weight  gain  during  pregnancy  of  20  pounds.  Her 
blood  pressure  at  the  time  of  her  initial  visit  was 
110  80  and  subsequent  recordings  were  all  within  the 
range  of  100  to  110  systolic  and  a diastolic  of  60  to 
80  mm.  of  mercury. 

At  2 A.  M.  on  September  23,  1956,  labor  began 
spontaneously  at  41  weeks  gestation.  Rectal  examina- 
tion at  that  time  revealed  the  cervix  to  be  fully 
effaced,  3 cm.  dilated  with  the  vertex  presenting  in 
left  occipital  anterior  position  at  station  plus  1. 

At  11:45  A.  M.  rectal  examination  revealed  the 
cervix  to  be  fully  dilated  with  the  vertex  on  the  peri- 
neum. The  patient  was  placed  in  the  lithotomy  posi- 
tion in  preparation  for  delivery.  Within  a matter  of  3 
minutes  she  began  to  complain  of  difficulty  in  catch- 
ing her  breath  and  of  being  cold.  Her  face  was  pale 
and  a check  on  her  pulse  and  blood  pressure  revealed 
a pulse  rate  of  140  per  minute  and  blood  pressure 
60  /20  mm.  of  mercury.  The  fetal  heart  tones  were 
present  in  the  right  lower  quadrant  at  a rate  of  38 
per  minute.  The  patient  was  immediately  taken  out 
of  the  lithotomy  position  and  allowed  to  turn  on  her 
side,  following  which  her  blood  pressure  rose  im- 
mediately to  120  80  and  the  fetal  heart  tones  in- 
creased to  a rate  of  120  per  minute. 

In  the  absence  of  any  signs  of  uterine  rupture  or 
other  intraabdominal  catastrophe  and  the  fact  that  the 
patient  responded  to  being  changed  from  the  supine 
to  the  lateral  position,  it  was  felt  that  this  was  almost 
certainly  a manifestation  of  the  supine  hypotensive 
syndrome  and  that  she  could  be  better  cared  for  at  a 
fully  equipped  hospital. 

Thus,  she  was  transferred  to  the  Medical  College 
Hospital,  the  anesthesiology  department  having  been 
notified  that  she  was  to  be  admitted  and  the  con- 
ditions that  existed.  She  was  taken  immediately  to 
the  delivery  room  and  an  ampoule  of  neosynephrine 
diluted  in  500  ml.  of  glucose  in  water  was  started 
ir  an  intravenous  drip.  She  was  again  placed  in 
the  lithotomy  position  and  even  with  the  neosyn- 
ephrine solution  running  at  a rate  of  40  to  50  drops 
per  minute,  the  blood  pressure  again  dropped  to  60 
systolic  and  the  fetal  distress  was  again  manifest  by 
a tremendous  drop  in  the  fetal  heart  rate.  After  having 
received  the  solution  for  a period  of  5 minutes  and  at 
a drip  approximating  100  to  120  per  minute,  she  was 
placed  on  her  back  and  under  pudendal  block  and 
inhalation  of  nitrous  oxide  and  oxygen,  she  had  a low 
forceps  delivery  of  a 7 pound,  12  ounce  male  infant 
in  good  condition.  Immediately  after  delivery,  the 
intravenous  infusion  of  neosynephrine  was  stopped 
and  her  blood  pressure  remained  stabilized  at  110/70. 
The  fetus  showed  no  evidence  of  any  abnormality. 

Exploration  of  the  uterus  with  manual  removal  ot 
the  placenta  showed  no  evidence  of  uterine  rupture 
and  there  were  no  cervical  lacerations.  The  episiotomy 
was  repaired  without  difficulty  and  the  total  amount 


of  blood  loss  at  the  time  of  delivery  was  estimated  to 
be  100  ml. 

Discussion 

This  patient  presents  a syndrome  frequently  recog- 
nized by  all  of  us  doing  obstetrics,  but  it  is  unusual 
in  that  it  occurred  during  labor.  Many  of  us  have 
seen  women  in  the  last  trimester  visit  the  clinic,  or 
office  and  present  the  picture  of  peripheral  circulatory 
collapse  while  lying  on  the  examining  table,  or,  state 
that  they  have  found  it  much  more  comfortable  to  lie 
or  sleep  on  their  sides  than  on  their  back  during  the 
later  stages  ot  pregnancy. 

Howard  et  <il  reported  in  1952,  that  of  160  term 
pregnant  women  seen  consecutively  they  were  able  to 
detect  the  syndrome  in  18  women,  or  in  11.2%.  This 
high  percentage  may  be  explained  by  the  fact  that  the 
patients  were  made  to  lie  on  their  back  for  a period 
of  3 to  7 minutes  in  order  to  elicit  the  syndrome. 
Their  criterion  for  including  a patient  in  this  category 
was  a depression  of  systolic  pressure  of  30  mm.  of 
Hg.  or  an  observed  pressure  of  80  mm.  or  less. 

The  theories  as  to  the  etiology  of  this  condition  are 
divided  between  ( 1 ) stimulation  of  sensory  pathways 
in  the  abdomen  by  weight  of  the  uterus,  and  (2) 
pooling  of  blood  in  the  lower  extremities  because  of 
the  uterus  pressing  on  the  inferior  vena  cava.  Liga- 
tion of  the  inferior  vena  cava  in  pregnant  dogs  pro- 
duced a marked  fall  in  blood  pressure,  while  in  the 
non-pregnant  dog,  there  was  no  change.  In  pregnant 
women,  cannulization  of  the  femoral  vein  at  the  level 
of  the  femoral  triangle  and  placing  the  pregnant 
women  in  a supine  position  produced  a significant  rise 
in  venous  pressure.  This  was  not  true  in  the  lateral 
or  other  positions,  nor  was  it  true  in  non-pregnant 
women.  At  cesarean  section,  the  increase  in  femoral 
vein  pressure  in  the  supine  position  was  relieved  by 
elevating  the  uterus  from  the  vena  cava. 

The  clinical  aspects  may  be  summarized  as  follows: 

1.  It  seems  to  occur  onlv  in  late  pregnancy. 

2.  It  is  relieved  by  turning  to  either  side  or  by 
standing  erect. 

3.  It  is  cured  bv  delivery. 

4.  Full  development  requires  at  least  3 to  7 min- 
utes. 

5.  It  is  not  clinically  recognizable  during  labor. 

6.  Varicose  veins  are  noticeably  more  distended 
when  the  syndrome  is  present. 

7.  Deep  inspiration  partially  relieves  the  blood 
pressure  depression. 

The  case  presented  varies  the  usual  clinical  picture 
in  revealing  that  the  syndrome  can  occur  during  labor. 
A knowledge  of  its  existence  and  probable  cause  is 
essential  when  one  considers  that  it  may  closely 
mimic  the  dreaded  catastrophe  of  rupture  of  the 
uterus  during  labor.  In  fact,  Howard  and  Mengert1 
report  a case  in  which  an  immediate  laporotomy  was 
done  with  a preoperative  diagnosis  of  rupture  of  the 
uterus  only  to  realize  too  late  the  cause  of  the  peri- 
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pheral  circulatory  collapse  as  being  the  supine  hypo- 
tensive syndrome. 
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PRESIDENT’S  PAGE 

Recently  in  the  Charleston  papers  there  appeared  a charge  by  a state  repre- 
sentative that  collusion  between  “certain  legal  firms  and  unethical  doctors”  is 
responsible  for  higher  insurance  rates  in  Charleston.  Dr.  Robert  Wilson,  Secretary 
of  the  South  Carolina  Medical  Association,  in  a published  letter,  stated  that  the 
Association  maintains  a Mediation  Committee  for  the  thorough  investigation  of 
such  charges.  Dr.  Richard  Hanckel  stated  that  the  Charleston  County  Medical 
Society,  of  which  he  is  President,  is  prepared  to  investigate  any  specific  charges 
presented  to  it.  The  officers  of  the  Charleston  County  Rar  Association  made  a 
statement  to  the  same  effect  with  regard  to  the  legal  profession.  An  editorial 
in  the  News  and  Courier,  while  recognizing  the  value  of  such  investigations, 
states  that  “basically,  the  problem  stems  from  the  fact  that  under  existing  South 
Carolina  law  there  is  no  way  for  a defendant  in  an  automobile  accident  case  to 
have  the  plaintiff  examined  by  another  doctor.”  It  further  states  that  federal 
courts,  recognizing  the  necessity,  make  provision  for  another  physician  to  examine 
the  plaintiff,  and  that  in  New  York  State  a recent  law  provides  for  a panel  of 
physicians  nominated  by  medical  societies. 

Investigations  by  professional  committees  are  in  order  and  should  be  made 
particularly  for  the  purpose  of  maintaining  standards  of  conduct.  While  they 
would  be  helpful  thev  would  probably  be  inadequate  to  control  such  situations. 
Professional  censure  would  not  be  much  of  a deterrant  to  the  type  of  physician 
who  would  give  false  testimony.  To  have  his  license  taken  away  would  likely 
require  an  involved  court  procedure.  In  Charleston,  recently,  it  was  only  after 
concerted  and  prolonged  effort  that  an  abortionist  was  proven  guilty.  It  woidd 
appear  that  the  solution  to  the  problem  would  be  a change  in  the  South  Carolina 
law.  The  physicians  of  the  State  should  work  toward  this  end. 

William  II.  Prioleau,  President 
S.  C.  Medical  Association 
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Editorials 


OLD  AGE,  A SERVICE  CONNECTED 
DISABILITY 

If  we  read  this  quotation  correctly,  there  is 
no  promise  of  a reduction  of  the  unjustified 
overactivity  of  the  Veterans  Administration. 

“Military  Surgeons  Hear  Reports  From  Government 
Agencies. 

Officials  of  federal  agencies  dealing  in  medical  matters 
made  reports  of  their  activities  at  the  63rd  annual 
meeting  of  the  Association  of  Military  Surgeons  of  the 
U.  S.  Delegates  from  30  countries  attended  the  3-day 
sessions.  Dr.  Roy  Wolford,  deputy  chief  medical 
director  of  the  Veterans  Administration,  told  of  the 
agency’s  increasing  role  in  treating  aging  veterans 
with  chronic  diseases  and  disabilities.  ‘Nowhere  else 
in  the  world  are  found  patients  in  all  stages  of  these 
diseases  in  such  large  numbers  or  under  conditions  so 
suitable  for  clinical  investigation  as  in  Veterans  Ad- 
ministration hospitals,’  he  said.”  (AM  A Wash.  Letter) 

Well,  it  must  be  a comfort  to  the  veteran,  if 
he  can’t  see  beyond  his  own  nose.  The  next 
step  may  be  to  have  the  VA  cover  deliveries 
and  the  ailments  of  childhood,  since  every 
child  is  likelv  to  be  a future  veteran,  and 
should  be  in  the  best  of  condition  to  develop 
the  disability  for  which  he  will  receive  life 
long  treatment. 


ONCE  MORE  THE  POLIO  VACCINE 

Public  health  officials  are  advocating 
strenuously  that  we  taxpayers  contribute 
another  30  million  dollars  to  supply  free  polio 
vaccine  to  all  comers.  No  doubt  the  practi- 
tioner will  again  be  expected  to  donate  his 
time  and  services,  and  to  continue  to  ad- 
minister vaccine  at  the  bargain  rates  which  he 
has  established. 

In  light  of  recent  experience,  one  cannot 
question  the  virtue  of  general  vaccination,  but 
one  may  question  the  desirability  of  per- 
petuating the  present  approach.  Vaccine  has 
gone  begging  in  the  face  of  an  apathetic  pub- 
lic, private  physicians  have  given  large  quanti- 
ties of  the  available  supply  at  a fee  which 
scarcely  compensates  for  their  trouble  and 
equipment  and  especially  for  the  involved 


record-keeping  which  is  required  and  which 
might  now  well  be  abolished. 

Perhaps  it  is  time  to  put  polio  vaccine  in  the 
same  category  as  other  vaccines,  to  let  the 
public  health  people  do  the  converting  and 
the  urging  in  a bigger  way,  even  if  it  costs 
money,  and  to  confine  the  distributing  of 
“free”  vaccine  to  those  who  cannot  afford  to 
go  to  their  physicians.  Perhaps  this  is  an  idea 
too  old  fashioned  to  appeal  to  the  present 
generation. 


COMMUNITY  AND  OTHER  FUND 
CAMPAIGNS 

The  Journal  has  pointed  out  before  that  the 
contributions  in  cash  of  the  medical  profes- 
sion are  not  usually  pleasantly  comparable  to 
those  of  some  other  groups  in  the  community. 
Many  physicians  feel  that  they  donate  in 
many  other  ways  to  the  welfare  of  the  com- 
munity, and  of  this  there  is  no  question,  but 
the  fact  remains  that  the  physician  should 
also  have  sufficient  regard  for  the  efforts  of 
the  people  who  afford  him  a livelihood  to 
make  his  just  contribution  to  those  funds  which 
support  their  worthy  efforts. 

The  activities  which  these  funds  support 
are  all  well  known,  well  documented,  and  well 
budgeted,  so  that  a contributor  knows  with 
some  degree  of  accuracy  where  the  money 
which  he  contributes  is  to  go  and  what  it 
should  do.  It  is  somewhat  questionable 
whether  the  same  thought  applies  to  some  of 
the  individual  funds,  which  seem  to  have  no 
end.  We  are  accustomed  to  thinking  in  terms 
of  giving  to  The  Polio  Foundation,  to  The 
Tuberculosis  Association,  and  to  other  well 
known  organizations  which  do  not  participate 
in  the  general  fund-raising  campaigns.  Un- 
fortunately, there  has  arisen  a multitude  of 
funds  each  devoted  to  some  very  specific  dis- 
ease or  purpose,  and  it  seems  rather  doubtful 
that  their  independent  existence  can  be  com- 
pletely justified,  especially  as  some  of  the  other 
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well-established  foundations  include  in  their 
programs  the  care  or  investigation  of  many 
of  these  particular  conditions.  Public  interest 
generally  centers  around  some  cases  or  a few 
cases  in  a community  which  by  the  nature  of 
their  affliction  draw  large  public  sympathy. 
Perhaps  the  example  of  the  Polio  Foundation, 
which  after  long  last  has  perhaps  justified  its 
other  tremendous  expenditures  by  promoting 
the  work  on  polio  vaccine,  encourages  the 
thought  that  simply  by  raising  a sum  of  money 
and  placing  it  in  the  hands  of  investigators 
any  disease  in  question  may  be  conquered 
This  is  a doubtful  supposition,  and  one  is  in- 
clined to  think  that  where  money  is  free  and 
easy,  investigation  may  be  developed  to  suit 
the  purse.  One  also  wonders  whether  it  might 
not  be  a better  arrangement  to  project  a re- 
search project,  estimate  the  budgetary  arrange- 
ment, and  then  set  a goal  for  raising  a certain 
sum  of  money,  rather  than  doing  as  is  now 
done  in  a reverse  way.  Duplication  and  re- 
duplication of  effort  and  fine  division  of  pub- 
lic interest  and  public  contribution  may  cause 
ultimate  defeat  of  the  very  purposes  of  the 
many  campaigns  which  beckon  to  contributors. 


FOUNDATION  FOR  EYE  CARE 

At  the  recent  meeting  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngol- 
ogy in  Chicago  there  was  created  a new  or- 
ganization, which  is  called  The  Nationel  Medi- 
cal Foundation  for  Eye  Care,  the  purposes  of 
which  are  set  forth  in  an  article  which  ap- 
pears elsewhere  in  this  Journal. 

For  some  time  it  has  been  felt  that  our 
magnificent  Societies  which  are  devoted  to 
scientific  and  educational  features  lacked  or- 
ganization to  act  as  a body  when  certain  func- 
tions seemed  necessary.  Ophthalmology  has 
been  attacked,  and  the  field  invaded  by  op- 
tometrists, who  are,  in  finality,  endeavoring  to 
practice  medicine.  They  have  made  this  effort 
in  several  states,  and  are  trying  to  gain  by 
legislation  that  which  they  lack  in  knowledge 
gained  from  years  of  preparation  and  educa- 
tion. Moreover,  they  have  attempted  to  limit 
the  ancillary  services  aligned  with  ophthalmol- 
ogy. The  situation  is  more  serious  than  it  ap- 
pears on  the  surface. 


The  National  Medical  Foundation  for  Eye 
Care,  by  its  aims  and  efforts,  will  inform  the 
public  adequately  about  the  cults,  and  will 
serve  to  coordinate  all  the  various  medical 
groups  interested  in  demanding  that  our 
people  have  the  best  eye  care  in  the  world.  It 
is  hoped  that  all  physicians  will  become  char- 
ter members. 

R.  MacD. 


AMA  STUDIES  UNIFORM  CHEMICAL 
LABELING  LAW 

A program  to  protect  the  public  from  the 
dangers  of  mislabeled  household  and  com- 
mercial chemicals  recently  was  launched  by 
the  American  Medical  Association.  Through 
its  Committee  on  Toxicology,  the  AMA  is 
gathering  information  on  existing  state  label- 
ing regulations  with  the  idea  of  developing 
model  legislation  on  the  precautionary  label- 
ing of  various  chemical  products  — such  as 
paints  and  paint  removers,  heating  and  cook- 
ing fuels,  household  polishers  and  cleansers, 
laundering  items,  etc.  — which  are  not  now 
so  regulated.  The  end  result  would  serve  as  a 
guide  for  writing  uniform  regulations  requir- 
ing labels  to  show  information  on  the  product’s 
contents,  its  possible  dangers,  directions  for 
safe  use,  and  first  aid  instructions. 

Bernard  E.  Conley,  Ph.  D.,  Committee  sec- 
retary, reports  that  there  are  at  least  a quarter 
of  a million  different  trade-name  substances 
now  on  the  market.  Without  proper  labeling, 
both  physicians  and  the  public  may  be  un- 
informed about  harmful  materials  these 
products  contain  and  the  ways  of  treating 
poisonings  from  them. 

Other  organizations,  including  the  American 
Academy  of  Pediatrics,  American  Public 
Health  Association,  American  Pharmaceutical 
Association,  National  Safety  Council,  leading 
trade  associations  and  various  state  and  na- 
tional governmental  regulatorv  agencies  are 
being  consulted  on  this  problem  and  its  solu- 
tion. 


FOUNDATION  FOR  EYE  CARE 
Announcement  was  made  on  November  15 
of  the  establishment  of  the  National  Medical 
Foundation  for  Eye  Care,  a non-profit  scien- 
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tific  and  educational  institution,  incorporated 
in  New  Jersey.  The  Foundation  has  been  or- 
ganized by  ophthalmologists  of  the  country  to 
provide  American  ophthalmology  with  an 
agency  to  present  to  the  public  generally  and 
to  fellow  physicians  pertinent  information  on 
the  care  and  treatment  of  the  eyes. 

Dr.  Ralph  O.  Rychener  of  Memphis  is  presi- 
dent of  the  Foundation;  Dr.  Edwin  Forbes 
Tait  of  Norristown,  Pa.,  vice-president,  and 
Dr.  Charles  E.  Jaeekle  of  East  Orange,  N.  ]., 
secretary-treasurer. 

The  object  and  purpose  of  the  Foundation 
is  to  advance  the  public  welfare  by: 

1.  Gathering,  receiving,  assembling  and 
studying  information  relative  to  eye  care. 

2.  Fostering  or  engaging  in  investigations 
and  research  in  all  aspects  of  eye  care. 

3.  Sponsoring  studies  of  educational,  socio- 
economic and  scientific  factors  affecting  eve 
care. 

4.  Issuing  reports  and  otherwise  disseminat- 
ing information  relative  to  eye  care  to  the  gen- 
eral public  and  to  members  of  the  medical 
profession  and  ancillary  workers. 

5.  Promoting  the  conservation  of  vision  and 
the  prevention  of  blindness  through  the  wider 
dissemination  of  knowledge  of  the  eye,  its  de- 
fects, dysfunctions  and  other  diseases  and 
their  relation  to  general  health. 

6.  Promoting  a more  effective  utilization  of 
the  scientific  knowledge  of  ophthalmology  and 
the  other  related  branches  of  medicine. 

7.  Generally  performing  any  act,  related  to 
the  foregoing,  designed  to  present  to  the  pub- 
lic generally  and  the  medical  profession,  all 
pertinent  information  on  the  care  and  treat- 
ment of  the  eyes. 


YOUR  JOURNAL 

Recently  the  editorial  board  of  the  Delaware 
State  Medical  published  an  editorial  setting 
forth  the  policy  of  that  journal.  As  the  state- 
ments seem  applicable  to  our  own  journal,  they 
are  borrowed  here  for  the  information  of  our 
readers. 

“The  primary  function  of  a State  Journal  is 
to  publish  medical  news,  the  proceedings  of 
the  House  of  Delegates  and  the  scientific 
papers  read  at  the  Annual  Meeting. 


A State  Journal  should  be  a general  journal, 
published  for  the  benefit  of  physicians  of 
varied  interests.  For  this  reason,  articles 
limited  to  reports  of  detailed  research  that 
would  interest  only  a small  number  of  in- 
dividuals have  no  place  in  this  type  of  journal. 
Instead,  the  review  article  is  a more  suitable 
medium  to  keep  the  average  physician  in- 
formed of  the  progress  occuring  in  other 
branches  of  medicine. 

It  is  our  belief  that  the  review  article  is  of 
great  value  and  interest  and  we  have  arranged 
for  articles  on  various  subjects  to  be  written 
by  medical  teachers.  These  will  appear 
monthly  under  the  heading  of  “Medical  Re- 
view”. The  first  three  review  articles  will  be 
written  by  local  physicians  because  of  their 
willingness  to  submit  material  in  time  to  meet 
the  publication  schedule;  this  fact  is  offered  as 
an  explanation,  not  an  apology. 

A State  Journal  should  provide  an  outlet  for 
publication  of  material  written  by  local  physi- 
cians. It  is  doubtful,  however,  if  any  journal 
could  long  survive  on  such  a limited  diet. 
There  is  a need  for  articles  written  by  physi- 
cians from  other  localities,  particularly  from 
teaching  centers.  Maintaining  a proper  balance 
between  these  different  types  of  material  is  a 
primarv  duty  of  the  editor  and  his  associates. 

Finally,  we  believe  in  the  case  report.  This 
valuable  medium  of  expression  should  form 
the  backbone  of  any  local  journal.  It  is  un- 
fortunate that  most  physicians  are  deterred 
from  contributing  to  the  literature  through  this 
medium  by  the  mistaken  idea  that  the  case  re- 
port is  a thing  of  the  past.  They  think  that  a 
case  report  should  include  a detailed  review 
of  the  literature  but  this  is  not  true.  A short, 
concise  case  report  without  review  of  the 
literature  is  a hichly  desirable  item. 

This  is  your  Journal.  Tell  us  what  you  want.” 
Delaware  State  Med.  Jour.,  July  1956. 

Dr.  C.  H.  Peebles,  Jr.,  Lee  County  native  has  re- 
cently become  associated  with  Dr.  Joseph  B.  Work- 
man at  1673  Brabham  Avenue,  Columbia,  in  the  prac- 
tice of  Ophthalmology. 

He  was  graduated  from  the  Medical  College  of 
South  Carolina  in  the  class  of  1951.  He  interned  at 
St.  Francis  Hospital,  Pittsburgh,  and  completed  a 
residency  in  Ophthalmology  at  McPherson  Hospital. 
Durham,  North  Carolina. 
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BLUE  CROSS 


. . BLUE  SHIELD 


Something  about  the  Blue  Shield  Fee  Schedule 

We  in  South  Carolina  Blue  Shield  have  been  in 
the  habit  of  referring  to  our  surgical  schedule  of 
allowances  as  a $150.00  fee  schedule.  This  statement 
was  based  upon  a faulty  conception  of  the  factors 
which  determine  a designation  of  the  schedule 
classification.  We  have  been  basing  our  designation 
solely  upon  the  fact  that  our  schedule  contains  allow- 
ances up  to  $150.00  and  none  higher  than  that  figure. 
Because  of  the  fact  that  we  ourselves  label  our  sched- 
ule as  a $150.00  schedule,  we  have  invited  unfavor- 
able comparisons  between  our  schedule  and  those  of 
other  Blue  Shield  plans  and  of  commercial  contracts. 
Using  the  method  we  have  used  to  label  our  schedule, 
if  we  had  assigned  an  allowance  of  $200.00  or  $300.00 
to  even  a very  few  procedures,  we  could  have  labeled 
our  schedule  a $200.00  or  a $300.00  schedule. 

Actually  our  schedule  and  those  of  many  other  Blue 
Shield  and  commercial  insurance  companies  have  been 
tagged  with  a maximum  fee  allowance,  and  other 
allowances  bear  no  constant  or  uniform  relationship 
to  that  maximum  fee,  except  that  they  do  not  exceed 
it.  The  allowances  set  by  us  for  less  major  procedures 
are  rationally  in  line  with  a $200.00  schedule,  and 
many  of  them  are  in  line  with  an  even  higher  sched- 
ule. 

Every  surgeon,  either  deliberately  or  unconsciously, 
grades  his  charges  according  to  the  difficulty,  the 
operating  time,  the  skill  required,  and  perhaps  other 
factors  involved  in  handling  his  cases.  He  has  de- 
veloped in  his  thinking  a schedule  of  relative  values, 
and  his  schedule  of  charges  is  more  or  less  balanced. 

Blue  Shield  has  no  such  system  or  schedule  of  rela- 
tive values,  and  therefore  its  fee  schedule  is  badly 
out  of  balance.  The  unbalance  applies  most  strongly 
to  the  more  difficult  procedures,  so  that  the  surgeon 
whose  practice  includes  a high  proportion  of  highly 
technical  procedures  is  penalized  by  a fee  allowance 
of  $150.00  — just  $50.00  more  than  the  allowance 
for  a relatively  simple  appendectomy  or  a salping- 
ectomy. 

There  has  been  a growing  realization  that  insurance 
carriers  need  some  kind  of  relative  value  schedule 
similar  to  that  used  either  consciously  or  unconsciously 
by  every  surgeon.  In  1952  the  California  Medical 
Association  undertook  to  do  something  about  this 
need.  The  Association  set  up  a committee  “to  develop 
a set  of  guiding  principles  which  should  govern  the 
development  of  fee  schedules.’’  It  took  the  committee 
three  years  to  complete  its  assignment. 

The  standards  for  relative  values  of  fees  were 
established  by  the  committee  by  survey  of  the  mem- 
bership. It  found  that  the  level  of  fees  varied  through- 
out the  State.  The  analysis  of  the  survey  results  re- 


veals that  the  relationship  between  fees  for  most 
procedures  remains  almost  the  same. 

Forty-seven  hundred  California  physicians  re- 
sponded to  the  survey.  Their  replies  were  subjected 
to  a number  of  statistical  analyses.  Suggested  fees 
for  each  of  more  than  2500  procedures  or  services, 
including  medical,  surgical,  anesthetic,  radiological, 
pathological,  and  chemical  were  studied.  The  average 
of  the  suggested  fees  for  any  one  procedure  was  not 
used.  Instead,  the  median  and  modal  figures  were 
ascertained.  From  these  figures,  a schedule  of  relative 
values  of  medical  services,  another  for  surgical  ser- 
vices, another  for  radiological  services,  and  a final 
one  for  pathological  examinations  were  compiled.  The 
Relative  Value  Schedule  of  the  California  Medical 
Association  was  thus  arrived  at. 

Two  other  studies  of  a means  to  arrive  at  a relative 
value  schedule  have  been  reported.  The  first  was  by 
Dr.  William  H.  Horton,  Executive  Director  and  Direc- 
tor of  Medical  Services,  Connecticut  Medical  Service 
( Blue  Shield ) , and  the  other  was  by  the  Economics 
Committee  of  the  Montana  Medical  Association.  Each 
study  used  a formula  devised  by  Dr.  Horton.  The  re- 
sults of  the  two  studies  are  closely  parallel.  Interest- 
ingly enough,  the  service  indices,  as  labeled  by  Dr. 
Horton,  bear  a relationship  to  each  other  very  nearly 
approximating  that  of  the  relative  value  indices  of  the 
California  schedule. 

Neither  of  these  schedules  is  a fee  schedule.  They 
state  no  fees.  They  set  up  a scale  of  values  applicable 
to  a series  of  procedures,  so  that  if  a fee  in  dollars  is 
set  for  any  one  of  them,  relative  fees  in  dollars  may 
be  determined  for  any  other  of  the  group. 

By  applying  such  a schedule  of  relative  values,  a 
balanced  schedule  can  be  determined.  Thus,  Blue 
Shield  plans  are  provided  a tool  of  tremendous  value 
in  setting  up  fee  schedules,  provided  only  that 
participating  physicians  will  accept  the  relative  value 
schedule  as  a basis  for  fixing  fee  allowances. 

The  South  Carolina  Medical  Care  Plan  is  at- 
tempting to  balance  and  modernize  its  surgical  fee 
schedule.  To  do  so  will  necessitate  either  one  of  two 
things:  Either  fix  a maximum  fee  allowance  for  the 
most  technically  difficult  procedures,  and  then  work 
back,  using  the  relative  value  formula,  to  the  most 
minor  procedure  covered  by  the  schedule;  or  make  a 
fee  allowance  for  some  lesser  or  intermediate  pro- 
cedure and  apply  the  relative  value  formula  to  pro- 
cedures above  and  below  the  selected  basic  procedure. 
Should  a maximum  fee  of  $200.00  be  assigned,  then 
each  unit  value  in  the  relative  value  schedule  will  be 
2,  and  some  representative  dollar  fees  would  be: 
appendectomy,  $70.00;  oophrectomy,  $80.00;  ab- 
dominal panhysterectomy,  $120.00;  transurethral 
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electro-resection  of  prostate,  $140.00;  nephrectomy, 
$140.00;  hemorrhoidectomy,  $50.00;  subtotal  gastrec- 
tomy, $140.00;  tonsillectomy,  $30.00;  cholecystectomy, 
$110.00;  inguinal  herniorrhaphy,  $90.00;  incision  and 
drainage  of  boils,  furuncles,  and  surface  abscesses, 
$2.00;  small  skin  grafts,  $10.00;  large  grafts,  $60.00; 
fracture  of  femur,  simple  reduction,  $90.00;  Colies 
fracture,  $45.00. 

A comparison  of  these  fees  with  our  present  sched- 
ule will  indicate  how  unbalanced  our  schedule  is. 

If  we  should  apply  a unit  value  of  $5.00,  in  order 
to  set  a minimum  allowance  of  $5.00  for  minor  sur- 
gical procedures  we  would  come  up  with  about  100 
procedures  which  would  rate  a fee  of  $500.00.  Such  a 
$500.00  schedule  would  necessitate  at  least  a doubling 
of  present  Blue  Shield  membership  dues.  It  may  be 
that  we  shall  have  to  resort  to  the  method  set  up  by 
the  Medicare  contract  and  use  a variable  unit  value, 
a greater  one  for  minor  procedures  and  a lesser  one 
for  major  procedures.  Many  of  us  believe  that  it  is 
important  not  to  materially  increase  dues  for  Blue 
Shield  membership  under  our  present  relatively  low 
income  service  benefit  contract,  although  we  would 
not  be  adverse  to  an  alternative  contract  with  higher 
income  limits  for  service  benefits  and  with  a materially 
higher  fee  schedule  and  at  a real  increase  in  cost  to 
the  subscriber. 

J.  Decherd  Guess,  M.  D. 

Medical  Director 


THE  SOUTH  CAROLINA 
ACADEMY  OF  CENERAL 
PRACTICE 


TO  ALL  DOCTORS  IN  SOUTH  CAROLINA 

The  South  Carolina  Academy  of  General  Practice 
and  the  South  Carolina  Medical  Association  lost  one 
of  its  distinguished  members  two  years  ago  when  Dr. 
W.  L.  Pressly  died.  Since  that  time  the  South  Caro- 
lina Academy  of  General  Practice  has  been  thinking 
of  a plan  to  do  honor  to  the  memory  of  Dr.  Pressly. 

It  has  been  called  to  our  attention  that  each  year 
four  or  five  students  at  the  Medical  College  of  South 
Carolina  run  into  financial  difficulties  for  various  rea- 
sons beyond  their  control.  These  students  find  it  verv 
hard  to  remain  in  school  without  help. 

It  is  our  desire  to  help  these  students  by  establish- 
ing a loan  fund  in  Dr.  Pressly ’s  memory.  It  is  plan- 
ned that  these  students  can  borrow  from  this  fund  up 
to  five  hundred  dollars  a year,  without  interest,  for 
the  remainder  of  their  medical  course.  Three  years 
after  internship  they  begin  making  yearlv  payments 
until  the  loan  is  repaid. 


To  raise  the  initial  capital,  $5000.00,  the  South 
Carolina  Academy  wishes  to  invite  all  doctors  in 
South  Carolina  to  make  a contribution  to  the  fund. 

Dr.  Pressly,  known  to  his  many  friends  throughout 
the  state  as  “Buck,”  did  a great  service  to  the  state 
of  South  Carolina  during  World  War  II  by  serving 
as  chairman  of  the  procurement  and  assignment  ser- 
vice for  South  Carolina.  He  received  many  honors 
during  his  medical  career.  He  was  President  of  the 
South  Carolina  Medical  Association  in  1941.  He 
brought  distinction  to  South  Carolina  Medicine  by- 
being  chosen  “Doctor  of  the  Year”  by  the  American 
Medical  Association  in  1948.  We  are  proud  that  he 
was  a charter  member  of  our  South  Carolina  Academy 
of  General  Practice. 

The  South  Carolina  Academy  of  General  Practice 
is  now  eight  years  old,  has  a membership  of  280  and 
is  growing  steadily.  After  the  initial  capital  for  the 
fund  is  raised  we  plan  to  keep  it  going  by  yearly  pay- 
ments from  the  academy.  We  wish  to  honor  your 
friend  and  our  friend  and  member  by  establishing  a 
loan  fund  at  our  Medical  College  to  be  known  as  “The 
W.  L.  Pressly  Memorial  Loan  Fund.”  This  fund  will 
be  of  great  service  to  young  men  who  need  help 
financially.  We  can  think  of  no  better  way  to  honor 
Dr.  Pressly  and  we  invite  your  contributions.  Please 
make  checks  payable  to  “The  W.  L.  Pressly  Mem- 
orial Loan  Fund”  and  mail  to  Dr.  Horace  M.  Whit- 
worth, 301  E.  Coffee  St.,  Greenville,  S.  C. 

Kirby  D.  Sliealy,  M.  D. 

Committee  Chairman 


REPORT  OF  A DELEGATE  TO  THE  HOUSE 
OF  DELEGATES  OF  THE  AMERICAN 

MEDICAL  ASSOCIATION  IN  CHICAGO,  1956 
( Continued ) 

A good  number  of  physicians  from  South  Carolina 
were  present  at  the  meeting.  It  is  always  an  eye 
opener  to  one  who  has  never  attended  a meeting  of  the 
House  of  Delegates  and  more  especially  a reference 
committee.  Every  physician  is  welcome  and  is  urged 
to  take  part  in  the  discussion  in  the  reference  com- 
mittee meeting. 

THE  CONFERENCE  OF  PRESIDENTS  AND 
OTHER  OFFICERS  OF  STATE  MEDICAL 
ASSOCIATIONS 

( Sunday  before  the  regular  meeting  of  the  House 
of  Delegates) 

Guthrie  Y.  Graves  of  Bowling  Green,  Kentucky, 
newly  elected  president  of  this  organization,  gave  the 
first  talk  on  the  Medical  Practitioner — Yesterday,  To- 
day, and  Tomorrow.  He  brought  out  the  difference 
between  practice  with  horse  and  buggy  and  bad  roads 
fifty  years  ago  and  automobiles  and  good  roads  today. 
He  pled  for  less  of  the  stuffed  shirt  attitude  among 
physicians  especially  as  to  their  patients.  He  pointed 
out  that  today  less  than  .6%  of  the  population  live 
more  than  25  miles  from  a doctor.  He  urged  that  the 
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small  hospitals  take  more  responsibility  in  training 
nurses  even  if  for  only  the  first  year  or  two.  He  sug- 
gested what  has  already  been  done  in  a great  many 
places  that  small  hospitals  hire  pathologists  and 
radiologists  together.  No  one  could  pay  enough  for 
the  entire  service  of  either  but  with  several  together 
it  could  easily  be  managed.  As  a surgeon  in  a relatively 
small  community  he  made  an  excellent  plea  for  and 
pointed  out  methods  by  which  better  medical  practice 
can  be  developed. 

The  second  speech  was  unique  and  one  of  the  most 
inspiring  that  I have  ever  heard.  I’m  sure  everyone 
else  was  similarly  affected  because  at  the  end  every- 
one in  the  audience  stood  and  applauded  loud  and 
long.  There  is  no  way  to  put  in  print  the  earnestness 
and  sincerity  with  which  the  speaker  talked.  He  was 
Henry  Viscardi,  Jr.,  President  of  Abilities,  Inc.  That 
is  the  firm  which  hires  only  what  we  refer  to  as  dis- 
abled people.  He  says,  and  he  should  know,  that  there 
are  no  disabled  people — just  men  and  women  and  boys 
and  girls.  By  this  he  means  that  the  man  or  woman 
who  is  emotionally  unfit  to  get  along  with  people  is 
just  as  disabled  as  a man  whose  joints  are  permanently 
stabilized  with  arthritis. 

His  Company  was  started  in  1952  with  four  people 
“disabled ” like  himself.  It  is  a company  which  makes 
precision  parts  for  electronic  instruments.  They  agreed 
that  only  disabled  people  would  be  hired,  that  they 
would  sell  in  a highly  competitive  market,  that  they 
would  seek  no  sympathy  or  security,  but  opportunity 
to  work  and  produce.  After  a year  the  company  net- 
ted $52,000.00  and  paid  off  an  $8,000.00  loan  and  had 
59  employees.  The  second  year  129  employees  and 
grossed  over  $400,000.00;  the  third  year  168  em- 
polyees  and  $600,000.00.  Today,  in  the  fourth  year, 
276  people  and  they  expect  to  gross  $1,200,000.00. 
Some  slides  were  shown  of  different  employees.  One 
girl  who  at  32  went  out  of  the  house  for  the  first  time 
since  she  contracted  polio  at  7 years  of  age.  Another 
blind  man  who  laces  cables,  a highly  complicated  pro- 
cedure. A skilled  artisan  with  fixed  joints  who  cannot 
sit  down  because  of  his  fixation  but  must  stand,  lean, 
or  sit  against  something.  The  only  complaint  he  ever 
made  was  when  they  asked  him  to  work  only  eight 
hours  instead  of  overtime  to  ten  as  the  plant  usually 
has  to  operate.  The  average  pay  is  $1.69  per  hour  and 
rising.  They  lose  an  average  of  three  employees  a 
month  to  what  they  affectionately  term  their  competi- 
tion— General  Electric,  Westinghouse,  and  Sperry 
Gyroscope. 

Mr.  Viscardi  was  born  without  knees  or  feet  and 
spent  the  first  seven  years  of  his  life  in  a hospital.  He 
has  a deep  and  enduring  and  professed  love  of  the 
medical  profession  and  intends  to  spend  the  remainder 
of  his  days  working  with  the  medical  profession  in 
an  effort  to  assist  in  rehabilitation.  He  never  walked 
alone  until  he  was  27  years  old.  As  a child  he  asked 
his  mother  why,  why  did  this  happen  to  him.  His 
mother  replied  that  God  had  a meeting  with  his 


councilors  and  decided  that  the  Viscardis  would  be  a 
fine  family  to  give  a disabled  child  to. 

It  was  he  who  rocked  the  august  Senate  finance 
committee  when  he  told  them  that  there  were  no 
disabled  persons,  that  the  dole  has  a deadening  effect. 
The  committee  apparently  was  as  moved  as  his  audi- 
ence was  that  Sunday  afternoon  because  he  was  urged 
to  tell  more.  What  a pity  that  everyone,  especially 
the  disabled  or  pseudo-disabled,  could  not  hear  him. 
The  effect  that  he  produces  cannot  be  believed  until 
one  has  heard  him.  He  wound  up  his  talk  by  saying 
that  “neither  pensions,  parades,  or  pity,  but  the  sweet 
dignity  of  productivity”  is  what  the  disabled  person 
wants. 

The  next  speaker  was  Governor  Howard  Pyle 
(formerly  Governor  of  Arizona)  and  now  Administra- 
tive assistant  to  the  President.  He  urged  that  the 
medical  association  take  the  lead  and  be  prepared 
with  information  on  all  possible  subjects  that  are  apt 
to  come  up.  It  is  not  enough,  indeed  it  is  a poor  policy, 
to  always  be  against  something.  Much  better  to  be  for 
something  constructive.  He  pointed  out  that  the 
pressures  on  a member  of  Congress  are  unbelievable, 
that  it  is  difficult  to  keep  one’s  sense  of  balance  and 
judgement  because  of  these  arguments  pro  and  con. 
He  repeated  several  times  that  the  medical  profession 
cannot  afford  to  sit  back,  but  must  be  a positive  force 
for  the  betterment  of  the  health  of  the  citizens  of  the 
United  States.  Governor  Pyle  pointed  out  that  from 
bondage  one  develops  spiritual  growth.  From  that 
courage,  then  freedom.  From  freedom  we  are  apt  to 
relax  our  vigilance  and  initiative  and  go  to  dependency. 
From  dependency  it  is  only  a short  step  to  bondage 
again  — and  so  the  cycle  repeats  itself  — as  history 
does.  Where  are  we  in  this  cycle,  and  what  are  we 
doing  about  it? 

The  last  speaker,  Dr.  Alan  Stockdale,  spoke  on 
“The  Healer  Goes  Forth.’’  He  was  a minister  till  he 
was  62  years,  has  been  the  Dean  of  speakers  for  the 
National  Association  of  Manufacturers.  His  theme  was 
better  public  relations  for  physicians.  He  stated  that 
if  the  public  knew  the  truth  about  doctors  they  would 
love  them.  He  suggested  hiring  the  best  publicity  men 
in  the  business,  the  best  journalist  to  tell  the  story  of 
physicians. 

As  some  of  the  wrong  thinking  he  pointed  out 
juvenile  delinquents  are  said  to  number  about  435,000 
but  who,  he  asks,  writes  and  talks  about  the  15,000,- 
000  good  kids.  We  talk  about  the  4,000,000  un- 
employed but  we  should  talk  about  the  65%  millions 
who  are  working.  He  said  we  as  physicians  need  the 
kind  of  salesman  who  was  in  the  dairy  supply  business. 
He  sold  a farmer  with  one  cow  two  milking  machines. 
That,  he  said,  is  salesmanship.  Then  he  took  the  cow 
as  a down  payment  on  the  two  machines.  That’s 
supersalesmanship.  Dr.  Stockdale  paid  tribute  to  the 
ideas  expressed  by  the  previous  speakers  and  ter- 
minated the  program  by  assuring  the  doctors  that  we 
must  present  a better  front  to  the  public. 
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INAUGURATION  CEREMONY 

In  the  Chicago  Civic  Opera  House  Dr.  Dwight 
Murray  of  Napa,  California,  was  inaugurated  as  Presi- 
dent of  the  American  Medical  Association. 

In  his  speech  he  urged  doctors  to  be  more  deliberate 
with  their  patients,  to  take  time  to  talk  with  and  listen 
to  them.  He  urged  patients  to  pick  out  a good  doctor, 
have  faith  in  him,  and  stick  with  him.  It  was  televised 
over  the  local  station  as  was  the  ceremony  in  Atlantic 
City  last  year. 

Dr.  Walter  Bierring,  eighty  eight  years  old,  was 
given  the  1956  Distinguished  Service  Award  for  his 
long  and  faithful  efforts  in  behalf  of  medicine  in  gen- 
eral. 


SPECIAL  ARTICLES 


CLEFT  PALATE  CENTER 

Dear  Doctor  Waring: 

Enclosed  please  find  an  outline  of  both  the  opera- 
tion of  the  Cleft  Lip  and  Cleft  Palate  Center  and  of 
our  five  year  study  of  the  unoperated  cleft  palate 
case.  This  was  written  more  from  the  layman’s  point 
of  view  than  from  the  physician’s. 

The  findings  of  these  unoperated  clefts  of  the 
palate  and  their  referral  to  us  by  the  practicing  physi- 
cians of  the  State  is  now  the  only  limiting  factor  in 
carrying  out  this  study.  I would  like  to  invite  all  the 
physicians  of  the  State  of  South  Carolina  to  consider 
themselves  as  active  participants  in  this  research 
project,  the  successful  prosecution  of  which  will  add 
to  our  general  knowledge,  to  our  ability  to  better 
care  for  these  patients,  and  to  the  prestige  of  both 
the  Medical  College  and  the  professional  member- 
ship of  the  State. 

Sincerely, 

Robert  F.  Hagerty,  M.  D. 

A center  for  the  care  of  cleft  lip  and  cleft  palate 
patients  has  been  initiated  at  the  Medical  College  of 
South  Carolina  in  Charleston.  Approximately  one  in 
every  700  births  is  a cleft  lip,  cleft  palate,  or  combina- 
tion of  the  two,  and  so  this  entity  represents  an 
important  one  in  the  population  at  large.  Fortunately, 
much  can  be  done  to  help  those  afflicted  with  this 
deformity,  both  in  regard  to  their  appearance  and 
function. 

The  cause  of  this  congenital  anomaly  is  unknown, 
but  apparently  occurs  during  the  first  months  of 
intra-uterine  life.  The  cleft  lip  is  usually  repaired  at 
age  three  months  with  a resulting  marked  improve- 
ment in  appearance  and  also  in  that  area  of  speech 
determined  by  the  lips.  The  cleft  palate  is  repaired 
surgically  at  about  two  years  of  age  just  before  the 
child  commences  to  talk.  To  defer  operation  beyond 
this  time  is  inadvisable  because  bad  speech  habits 


are  formed  with  the  unrepaired  cleft,  w'hich  are 
difficult  if  not  impossible  to  eradicate  later.  With  sur- 
gical repair  of  the  palate,  the  nasal  cavity  is  again 
separated  from  the  mouth,  making  speech  much  more 
normal  and  preventing  the  loss  of  fluid  and  food 
through  the  nostrils. 

In  the  treatment  of  such  a deformity  as  cleft  palate 
which  involves  a complicated  anatomical  area,  the 
knowledge  of  many  specialties  in  addition  to  that  of 
plastic  surgery  is  necessary.  The  speech  therapist 
plays  a most  prominent  role  because  the  cleft  palate 
is  primarily  repaired  to  improve  speech  and  it  is  the 
resulting  speech  which  is  all  important  to  the  patient, 
and  determines  the  success  of  the  operation.  Tape 
recordings  of  speech  are  taken  preoperatively  and  at 
intervals  postoperatively  to  determine  the  patient’s 
progress.  The  speech  therapist  is  most  effective  in 
helping  the  patient  learn  to  use  his  newly  repaired 
palate  and  plays  a most  important  role  in  this  re- 
habilitation program.  We  are  most  fortunate  in  having 
a speech  therapist,  Mr.  Milton  J.  Hill,  who  is  vitally 
interested  in  this  aspect  of  speech  therapy  and  who 
has  had  considerable  experience  in  this  field  in  one  of 
the  national  centers  in  Pennsylvania.  An  ENT  special- 
ist also  plays  a prominent  role  in  diagnosing  and  treat- 
ing the  malformation  and  disturbances  in  the  ears,  nose 
and  throat  secondary  to  the  cleft  deformity.  A dentist 
and  prosthodontist,  together  with  the  orthodontist 
participate  in  this  team,  taking  dental  study  models 
and  fitting  the  patients  with  a dental  prosthesis  when 
necessary.  A general  examination  is  given  by  a gen- 
eral physician  or  pediatrician.  Roentgenograms  of  the 
skull  are  taken  with  special  equipment  in  which  the 
head  is  fixed  in  true  A.  P.  and  lateral  positions.  In  this 
way  measurements  and  angles  can  be  derived  and 
compared  with  normals  to  determine  abnormalities  in 
facial  growth.  A careful  mental  examination  is  also 
carried  cut  so  that  the  patient’s  progress  can  be  cor- 
related with  his  abilities. 

Care  of  the  cleft  palate  patient  therefore  is  carried 
out  by  a team,  including  a plastic  surgeon,  speech 
therapist,  ENT  specialist,  dentist,  prosthodontist, 
orthodontist,  pediatrician,  roentgenologist,  and  psy- 
chologist. Each  member  makes  his  evaluation  of  the 
patient  and  the  therapy  to  be  carried  out  is  decided 
at  a round  table  discussion. 

Recently  there  has  been  an  attack  on  the  time 
honored  procedure  of  surgically  repairing  the  cleft 
palate  during  the  second  year  of  life.  It  is  claimed  by 
a small  but  vociferous  group  that  such  early  surgery 
will  damage  growth  centers  of  the  facial  bones,  pro- 
ducing a lack  of  growth  of  the  mid-face  resulting  in 
a dish-faced  deformity.  The  arguments  to  defer  sur- 
gery until  later  years  are  not  based  on  sound  scientific 
fact.  As  a matter  of  fact,  seriously  crippling  habits 
of  speech  can  be  formed  by  such  a delay.  In  order  to 
throw  some  light  on  this  important  subject  we  have 
been  given  a generous  grant  from  the  National  In- 
stitutes of  Health  to  study  the  cleft  palate  patient  be- 
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fore  operation.  It  is  only  by  a study  of  the  unoperated 
cleft  palate  patient,  especially  in  regard  to  his  facial 
growth,  that  we  can  tell  what  part  surgery  plays  in 
this  regard.  Abnormalities  in  facial  growth  are  very 
probably  related  to  the  congenital  anomaly  itself.  It 
is  therefore  reasonable  that  we  must  have  a sound 
knowledge  of  the  abnormalities  in  the  unoperated  case 
before  attributing  these  abnormalities  to  surgery. 

With  the  cooperation  of  Dr.  G.  S.  T.  Peeples  and 
Dr.  R.  W.  Ball  of  the  State  Health  Department,  we 
are  carrying  out  a thorough  examination  of  the  un- 
operated cleft  palate  patient  over  the  age  of  seven 
years.  As  a result  of  our  grant  we  are  able  to  carry 
this  out  without  charge  to  the  patient.  The  examina- 
tion requires  the  greater  part  of  a Saturday  morning. 
After  all  the  necessary  data  have  been  compiled  and 
reviewed,  each  individual  case  is  discussed  by  the 
team  and  recommendations  are  forwarded  to  him  and 
to  his  family  physician.  There  are  agencies  in  the 
State  to  help  with  the  cost  of  his  hospitalization  and 
surgery'  should  it  be  necessary.  Funds  are  available 
for  transportation  to  Charleston  and  even  for  boarding 
overnight,  if  that  is  necessary. 

It  is  thus  seen  that  our  work  at  the  Cleft  Lip  and 
Cleft  Palate  Center  of  the  Medical  College  of  South 
Carolina  is  not  only  scientific  investigation,  but  also 
embraces  a program  of  care  to  the  patient.  It  is  hoped 
that  all  those  with  an  unoperated  cleft  palate  over 
the  age  of  seven  will  take  advantage  of  this  oppor- 
tunity by  contacting  their  family  physician  for  an 
appointment  for  examination  at  the  Cleft  Lip  and 
Cleft  Palate  Center,  Medical  College  of  South  Caro- 
lina, Charleston,  South  Carolina. 

Robert  F.  Hagerty,  M.  D. 

Director,  Cleft  Lip  and  Cleft  Palate  Center 

Assistant  Professor  of  Surgerv  (Plastic  Surgery) 


TUBERCULOSIS  IN  SOUTH 
CAROLINA  TODAY 


Frank  L.  Geiger,  M.  D. 
Columbia,  S.  C. 


1 . 300,000  South  Carolinians  infected  with  tuber- 
cle bacilli  (estimated) 


2. 

3. 

4. 

5. 

6. 
7. 


2,297  known  active  cases 
3,195  known  inactive  cases 
1,024  known  active  cases  not  hospitalized 
592  known  active  cases  at  home  with  posi- 
tive sputum  or  sputum  status  unknown 
228  deaths  from  tuberculosis  in  1955 
925  new  active  cases  reported  in  1955 


The  above  shows  that  the  tuberculosis  problem  is 
still  with  us  and  that  we  still  need  to  be  concerned.  A 
pertinent  factor  which  must  not  be  lost  sight  of  is 
the  communicability  of  tuberculosis. 


It  is  true  that  there  has  been  an  accelerated  de- 
crease in  the  mortality  rate  during  the  past  ten  years. 
Further,  the  change  in  age  distribution  of  tuberculosis 
deaths  has  been  significant  during  this  same  period. 
The  number  of  tuberculosis  deaths  among  persons  25 
years  of  age  or  younger  decreased  markedly.  Most  of 
the  deaths  now  occur  among  persons  40  years  of  age 
or  older.  As  expressed  by  Dr.  James  J.  Waring, 
“Tuberculosis  has  been  converted  from  a ‘killer’  to  a 
‘crippler’.”  Tuberculosis  is  less  and  less  a mortality 
problem  and  more  and  more  a morbidity  problem. 
The  dead  “lunger”  no  longer  spits  tubercle  bacilli  but 
the  “lunger”  inadequately  treated  by  miracle  drugs 
with  or  without  surgery,  remains  alive  and  potentially 
a spreader  of  disease. 

Every  physician,  whether  in  general  practice  or  a 
specialty,  can  and  should  actively  engage  in  the 
tuberculosis  control  program.  In  the  history  of  man, 
the  present  offers  the  greatest  hope  for  the  ultimate 
eradication  of  this  disease.  The  physician  will  carry 
not  only  the  primary  responsibility  of  diagnosis,  as  he 
always  has,  but  will  be  concerned  to  a larger  extent 
than  ever  before  with  treatment  and  follow-up. 

Diagnosis:  In  this  state  facilities  are  available  for 
the  diagnosis  and  subsequent  follow-up  of  all  pa- 
tients. Roentgenographic  equipment  is  available  in 
the  private  offices  of  roentgenologists,  in  hospitals,  in 
sanatoria,  in  local  health  departments  and  in  the 
offices  of  many  private  physicians.  Old  tuberculin,  and 
mailing  containers  with  sputum  bottles,  are  available 
to  private  physicians,  from  the  State  Health  Depart- 
ment, upon  request.  All  sputum  specimens  submitted 
to  the  State  Board  of  Health’s  Laboratory  in  Colum- 
bia are  examined  by  smear  and  culture  for  tubercle 
bacilli. 

Treatment:  After  the  diagnosis  of  active  tuberculosis 
is  made  by  the  physician,  wherever  possible  and  when 
beds  are  available  it  is  advisable  that  treatment  be 
initiated  in  a tuberculosis  sanatorium.  Preferably  the 
treatment  of  the  active  tuberculosis  case  should  be 
continued  in  the  tuberculosis  sanatorium  until  the 
disease  is  satisfactorily  stabilized.  In  the  tuberculosis 
sanatorium  the  patient  will  also  have  the  benefit  of 
recreational  and  occupational  therapy,  educational, 
medical,  social  and  rehabilitation  services. 

Those  patients  whose  disease  responds  to  sana- 
torium treatment  and  their  tuberculosis  becomes  in- 
active, although  antimicrobial  therapy  must  be  con- 
tinued, can  be  safely  discharged  to  their  homes,  pro- 
vided their  physicians  will  accept  the  responsibility  of 
their  continued  treatment  and  follow-up. 

As  far  as  the  antimicrobial  drugs  are  concerned 
there  is  general  agreement  that: 

1.  Two  drug  combinations  are  almost  always  used. 

(a)  Isoniazid  (4-5  mg.  per  kg.  of  body  weight, 
usually  150-300  mg.  daily  given  in  3 di- 
vided doses,  after  meals),  and  sodium  PAS 
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( 12  grams  daily). 

or 

( b ) Isoniazid  and  streptomycin  ( 1 gram,  2-3 
times  a week). 

or 

(c)  Streptomycin  and  sodium  PAS. 

Recalcitrant  Active  Tuberculosis  Patients: 

There  is  a legal  basis  in  South  Carolina  for  com- 
pulsory isolation  in  the  tuberculosis  sanatoria  of  re- 
calcitrant individuals  with  active  tuberculosis.  This 
law  has  been  used  frequently  to  commit  these  in- 
dividuals, but  because  facilities  for  confining  them  are 
not  adequate  many  leave  the  sanatoria  against  medi- 
cal advice  and  with  positive  sputa.  It  appears,  to  this 
writer,  that  it  is  imperative  that  locked  wards  be  pro- 
vided at  the  State  Tuberculosis  Sanatoria,  or  that  a 
separate  facility  be  erected  for  confining  these  un- 
cooperative, stubl)ornly  rebellious  persons  with  active 
tuberculosis,  if  the  goal  of  eradication  of  tuberculosis 
in  this  State  is  to  be  achieved. 


NEWS 


Dr.  Edwin  B.  Parkinson  has  opened  an  office  at  1 f 
Medical  Court,  Pendleton  Street,  for  a practice 
limited  to  obstetrics  and  gynecology,  the  Greenville 
County  Medical  Society  has  announced. 

A native  of  Due  West  and  graduate  of  Erskine 
College,  lie  attended  the  University  of  North  Carolina 
School  of  Medicine  and  was  graduated  from  Jefferson 
Medical  College  of  Philadelphia  in  1945.  He  interned 
at  Pennsylvania  Hospital  and  then  served  a four-year 
residency  in  obstetrics  and  gynecology  at  that  hospital 
and  at  Lankenau  Hospital. 

He  served  in  the  U.  S.  Air  Force  medical  corps  for 
two  years  as  a captain. 

Since  February,  1953,  he  has  been  an  associate  in 
gynecology  at  the  Medical  College  of  Virginia  and  on 
tile  staffs  at  the  college’s  hospital  and  Stuart  Circle 
Hospital,  Richmond,  Va. 


The  establishment  of  an  approved  school  of  medical 
technology  for  training  of  technicians  by  the  central 
laboratory  of  the  State  Board  of  Health  was  recom- 
mended in  a resolution  adopted  by  the  executive 
committee  of  the  State  Board  of  Health  at  a recent 
meeting. 

Dr.  G.  S.  T.  Peeples,  state  health  officer,  said  the 
resolution  approved  the  idea  of  establishing  a school 
to  train  medical  technicians  in  the  board  of  health 
laboratory. 

Such  a school  would  be  conducted  in  affiliation  with 
the  clinic  at  the  Columbia  Hospital  and  the  bac- 
teriological department  at  the  University  of  South 
Carolina.  The  proposed  training  would  lead  to  a de- 
gree in  the  medical  technician  field. 


Dr.  John  A.  Boone  of  Charleston  has  been  elected 
to  a three-year  term  on  the  National  Board  of  Directors 
of  the  American  Heart  Association. 


Dr.  David  D.  Moise  of  Sumter  has  been  elected 
chairman  of  the  South  Carolina  Regional  Blood  Com- 
mittee, which  administers  the  Red  Cross  blood  pro- 
gram in  20  central  South  Carolina  counties. 

A.  \1.  Robinson,  M.  D announces  the  removal  of 
his  office  to  1513  Hampton  Street,  Suite  1-B,  Colum- 
bia, South  Carolina. 


The  Ninth  Annual  American  Academy  of  General 
Practice  Scientific  Assembly,  will  be  held  on  March 
25-28,  1957,  in  Kiel  Auditorium,  St.  Louis. 


Dr.  Alton  Brown  of  Rock  Hill  was  elected  president 
of  the  South  Carolina  chapter,  American  College  of 
Surgeons,  during  the  annual  meeting  at  the  Medical 
College  of  South  Carolina  on  November  16. 

In  addition  to  Dr.  Brown,  who  succeeds  Dr.  Ed- 
ward F.  Parker  of  Charleston,  other  officers  named  to 
one-year  terms  were  Dr.  James  B.  Martin  of  Charles- 
ton, vice  president;  Dr.  Furman  Wallace  of  Spartan- 
burg, re-elected  secretary-treasurer.  Named  to  the 
council  were  Dr.  Frederick  E.  Kredel  and  Dr.  Parker 
of  Charleston,  Dr.  C.  J.  Scurry  of  Greenwood,  Dr. 
A.  T.  Moore  of  Columbia  and  Dr.  L.  H.  MeCalla  of 
Greenville. 


Dr.  Paul  Colonna,  Professor  of  Orthopedics  from 
the  University  of  Pennsylvania  spoke  at  the  last  meet- 
ing of  tlie  South  Carolina  Orthopedic  Association  as 
well  as  the  meeting  of  the  Richland  County  Medical 
Society,  at  which  time  he  talked  on  CONGENITAL 
DISLOCATIONS  OF  THE  HIP.  Dr.  Colonna  was 
introduced  by  Dr.  William  A.  Boyd,  who  gave  a brief 
talk  on  progress  in  Orthopedic  Surgery  in  the  last 
half  century. 


For  the  second  time  a Consecutive  Case  Conference 
(Pembine  type)  was  sponsored  by  the  Trudeau  So- 
cieties of  South  Carolina,  Georgia,  and  Florida,  and 
held  at  Ponte  Vedra  Beach,  Florida,  on  October  26. 
27  and  28.  Cases  were  presented  from  the  South 
Carolina  Tuberculosis  Sanatorium,  State  Park,  by  Dr. 
Charles  E.  Gill  and  from  Pinehaven  by  Dr.  David  B. 
Gregg.  Dr.  Eugene  Y.  Smith,  Jr.  of  Charleston  was 
elected  Chairman  of  the  Steering  Committee  for  the 
third  Tri-State  Conference  to  be  held  at  Ponte  Vedra, 
October  18  and  19,  1957. 

At  the  Annual  Meeting  of  the  South  Carolina  Tru- 
deau Society  held  on  October  17,  the  following  new 
officers  were  elected:  President,  E.  Alex  Heise,  Nl.  D.. 
Sumter,  S.  C.;  Vice-President,  Frank  L.  Geiger,  M.  D., 
Columbia,  S.  C.;  and  Secretary-Treasurer,  John  M. 
Preston,  M.  D.,  Columbia. 
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DIAGNOSTIC  AID 


Reduced  Hypermotility  with  Pro-Banthine' 
Improves  Visualization 


Posterior-anterior  film:  definite  hyperper- 
istalsis with  poor  duodenal  visualization .* 


The  same  anticholinergic  action  which 
has  made  Pro-Banthine  (brand  of  pro- 
pantheline bromide)  the  outstanding 
therapeutic  agent  in  peptic  ulcer  has  also 
proved  valuable  in  diagnosis. 

By  controlling  the  hypermotility,  Pro- 
Banthine  may  permit  delineation  of  a 
lesion  otherwise  not  clearly  visualized. 

The  technic  is  simple:  If  the  first  set 
of  films  shows  hypermotility  but  no  filling 
defect  is  demonstrable,  reexamination  is 


Posterior-anterior  film  after  15  mg.  of  Pro- 
Banthine  intramuscularly:  chronic  duode- 
nal ulceration  clearly  disclosed. 


done  a few  minutes  after  intramuscular 
injection  of  15  mg.  or  a half  hour  after 
oral  administration  of  30  mg.  of  Pro- 
BanthTne. 

This  procedure  has  the  additional  ad- 
vantage of  demonstrating  the  patient's 
response  to  a given  dosage  of  the  drug. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois, 
Research  in  the  Service  of  Medicine. 


* Roentgenograms  courtesy  of  I.  Richard  Schwartz.  M.D., 
Kings  County  Gastrointestinal  Clinic,  Brooklyn,  N.Y. 


mini 
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Dr.  Charles  E.  Aimar  of  Charleston  is  to  be  asso- 
ciated in  the  general  practice  of  medicine  with  Drs. 
J.  Mcl.  Willeox  and  M.  J.  Coleman  in  Darlington. 

A native  of  Charleston,  he  was  graduated  from  the 
Medical  College  of  South  Carolina  in  1953.  He  served 
his  junior  internship  at  Roper  Hospital  in  Charleston 
and  interned  at  Philadelphia  General  Hospital  from 
1953  to  1954;  and  was  house  resident  physician  at 
Mullins  hospital  for  three  months  in  1954  before 
entering  the  Navy  as  a lieutenant  in  the  medical 
branch. 


A new  law  banning  ihe  practice  of  naturopathy  in 
South  Carolina  apparently  will  become  effective  soon. 

The  U.  S.  Supreme  Court  has  refused  to  hear  an 
appeal  from  a group  of  South  Carolina  Naturopaths 
against  the  law  enacted  by  the  1956  General  As- 
sembly. 

South  Carolina  courts  previously  upheld  the  law. 

The  U.  S.  court  said  it  found  no  substantial  federal 
question  involved. 

The  State  Supreme  Court  said  the  legislative  act 
was  “a  valid  exercise  of  the  police  power  of  the  state.” 

Requirements  for  the  treatment  of  illness  and  dis- 
ease, the  state  court  said,  “is  not  a judicial  question. 
It  is  one  of  legislative  authority  ” 


ANNOUNCEMENTS 


The  Academy  of  Medicine  of  Cincinnati  cordially 
invites  all  physicians,  their  families,  and  their  patients 
to  its  100th  Birthday  Party,  February  27  through 
March  5,  1957.  In  order  to  officially  observe  the 
occasion,  a Health  Museum  and  Exposition  will  be 
established  in  Cincinnati’s  spacious  and  historic  Music 
Hall.  One  hundred  and  seventy-five  health  and 
scientific  exhibits,  representing  medicine,  hospitals, 
research  centers,  public  health,  nursing,  pharmacy 
and  industry  will  be  displayed.  Notable  among  these 
exhibits  will  be  an  atomic  energy  exhibit  from  the 
American  Museum  of  Atomic  Energy  entitled  “Atoms 
for  Peace.” 

“Juno”,  a full-sized,  activated  manikin,  graciously 
loaned  for  the  occasion  by  the  Dominican  Republic, 
will  be  on  display.  Juno  is  operated  electrically,  and 
with  concurrent  recorded  narration,  will  demonstrate 
blood  vessels,  bones  and  organ  structures  of  the  body. 

Dr.  Paul  D.  White  and  Dr.  Walter  Alvarez,  noted 
medical  scientists  and  authors,  have  accepted  invita- 
tions to  be  among  the  distinguished  guest  speakers. 

The  Centennial  Convocation  will  be  held  on  the 
last  night  of  the  Exposition,  March  5,  1957.  The  Con- 
vocation address  will  be  given  by  Sir  Edward  Apple- 
ton,  Nobel  Laureate,  Edinburgh,  Scotland,  and  civic 
leaders,  officials  of  both  the  American  and  State  Med- 
ical Associations,  and  Government  dignitaries  will  take 
part  in  the  elaborate  ceremonies. 


DEATHS 


DR.  HAL  T.  THOMAS 

Dr.  Hal  T.  Thomas,  56,  resident  staff  physician  at 
State  Park  Sanatorium,  died  suddenly  of  a heart  at- 
tack on  October  19.  Dr.  Thomas  had  been  a staff 
member  at  the  South  Carolina  Sanatorium  for  a num- 
ber of  years. 


DR.  FRANK  R.  WRENN 

Dr.  Frank  R.  Wrenn,  72,  widely  known  radiologist 
and  for  many  years  president  of  the  Anderson  Mem- 
orial Hospital,  died  October  11,  1956. 

Dr.  Wrenn  came  to  Anderson  in  1919  as  the  first 
radiologist  at  the  Anderson  Memorial  Hospital.  He 
was  a pioneer  in  this  field  and  in  the  development  of 
that  hospital  during  his  many  years  of  service. 

During  his  residence  in  Anderson  Dr.  Wrenn  was 
active  in  religious,  civic,  and  fraternal  affairs  of  the 
community. 

A native  of  Siler  City,  N.  C.,  he  was  born  August 
31,  1884. 


DR.  JAMES  EDGAR  DOUGLAS,  JR. 

Dr.  James  Edgar  Douglas,  Jr.,  of  Winnsboro,  died 
November  17. 

Dr.  Douglas  was  born  in  New  Hope  community 
of  Fairfield  County  July  28,  1892.  He  was  graduated 
from  Erskine  College  and  the  Medical  College  of 
South  Carolina. 

He  practiced  medicine  at  Winnsboro  from  1920 
until  the  time  of  his  death. 


BOOK  REVIEWS 


THE  PERSON  BEHIND  THE  DISEASE,  by 
Julius  Bauer,  M.  D.  pp  136.  Grune  and  Stratton,  New 
York  1956. 

This  recent  summation  is  an  able  presentation  of  the 
author’s  well-known  and  provocative  ideas  on  the 
constitutional,  hereditary  and  psycho-somatic  in- 
fluences in  various  disease  states.  While  the  verbiage 
is  at  times  somewhat  involved,  the  serious  student  who 
is  interested  in  the  broad  philosophic  concepts  of 
what  makes  a man  what  he  is  will  find  much  to 
cogitate  upon.  This  book  is  not  aimed  at  those  inter- 
ested in  practical  therapeutics  but  rather  at  those  who 
are  trying  to  understand  “what  makes  Tommy  run?”. 
The  book  contains  an  adequate  bibliography  for  per- 
tinent current  literature  and  a modest  index.  It  is 
recommended  for  the  reader  oriented  to  the  gene,  the 
id,  the  ego,  and  the  total  personality  as  related  to  the 
problem  of  the  sick  person.  No  psychiatrist  nor  psycho- 
somatacist  should  be  without  it.  Many  of  us  ordinary 
doctors  will  read  it  with  profit. 

Fred  Kredel,  M.  D. 
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COLLAGEN  DISEASES,  John  H.  Talbott,  M.  D., 
and  R.  Moleres  Ferrandis,  M.  D.  New  York-London, 
Grune  & Stratton,  1956,  232  pages.  $6.50. 

This  monograph  deals  with  a limited  group  of 
diffuse  collagen  diseases  with  a grave  prognosis.  They 
have  reached  increased  prominence  because  of  their 
unknown  etiology,  their  relative  newness  to  many 
physicians,  new  therapeutic  agents  that  may  alter 
their  course  and  an  apparently  increased  incidence  in 
the  last  10  years.  The  diseases  included  in  this  mono- 
graph are  systemic  lupus  erythematosus,  polyarteritis, 
dermatomyositis,  systemic  scleroderma  and  thrombotic 
thrombocytopenic  purpura. 

The  authors  incite  the  reader  with  enthusiasm  for 
more  knowledge  of  these  closely  related  and  inter- 
related disease  entities  by  giving  in  the  preface,  a 
finger  nail  sketch  of  their  appearance  in  medical 
literature  by  different  well  known  medical  figures  at 
different  times,  and  their  enthusiastic  response  to  one 
and  another’s  observations.  They  continue  in  their 
introduction  to  be  more  specific  in  their  description  of 
this  group  of  diseases  and  their  relationship  to  one 
another.  It  is  at  this  time  that  it  can  be  sensed  that  a 
clear  differentiation  and  understanding  may  not  be 
reached. 

The  authors  have  made  an  attempt  to  produce  a 
concise  monograph  on  these  five  collagen  diseases. 
Their  writings  are  based  to  a certain  extent  on  personal 
observations,  discussions  and  reflections  over  the  past 
20  vears,  but  to  a major  extent  on  an  extensive  review 
of  the  literature.  To  substantiate  this  statement  is  a 
recorded  bibliography  of  540  references  which  are 
referred  to  virtually  at  the  end  of  almost  every 
sentence. 

The  monograph  does  leave  the  reader  better  in- 
formed, the  degree  depending  on  his  pool  of  knowl- 
edge before  reading.  He  is  stimulated  to  learn  more 
about  these  intriguing  diseases  that  defy  his  diagnosis, 
understanding  and  treatment.  He  is  left  with  a valu- 
able source  of  reference  material  to  delve  into  with 
specific  references  to  individual  points,  and  a very 
good  summary  of  the  individual  entities. 

Thomas  A.  Anderson,  M.  D. 


PROCEEDINGS,  WORLD  CONGRESS  OF  ANES- 
THESIOLOGISTS, edited  and  published  by  the  Inter- 
national Anesthesia  Research  Society,  Burgess  Pub- 
lishing Company,  Minneapolis,  1956.  Price  $5.00. 

The  world’s  largest  international  Congress  of  Anes- 
thesiologists was  held  at  Scheveningen,  The  Nether- 
lands, September  5-10,  1955.  Most  of  the  scientific 
papers  read  at  the  meeting  have  been  published  as 
the  Proceedings  by  the  International  Anesthesia  Re- 
search Society.  The  papers  were  presented  in  English, 
French,  or  German,  and  many  of  the  original  articles 
subsequently  were  published  in  medical  journals  in 
their  native  language,  yet,  all  of  the  papers  appearing 
in  the  Proceedings  have  been  translated  into  the  Eng- 
lish language.  Each  author  and  title  will  be  indexed 
in  the  Quarterly  Cumulative  Index  Medicus  and  the 


Current  List  of  Medical  Literature,  Armed  Forces 
Medical  Library. 

The  speakers  who  appeared  on  the  program  came 
from  many  countries  throughout  the  world.  Each  was 
chosen  because  of  his  outstanding  clinical  work  with 
some  particular  anesthesia  drug  or  technique,  or  be- 
cause of  his  research  contributions  within  a field 
directly  related  to  anesthesiology.  The  excellent  assort- 
ment of  scientific  papers  reflects  extensive  efforts  of 
the  Program  Committee  to  present  both  the  research 
and  the  clinical  aspects  of  anesthesiology  to  the  as- 
sembly. 

Among  other  contents,  this  volume  contains  here- 
tofore unpublished  laboratory  data  on  recent  anes- 
thestic  drugs  and  techniques,  a survey  of  the  academic 
and  clinical  status  of  anesthesiology  in  many  of  the 
foreign  countries  of  the  world,  and  detailed  instruc- 
tions for  the  clinical  use  of  many  infrequently  em- 
ployed techniques  such  as  hypothermia,  artificial 
hibernation,  and  hypotensive  anesthesia.  Consequently, 
the  Proceedings  appears  to  be  of  greatest  interest  to 
the  anesthesiologist  who  has  already  acquired  a back- 
ground knowledge  of  the  fundamentals  of  anesthesi- 
ology. 

John  M.  Brown,  M.  D. 


PROGRESS  IN  PSYCHOTHERAPY  1956.  Edited 
by  Frieda  Fromm- Reichmann  and  J.  L.  Moreno,  340 
pages.  Grune  & Stratton,  New  York.  Price  $8.50. 

This  book  is  probably  the  first  attempt  to  gather 
together  all  the  various  divergent  theories  and  prac- 
tices of  psychotherapy.  In  effect,  it  puts  down  in  pre- 
cise, reasonably  brief  form,  the  main  thoughts  and 
practices  of  all  the  leading  psychoanalytic  schools.  The 
goal  of  this  book  is  four-fold. 

First,  it  attempts  to  establish  in  stronger,  clearer 
tones,  the  rising  importance  of  the  psychological  ap- 
proach to  the  overall  problem  of  psychiatric  therapy. 
To  this  extent  it  has  the  advantage  of  making  psycho- 
analysis not  a separate  part  of  psychiatry,  but  a very 
integral  part  of  all  psychiatric  practice. 

Second,  it  studies  not  the  differences,  but  the 
similarities  between  the  various'  schools  of  psycho- 
therapy or  psychoanalysis.  Third,  by  stressing  the  im- 
portance of  the  doctor-patient  relationship,  it  makes 
the  psychotherapeutic  experience  a special  personal 
experience  in  which  all  parts  of  the  patient’s  emotional 
life,  no  matter  how  trivial  or  seemingly  unimportant, 
are  seen  as  distinctly  related  to  all  aspects  of  emotional 
life. 

Fourth,  this  book  breaks  through  the  sense  of  for- 
mer hopelessness  about  the  treatment  of  psychotic  pa- 
tients and  shows  conclusively  that  psychotherapy  is  a 
vital  and  growing  force  as  it  reaches  out  to  more  and 
varied  types  of  psychiatric  problems. 

This  book  could  be  of  interest  to  all  doctors  since  it 
discusses  and  demonstrates  psychotherapy  on  all 
levels  of  practice  with  a special  emphasis  on  the 
mechanisms  of  therapy,  rather  than  an  intellectual 
discussion  on  theory.  Norton  L.  Williams,  M.  D. 
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HYPO  - ADREN ALISM 

REPORT  OF  A CASE 


George  D.  Johnson,  M.  D.,  Samuel  E.  Elmore,  Jr.,  M.  D.  and  Fred  F.  Adams,  Jr.,  M.  D. 

Spartanburg,  S.  C. 


The  cortex  of  the  adrenal  glands  is  made 
up  of  three  layers,  the  zona  glomerulosa, 
zona  fasciculata,  and  the  zona  reticu- 
laris. These  layers  produce  at  least  thirty 
different  steroids.  Some  of  these  have  been  re- 
produced in  the  laboratory  but  the  exact 
function  of  most  of  them  is  still  obscure.  The 
extracts  may  be  divided  into  roughly  three 
groups : 

1.  One  which  regulates  electrolyte  and 
water  balance.  It  has  been  termed  the  “sodi- 
um-retaining” or  Na-hormone  or  “mineralo- 
corticoid.”  Large  amounts  of  cortisone  or 
hvdrocortisone  cause  retention  of  sodium  and 
chloride  but  desoxycorticosterone  or  desoxy- 
corticosterone  acetate  ( D O C A ) corrects  the 
sodium,  chloride,  and  water  loss  as  well  as 
the  abnormal  retention  of  potassium. 

2.  Carbohydrate  regulating  hormone.  The 
principal  one  of  this  group  is  hydrocortisone. 
Dr.  Albright  has  named  this  group  the  S.-hor 
mone  because  of  its  role  in  sugar  metabolism. 
There  is  some  evidence  that  it  is  also  in  some 
way  involved  in  fat  metabolism. 

3.  Androgenic  or  protein  building  hormone 
which  acts  like  testosterone  but  is  not  nearly 
as  powerful.  It  acts  bv  increasing  growth  of 
hair  in  the  pubic  and  axillary  region,  by  in- 
creasing retention  of  nitrogen,  potassium, 
phosphorus  and  sulfate. 

Reports  of  chronic  hypoadrenalism  are 
relatively  uncommon.  Talbot1  reported  nine 
cases  over  a period  of  15  years.  Panos2  re- 
ported sixteen  infants  and  children  with  the 
condition.  Jaudon,3  in  1946,  reported  59  pa- 
tients under  the  age  of  15  years  with  only  5% 


under  5 years  of  age.  From  the  vagueness  of 
some  symptoms,  and  the  temporary  involve- 
ment, there  must  be  many  cases  which  pass 
undiagnosed  and  recover  completely.  It  is 
also  quite  certain  that  some  infants  and  chil- 
dren die  of  this  condition  without  receiving 
any  treatment  simply  because  it  is  not  con- 
sidered. Indeed,  the  case  here  reported  would 
have  been  completely  overlooked  had  the 
father  not  casually  mentioned,  after  the  case 
had  been  discussed  for  some  time,  that  the 
child  craved  salt. 

The  cause  of  hypoadrenalism  is  anything 
that  might  affect  the  adrenal  glands:  hemor- 
rhage, tumor,  injury,  infection,  and  simple 
hyperplasia.  Hyperplasia  and  tumor  act  by 
invading  the  areas  where  the  different  hor- 
mones are  produced  and  thus  reducing  the 
output  of  that  particular  steroid.  Tuberculosis 
used  to  be  the  most  common  cause  but  in 
Talbot’s  nine  cases  only  one  seemed  to  have 
been  brought  about  by  tuberculosis.  Moore4 
reported  a case  which  responded  well  to  treat- 
ment for  a while  then  died.  Autopsy  revealed 
cystic  involvement  of  both  adrenals. 

From  the  well  known  fact  that  a large 
number  of  cases  respond  well  to  treatment  it 
is  obvious  that  whatever  causes  the  dysfunc- 
tion originally  is  temporary  and  is  in  some 
way  compensated  for  because  treatment  can 
often  be  discontinued. 

Treatment  is  simple,  effective,  and  if  the 
patient  has  no  fatal  tumor  or  infection,  tempo- 
rary. Salt  by  mouth  or  intravenously  in  some 
cases  is  essential.  D O C A intramuscularly  or 
aqueous  cortical  extract  is  very  effective.  The 


former  should  be  given  in  doses  from  0.3  mgm 
to  5 mgm  per  day  or  less  often  as  circum- 
stances demand.  Aqueous  cortical  extract  may 
be  given  intravenously  or  subcutaneously  fre- 
quently and  in  large  doses  until  the  crisis  has 
passed.  After  D O C A has  been  administered 
two  or  three  times  a week  intramuscularly  for 
several  weeks,  a maintenance  dose  may  be 
sustained  by  implantation  of  a pellet  sub- 
cutaneously. This  allows  absorption  of  about 
0.3  mgm  daily  for  a year.  Cortisone  in  addi- 
tion to  desoxycorticosterone  is  nearly  always 
indicated.  Each  case  requires  different  treat- 
ment depending  upon  degree  of  involvement. 

Symptoms  vary  from  case  to  case  and  in 
severity.  Among  Talbot’s  proven  cases  fatigue 
and  weakness,  nausea  and  vomiting,  dehydra- 
tion, pigmentation,  and  laboratorv  abnormali- 
ties were  present  in  practically  all  his  patients. 
Faintness,  anorexia,  weight  loss,  salt  craving, 
and  convulsions  occurred  in  almost  50%  of 
the  cases.  Panos  on  the  other  hand  felt  that 
the  diagnosis  still  depends  upon  “critical  clin- 
ical observation.” 

The  eosinophil  count  failed  to  decrease 
properlv  in  4 of  8 cases.  Oral  glucose  tolerance 
tests  were  performed  in  4 cases,  two  were  nor- 
mal and  two  were  flat. 

Pigmentation  was  conspicuously  absent  in 
all  of  16  cases  except  one  which  showed  only 
a mild  discoloration. 

In  his  series  the  most  common  symptoms 
were  persistent  dehydration,  vomiting,  failure 
to  gain,  polydipsia,  and  polyuria. 

Not  mentioned  by  Panos  but  quite  common 
in  Talbot’s  experience  were  microcardia  and 
less  commonly  hypotension. 

When  one  considers  the  large  number  of 
steroids  involved  and  the  various  degrees  to 
which  the  different  cell  layers  may  be  in- 
volved, it  is  no  wonder  that  there  is  such 
marked  variation  in  symptoms,  not  only  in 
kind  but  degree.  This  places  even  more  re- 
sponsibility on  the  diagnostic  acumen  of  the 
physicians. 

Report  of  Case:  D.  O.,  age  2%  years,  male,  7 lb.  at 
birth,  delivered  by  physician  in  Woodruff.  In  good 
condition  at  birth.  Never  very  sick.  Had  DPT  but  no 
smallpox  or  Salk  vaccine.  Had  some  vitamins.  Still 
takes  bottle.  For  several  months  child  lias  been  lying 
around.  Plays  very  little,  eats  nothing,  the  bowels  are 


all  right.  Craves  salt,  eats  it  by  handfuls  and  will 
swipe  a salt  cellar  from  the  table,  go  behind  the  door, 
and  eat  all  he  can. 

Physical  examination  showed  a fairly  well  developed 
and  nourished  thin  boy  like  his  father.  Everything 
about  him  was  within  normal  limits  except  perhaps 
lie  was  a little  more  puny  and  weaker  than  the  average 
boy  his  age.  The  only  abnormal  pigmentation  was  some 
irregular  discoloration  of  his  chin  which  had  been 
present  for  about  6 weeks.  He  weighed  29  lbs.  His 
hemoglobin  was  below  7.5  gm.,  white  count  7,100; 
segs  37;  lymphs  62;  basophils  1;  potassium  4.5/L; 
sodium  140  meQ  L;  chloride  550  nigm/lOO  ml. 
blood;  N.  P.  N.  36  mgm  100  ml.  blood. 

He  was  started  on  Percorten  which  is  desoxycortico- 
sterone acetate  or  D O C A in  oil,  0.5  mgm.  intra- 
muscularly daily  and  delta-l-hydrocortisone  acetate 
( Dcltacortef ) 2.5  mgm.  twice  daily.  He  was  allowed 
all  the  salt  he  wanted  and  iron.  The  bottle  was  stop- 
ped. 

On  July  9,  1956,  19  days  later,  he  weighed  27  % 
lbs.,  lie  craved  no  more  salt,  and  he  ate  poorly  still 
but  he  played  well  and  was  more  active.  The  dis- 
coloration on  his  chin  had  cleared  up.  Percorten  was 
reduced  to  every  other  day.  On  July  27  Percorten 
was  reduced  to  once  a week. 

When  last  seen,  August  24,  he  weighed  28%  lbs. 
He  still  didn’t  eat  much.  Played  well.  He  had  com- 
plained of  his  stomach  2 or  3 times.  His  hemoglobin 
was  up  to  9.5  gm.  The  father  felt  that  the  child  was 
definitely  better  in  every  respect  except  that  he  was 
unable  to  control  his  urine. 

Comment:  The  only  finding  in  this  case 
which  caused  consideration  of  the  adrenals 
was  the  craving  for  salt.  All  the  laboratory 
tests  done  were  normal  except  for  the  hemo- 
globin which  most  likely  was  due  to  milk 
anemia.  Cause  of  his  adrenal  cortex  dysfunc- 
tion has  not  been  ascertained.  Certainly  he 
should  have  a Hat  plate  of  the  abdomen  for 
calcification  and  a tuberculin  test.  He  has 
improved  a great  deal,  but  is  still  not  well, 
the  loss  of  control  of  his  bladder  may  be  due 
to  too  little  Percorten.  That  was  increased  to 
every  other  day.  The  eosinophile  test  might 
have  been  helpful,  but  with  a craving  for  salt 
that  he  had  what  other  disease  could  be  con- 
sidered seriously?  He  was  not  clinically  de- 
hydrated, but  he  may  have  had  microcardia 
which  is  present  in  nearly  all  of  these  patients 
due  to  extra-cellular  dehydration. 

Summary:  A case  of  hypodrenalism  in  a 2% 
year  old  boy  is  reported.  Cause  unknown.  He 
is  improving  with  the  use  of  D O C A,  Delta- 
cortef,  and  salt.  The  prognosis  is  indefinite  be- 
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cause  the  cause  has  not  been  determined.  A 
plea  to  keep  in  mind  this  easily  treated  condi- 
tion is  made.  Only  the  craving  for  salt  alerted 
the  physician  to  the  involvement  of  the 
adrenals. 
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PENICILLIN  STUDIES  IN  GONORRHEA 
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Persistent  public  health  efforts  have  re- 
duced tremendously  the  incidence  of 
syphilis  in  the  past  few  years,  but  the 
incidence  of  gonorrhea  continues  to  be  the 
baffling,  embarrassing  and  an  intractable  head- 
ache of  the  venereologist.  Under  the  auspices 
of  the  U.  S.  Public  Health  Service  and  the 
South  Carolina  State  Board  of  Health,  a study 
was  undertaken  at  the  Richland  County  Health 
Department  to  seek  some  explanation  of  the 
very  high  treatment  failure  rate  in  gonorrhea 
in  the  female. 

As  early  as  1948  Hagerman1  and  others  had 
pointed  out  that  many  of  the  normal  bacterial 
flora  of  the  rectum  produce  an  anti-penicillin 
enzyme  — penicillinase  — and  had  offered 
the  theory  that  rectal  reservoirs  of  gonococci, 
protected  by  this  penicillinase  while  cervical 
and  urethral  organisms  were  being  destroyed 
by  penicillin,  might  be  responsible  for  relapses 
in  female  patients  with  gonorrhea.  With  this 
in  mind  a simple  plan  of  investigation  was 
adopted  which  included  all  females  who  came 
to  the  venereal  disease  clinic. 

A smear  and  culture  were  taken  from  the 
cervix  of  each  patient;  the  urethra  was  ex- 
amined and  a smear  and  culture  were  taken 
only  in  cases  presenting  clinical  evidence  of 
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infection;  each  patient  was  examined  with 
the  proctoscope  and  a smear  and  culture  were 
taken  from  the  rectal  wall.  A brief  history 
searching  for  rectal  disorders  such  as  bleeding, 
pain  or  mucus  was  taken.  Examination  of 
slides  was  so  inconclusive  because  of  technical 
difficulties  that  they  were  abandoned  after  the 
first  200  and  this  report  is  based  on  the  results 
of  cultures  only. 

In  accordance  with  the  technique  set  up  by 
Dr.  James  D.  Thayer  of  Chapel  Hill,  swabs 
were  streaked  on  plates  containing  Difco 
G C Media,  Baeto  hemoglobin,  Bacto  supple- 
ment A and  penicillinase.  After  incubation  at 
35°  C.  for  a period  of  48  hours  in  an  approxi- 
mate 10%  COL.  environment  the  plates  were 
tested  with  a 1%  solution  of  Oxidase  reagent 
and  suspicious  colonies  were  stained  by  the 
method  of  Gram  to  assure  typical  morphology. 
These  Gram-negative  diplococci  were  emul- 
sified in  beef-brainheart  broth  and  sub-cul- 
tured on  Difco  Proteose  #3  agar  for  purifica- 
tion. The  organisms  were  again  stained  and 
the  final  identification  was  accomplished  by 
growing  them  in  the  sugars.  Gonococci  show 
fermentation  of  dextrose  only,  but  grow  on 
the  surface  of  both  dextrose  and  maltose.  This 
growth  was  again  checked  by  Gram’s  stain. 

Treatment  consisted  of  a single  injection 
of  600,000  units  of  penicillin-G  in  sesame  oil 
with  2%  aluminum  monostearate  added.  This 
is  the  commonly  used  “PAM  and  is  the  routine 
treatment  recommended  by  the  Public  Health 
Service.  All  patients  were  treated  on  the 
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initial  visit  and  told  to  return  to  the  clinic  in  7 
days  for  a repetition  of  their  cultures.  They 
continued  to  be  examined  at  seven-day  inter- 
vals until  two  consecutive  negative  cultures 
were  obtained.  Positive  cultures  were  sent  to 
the  Venereal  Disease  Experimental  Laboratory 
in  Chapel  Hill,  North  Carolina  for  penicillin 
sensitivity  studies. 

Results  of  these  series  are  shown  in  Table  1. 
A treatment  failure  rate  of  24.4  per  cent  was 
seen  when  600,000  units  of  penicillin  was 
used  and  the  patients  were  checked  on  the 
seventh  and  fourteenth  post-treatment  days. 
This  first  series  included  135  patients,  13  of 
whom  were  found  to  be  positive  6-10  days 
following  treatment.  These  represent  9.6  per 
cent  of  the  total,  or  12.3  per  cent  of  those 
actually  examined  in  this  period.  By  11-15 
days,  24  were  positive — 17.8  per  cent  of  the 
total  or  19.8  per  cent  of  those  examined  6-15 
days  following  treatment.  By  30  days  follow- 
ing treatment,  33,  or  24.4  per  cent,  had  posi- 
tive cultures.  Of  these  33,  13  had  a negative 
culture  preceding  the  positive.  These  13  could 
represent  reinfections,  although  a single  nega- 
tive culture  does  not  rule  out  the  presence  of 
gonorrhea.  Nor  could  reinfection  be  ruled  out 
in  those  who  were  positive  on  first  post- 
treatment  examination  since  from  7 to  22  days 
had  intervened  following  treatment,  allowing 
ample  time  for  re-infection. 

After  analysing  this  first  group  of  135  pa- 
tients with  a treatment-failure-rate  of  24.4  per 
cent,  which  seemed  excessively  high  to  us, 
certain  changes  were  made  in  the  previously 
outlined  routine. 

First:  The  dosage  of  penicillin  was  trebled 
— making  it  one  million,  eight  hundred  thou- 
sand units — to  insure  adequacy  of  treatment. 
Second:  The  post-treatment-observation  sched- 
ule was  reduced  to  three  and  seven  days  to 
minimize  the  chance  of  reinfection.  Third:  A 
control  group  consisting  of  males  with  clinical 
gonorrhea  was  studied  to  determine  the  per- 
centage of  false  negative  cultures  being  ob- 
tained. Fourth:  An  effort  was  made  to  deter- 
mine just  where  in  the  menstrual  cycle  the 
examination  occurred  in  order  to  see  if  the 
cervical  pH  had  any  effect  on  the  culture 
findings. 


TABLE  I. 

COMPARISON  OF  2 ml.  AND  6 ml.  OF  PAM  IN 
THE  TREATMENT  OF  GONORRHEA  IN  THE 
FEMALE. 

Cultures:  1 Cervical,  1 Rectal 


Results  of  Cultures 
Following  Treatment 

2 ml. 

Follow-up 
7 and  14  days 

G ml. 

Follow-up 
3 and  7 days 

Number 

Percent 

Number  Percent 

Positive 

33 

24.4 

3 

4.6 

2 Consecutive  Negatives 

94 

69.6 

60 

92.3 

Single  Negative 

8 

5.9 

2 

3.1 

TOTAL 

135 

100.0 

65 

100.0 

A second  series  of  patients  was  then  treated 
with  1,800,000  units  of  PAM,  3 times  the  dos- 
age of  the  first  series.  A comparison  of  residts 
in  the  two  series  is  shown  in  Table  1.  It  will 
be  observed  that  the  failure  rate  dropped  from 
24.4  per  cent  following  600,000  units  to  4.6 
per  cent  following  1,800,000  units.  Of  the  65 
patients  treated  with  the  larger  dosage,  57 
were  examined  in  the  1-5  day  period  and  all 
were  negative.  Two  of  these  negative  patients 
were  later  positive,  one  at  10  and  one  at  16 
days  following  treatment.  A third  patient,  first 
examined  at  11  days,  was  positive  at  that  time. 
Because  of  the  generous  amount  of  treatment 
it  was  felt  that  these  3 patients,  or  4.6  per  cent 
of  those  treated,  in  all  probability  had  been 
re-infected. 

This  probable  reinfection  rate  of  4.6  per 
cent  among  patients  treated  with  6 ml.  of 
PAM  would  seem  to  minimize  the  proportion 
of  the  24.4  per  cent  positive  cultures  following 
2 ml.  of  PAM  which  could  be  attributed  to  re- 
infection. However,  the  longer  observation 
schedule  of  7 and  14  days  in  the  first  series 
afforded  a greater  opportunity  for  re-infection 
than  the  observation  schedule  of  3 and  7 days 
in  the  second  series. 

Since  2 ml.  (or  600,000  units)  of  PAM  has 
long  been  the  recommended  schedule  for  the 
treatment  of  gonorrhea  it  was  felt  that  more 
concrete  proof  of  its  inadequacy  was  needed. 
Two  additional  groups  of  patients  were 
treated,  one  with  2 ml.,  the  other  with  6 mb 
The  follow-up  schedule  was  the  same,  3 and  7 
days,  and  both  groups  had  pre-treatment  and 
post-treatment  cervical  and  rectal  cultures 
from  2 sites.  The  race  and  age  distribution  was 
also  similar.  In  the  group  treated  with  2 ml., 
96  per  cent  were  Negro  and  81  per  cent  were 
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under  25  years  of  age.  In  the  group  treated 
with  6 ml.,  93  per  cent  were  Negro  and  77  per 
cent  were  under  25  years  of  age. 


TABLE  II. 

COMPARISON  OF  2 ml.  AND  6 ml.  OF  PAM  IN 
THE  TREATMENT  OF  GONORRHEA  IN  THE 
FEMALE. 

Cultures:  2 Cervical,  2 Rectal 
Follow-up  Schedule:  3 and  7 days 


2 ml. 

6 ml. 

Following  Treatment  Number 

r'ercent  Number 

Percent 

Positive 

13 

16.8 

4 

3.8 

2 Consecutive  Negatives 

58 

75.3 

94 

88.7 

Single  Negative 

6 

7.8 

8 

7.5 

TOTAL 

77 

100.0 

106 

100.0 

The  group  treated  with  2 ml.  (Table  II)  in- 
cluded 77  patients.  In  the  1-5  day  observation 
period,  6 had  positive  cultures.  These  repre- 
sent 7.8  per  cent  of  the  total,  or  9.7  per  cent 
of  those  examined  in  this  period.  This  latter 
figure  may  be  considered  the  minimum  failure 
rate  in  this  series.  By  21-25  days  following 
treatment,  the  number  with  positive  cultures 
had  increased  to  13,  or  16.8  per  cent  of  those 
treated.  Negative  cultures  preceded  the  posi- 
tive cultures  in  6 of  the  13  cases. 

The  group  treated  with  6 ml.  included  106 
patients.  As  in  the  previous  series  of  patients 
treated  with  6 ml.,  no  positive  cultures  were 
found  in  the  1-5  day  observation  period.  A 
total  of  four  patients,  or  3.8  per  cent,  had 
positive  cultures  later — from  8 to  32  days 
following  treatment.  In  3 of  the  4 cases,  posi- 


tive cultures  were  preceded  by  negative  cul- 
tures. 

Assuming  that  6 ml.  of  PAM  is  100-per  cent 
effective  in  the  treatment  of  gonorrhea  and 
that  the  probability  of  re-infection  was  equal 
in  both  the  2 ml.  and  6 ml.  series  of  patients, 
the  failure  rate  following  2 ml.  of  PAM  would 
range  from  9.2  to  16.8  per  cent. 

There  were  11  patients  treated  with  2 ml. 
and  27  patients  treated  with  6 ml.  who  were 
incarcerated  between  treatment  and  the  fol- 
low-up examinations.  Three  of  the  11  treated 
with  2 ml.  of  PAM  had  positive  cultures  follow- 
ing treatment,  but  none  was  observed  in  the 
27  treated  with  6 ml.  Although  these  numbers 
are  small,  they  add  further  proof  of  the  in- 
adequacy of  2 ml.  of  PAM  in  the  treatment  of 
gonorrhea. 

Conclusions 

Though  not  conclusive  because  of  the 
limited  number  of  cases,  there  is  evidence 
that: 

1.  Rectal  gonorrhea  in  females  is  not  the 
cause  of  treatment-failure. 

2.  Six  hundred  thousand  units  (2  ml.)  of 
PAM  is  insufficient  treatment  for  females 
with  gonorrhea. 

3.  One  million  eight  hundred  thousand  units 
(6  ml.)  of  PAM  is  sufficient  treatment 
for  females  with  gonorrhea. 

This  experimental  work  done  under  grant  from 
U.  S.  P.  H.  S. 
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General  Principles  In  The  Treatment  of  Acute 
Burns,  Kenneth  Pickrell,  M.  D.,  Nicholas  Georgiade, 
M.  D.,  Hugh  Crawford,  M.  D.,  Carter  Maguire,  M.  D. 
(Charleston),  Postgrad.  Med.,  20;26,  1956. 

When  first  seen  in  the  emergency  room  the  burned 
patient  is  subjected  to  minimal  debridement  and 
cleansing  and  is  enclosed  in  a compression  type 
dressing  to  maintain  sterility,  prevent  infection  and 
minimize  edema.  Whole  blood  remains  the  bulwark 
of  intravenous  therapy  in  the  treatment  of  shock  and 
extensive  burns.  One  ml.  of  blood  is  given  for  each 
kilogram  of  body  weight  multiplied  by  the  percentage 
of  body  surface  burn.  Then,  one  ml.  of  electrolyte 
solution  is  given  for  each  kilogram  of  body  weight 
multiplied  times  the  percentage  of  the  burn  surface. 
The  required  amount  of  electrolyte  solution  is  divided 
equally  between  0.9%  soduim  chloride  and  5%  dex- 


trose in  water.  These  figures  represent  the  require- 
ments for  the  first  24  hours  of  the  bum  and  they  are 
reduced  by  50%  during  the  second  24  hours.  After 
the  second  24  hours,  the  intravenous  fluid  require- 
ments and  the  general  care  of  the  patient  are  governed 
by  the  clinical  course  which  cannot  be  outlined  in 
formula  style. 

Burns  involving  the  mouth  or  the  nose  or  the  upper 
respiratory  tract  should  be  subjected  immediately  to 
a prophylactic  tracheotomy.  Burns  involving  the  eyes 
should  be  seen  by  an  ophthalmologist  and  it  is  im- 
perative that  cocaine  not  be  placed  in  the  eyes  since 
this  produces  softening  of  the  cornea. 

The  burned  eschar  is  removed  surgically  as  soon  as 
the  condition  of  the  patient  will  warrant  it,  and  skin 
grafts  are  applied  to  the  burned  areas  as  soon  as  it  is 
possible. 
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DEPRESSED  SKULL  FRACTURE 

IN  UTERO 

A CASE  REPORT  AND  REVIEW  OF  THE  LITERATURE 

Alfred  E.  Rawl,  M.  D. 

Charleston,  S.  C. 


The  bones  of  the  cranial  vault  as  a rule 
contain  less  calcium  at  birth  than  shortly 
thereafter.  The  amount  of  calcium  is  in 
direct  proportion  to  the  size  of  the  fetus.  The 
elasticity  of  the  bones  of  the  calvarium,  which 
are  separated  only  by  membraneous  sutures, 
permits  alteration  in  the  shape  of  the  head  and 
thus  delivery  without  damage  to  the  bones 
themselves. 

Undue  pressure  by  the  symphysis  pubis  or 
the  promontory  of  the  sacrum  on  a segment 
of  one  parietal  bone  may  result  in  depression 
of  that  segment.  This  is  usually  not  a true 
fracture,  since  the  actual  continuity  of  the  bone 
is  not  broken,  but  a snapping  inward  of  a thin 
resilient  portion  of  the  involved  bone.  Al- 
though no  resulting  symptoms  are  noted  from 
the  depression  the  possibility  of  long  standing 
pressure  on  the  underlying  cortex  indicates 
operative  elevation  of  the  depressed  segment. 

If  a fracture  does  occur,  the  fracture  line 
usually  follows  the  normal  plane  of  cleavage. 
In  the  case  presented  the  fracture  in  the  right 
parietal  bone  extended  from  the  margin  to- 
ward the  center,  as  would  be  expected.  Only 
with  excessive  pressure  does  a fracture  line 
occur  at  right  angles  to  the  cleavage  plane. 

Case  report:  A 38  year  old  colored  female,  gravida 
4.  para  3 was  admitted  to  Roper  Hospital  in  active 
labor.  She  had  one  living  child  which  weighed  5 lbs. 
at  birth.  The  other  pregnancies  terminated  in  a still- 
born at  five  months  and  a full  term  stillborn,  ap- 
parently hydrocephalic.  The  latter  required  macera- 
tion of  the  fetal  skull  for  delivery.  As  the  patient  had 
been  in  active  labor  for  18  hours,  pelvimetry  was 
ordered  on  admission.  The  measurements  were  as 
follows:  actual  inlet,  AP  8 cm.,  transverse  12  cm., 
mid-pelvis,  AP  10.3  cm.  and  bispinous  9.6  cm. 
According  to  the  Colcher-Sussman  system  the  actual 
inlet  and  the  mid  pelvis  were  both  contracted.  There 
was  radiographic  evidence  of  depression  of  the  fetal 
skull  in  the  right  temporoparietal  region,  the  head 
being  forced  against  the  sacral  promontory.  Prepara- 
tions for  cesarean  section  were  made  but  the  patient 
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delivered  spontaneously  on  the  way  to  the  operating 
room. 

The  infant,  a male,  weighed  5 lbs.  and  8V2  ozs. 
and  appeared  normal  in  every  respect  except  for  the 
depressed  area,  which  measured  4x3  cm.  over  the 
right  parietal  region.  Surgery  was  performed  and  the 
depressed  segment  of  the  right  parietal  bone  was 
elevated.  Radiographs  taken  prior  to  surgery  failed  to 
demonstrate  a depression,  but  showed  fracture  lines  in 
the  right  parietal  bone  with  rather  marked  soft 
tissue  swelling  over  the  right  occipito-parietal  area. 
The  post-operative  course  was  uneventful  and  the  in- 
fant was  discharged  on  the  fourth  post-operative  day. 

A review  of  the  records  of  Roper  Hospital 
since  1936  and  an  extensive  review  of  the 
literature  revealed  3 cases  of  depressed  skidl 
fractures  in  utero,  other  than  that  presented 
above.  Of  these  3 cases  one  was  proven  sur- 
gically, there  was  radiographic  evidence  on  a 
second  and  the  third  was  not  proven.  They 
were  as  follows: 

Case  1 : A twin  delivery  in  which  the  head  of  the 
first,  a breech  presentation,  became  arrested  at  the 
pelvic  brim.  Following  delivery  a large  depressed 
fracture  of  the  skull  in  the  right  temporo-parietal 
region  was  noted.  Approximately  ten  hours  after  de- 
livery the  infant  convulsed.  A definite  left  facial  weak- 
ness and  left  sided  paresis  were  noted.  A depressed 
fracture  in  the  right  temporo-parietal  region  was  ele- 
vated by  the  surgeon.  A small  subdural  hematoma  was 
also  encountered  and  was  drained.  Recovery  was  un- 
eventful.1 

Case  2:  Showed  radiographic  evidence  of  a de- 
pressed fracture  in  the  right  parietal  area  in  utero. 
The  mother,  having  been  involved  in  an  automobile 
accident,  gave  radiographic  evidence  of  fractures  of 
both  pubic  rami  on  the  right.  The  infant  was  delivered 
by  cesarean  section  and  the  depressed  area  over  the 
right  parietal  bone  was  noted.  The  depression  dis- 
appeared spontaneously  over  a two  week  period.  At 
the  time  of  this  case  report  (1940)  the  baby  was  one 
year  old  and  completely  asymptomatic.2 

Case  3:  Separation  of  the  left  parietal  and  the  squa- 
mous portion  of  the  temporal  bone  from  one  another 
and  from  the  rest  of  the  skull  was  noted  in  a stillborn. 
It  was  evident  to  the  attending  physician  that  the 
cause  of  intra-uterine  death  was  due  to  forceful  jam- 
ming between  the  opposing  sides  of  the  pelvic  brim. 3 
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Summary: 

A case  report  of  depressed  skull  fracture  in 
utero  involving  the  right  parietal  hone  has 
been  reported.  A brief  discussion  of  the 
mechanism  involved  is  given.  A review  of  the 
literature  revealed  only  3 other  cases,  which 
have  been  briefly  reiterated. 
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Pain  Syndromes  in  Acute  Abdominal  Diseases,  by 
K.  M.  Lippert,  M.  D.,  Columbia,  Tri-State  M.  J.  4:10, 
June  1956. 

Pain,  as  we  know  it,  varies  in  character  according 
to  the  attributes  of  the  stimuli  which  roach  the  sensory 
portions  of  the  brain.  The  circumstances  under 
which  the  stimuli  originate,  including  the  time  of 
day  and  the  diverting  interests,  modify  the  severity 
of  pain  produced  by  trauma  or  disease.  It  is  possible 
that  psychologically  the  pain  reaction  in  human  beings 
may  be  a substitute  for  fear  response  observed  in 
animals. 

It  may  be  said  that  the  analysis  of  pain  associated 
with  abdominal  disease  as  a means  of  diagnosis  can 
follow  no  simple  formula.  It  is  necessary  to  tune  our 
diagnostic  acumen  carefully  in  order  that  the  psychic 
response  to  noxious  stimuli  in  the  ill  patient  will  not 
mislead  us  in  evaluating  the  magnitude  of  the  dis- 


ease process.  Pain-producing  stimuli  from  abdominal 
organs  travel  centrally  through  the  afferent  sympa- 
thetic system.  When  noxious  stimuli  from  an  ab- 
dominal organ  arrive  in  a given  segment  of  the  spinal 
cord  at  a sufficient  rate,  the  phenomena  of  summation 
occurs  and  there  is  an  overflow  of  these  stimuli  into 
the  appropriate  segmental  nerve  root  which  supplies 
the  embryologic  dermatome  from  which  the  organ 
arose  in  its  fetal  development.  Hence  the  segmental 
reference  of  pain  sensation  in  most  abdominal  disease. 
When  tl  le  disease  process  extends  beyond  the  confines 
of  the  organ  itself,  localized  pain,  muscle  spasm,  and 
skin  hypersensitivity  further  amplify  or  confuse  the 
picture.  It  is  necessary  then  to  observe  the  changing 
pain  syndrome  in  an  abdominal  disease  through  the 
eyes  of  the  embryologist,  the  neurologist,  and  the 
anatomist  to  fully  appreciate  the  disease  picture. 


February,  1957 


45 


MALIGNANT  PHEOCHROMOCYTOMA 

G.  B.  Hodge,  M.  D.,  W.  C.  Haggerty,  M.  D.  and  Joseph  Hodge,  M.  D. 


There  has  been  an  intensified  interest  in 
the  past  decade  in  the  treatment  of 
hypertension.  Pheochromocytoma  may 
be  a cause  of  paroxysmal  or  sustained  hyper- 
tension. 

In  1949,  one  of  the  authors1  reported  a case 
of  a functioning  adrenal  medullary  tumor  in  a 
41-year  old  white  married  female.  At  that 
time  the  pathological  diagnosis  was  benign 
pheochromocytoma.  The  patient’s  subsequent 
clinical  course  over  the  next  five  years  forms 
the  basis  of  this  report. 

Case  Report 

G.  R.  C.  No.  12527 : The  patient  is  a 46-year  old 
white  married  female  who  was  the  subject  of  a report 
in  19484  At  that  time  (April  17,  1948)  she  was  ad- 
mitted to  the  Spartanburg  General  Hospital  with  a 
three  and  one-half  year  history  of  severe  suboccipital 
headaches,  vertigo,  nausea,  vomiting,  dyspnea,  ortho- 
pnea, and  swelling  of  the  thyroid  gland. 

Following  these  attacks  she  would  become  cold, 
clammy,  moist,  and  experience  a “run-down  feeling." 

Two  years  previously  the  patient  was  told  that  her 
blood  pressure  was  180  systolic.  On  the  day  before 
hospitalization  her  blood  pressure  was  1/8/116. 

The  general  physical  examination  was  reported  to 
be  negative.  Her  hemoglobin  was  59%,  the  RBC 
4,470,000  and  the  WBC  6,350.  A BMR  was  plus  13 
and  the  EGG  was  normal. 

It  was  the  opinion  of  one  of  the  authors  (JDN)  that 
the  patient  had  anemia,  hypertension,  and  her 
climacteric,  lie  prescribed  sedatives  and  administered 
Theelin. 

The  following  day  the  patient  began  having 
“crises.”  On  admission  to  the  hospital  in  the  afternoon, 
she  was  in  circulatory  collapse  and  was  cyanotic.  She 
was  vomiting  and  had  a brief  period  of  apnea.  She 
complained  of  severe  suboccipital  headaches  with 
radiation  down  the  spine  to  the  sacrum. 

The  patient  was  seen  in  surgical  consultation  by 
Dr.  G.  B.  Hodge  who  suggested  the  possibility  of  a 
functioning  adrenal  medullary  tumor. 

This  diagnosis  was  established  clinically  when  the 
surgical  consultant  was  able  to  reproduce  a “crisis" 
as  the  left  abdominal  flank  was  being  palpated.  Her 
blood  pressure  before  the  crisis  was  80  /60  and  soon 
afterwards  rose  to  260,160. 

From  the  Hodge  Clinic,  3 Catawba  Street,  Spartan- 
burg, South  Carolina 


Due  to  her  precarious  condition,  additional  studies 
were  not  deemed  feasible  or  necessary  and  on  April 
26,  1948,  she  was  explored. 

A 76-gram,  well-encapsulated  tumor  mass  was  re- 
moved from  the  right  supra-renal  region.  There  was 
hyperplasia  of  the  left  adrenal  gland.  No  accessory 
adrenal  tissue  was  encountered.  The  pathologist  re- 
ported the  lesion  to  be  a benign  pheochromocytoma. 

The  patient  had  a relatively  uneventful  post  opera- 
tise course  and  was  discharged  from  the  hospital  on 
May  5,  1948.  Three  months  later  her  blood  pressure 
was  104  78,  and  she  was  completely  asymptomatic 
and  active. 

The  patient  did  well  for  a perod  of  four  and  one- 
halt  years.  On  April  11,  1953,  she  was  readmitted  to 
the  Spartanburg  General  Hospital  with  a history  of 
severe  paroxysms  of  headache,  cardiac  palpitation,  and 
tightness  in  the  chest  and  neck.  These  attacks  woidd 
last  from  a few  minutes  to  several  hours  and  had  been 
noted  off  and  on  for  a period  of  six  months.  The  at- 
tacks had  become  more  severe  and  more  frequent. 

The  examination  revealed  a blood  pressure  of 
230  140.  The  retinal  vessels  were  tortuous  and  the 
veins  distended.  There  was  no  papilledema.  The  lungs 
were  clear  to  auscultation  and  percussion,  and  the 
heart  was  normal  in  size.  The  rate  and  rhythm  were 
also  normal.  There  was  no  murmur.  The  pulse  was 
strong.  The  abdominal  examination  revealed  tender- 
ness in  the  right  costo-vertebral  angle.  No  masses  or 
liver  enlargement  were  made  out. 

A diagnosis  of  recurrent  adrenal  medullarv  tumor 
was  made.  The  possibility  of  another  functioning 
pheochromocytoma  was  likewise  considered. 

The  microscopic  slides  of  the  initial  tumor  were  re- 
viewed and,  on  re-study,  it  was  felt  that  the  initial 
lesion  represented  a malignant  pheochromocytoma. 
There  were  areas  of  invasion  of  the  capsule  as  well  as 
scattered  mitosis. 

The  Regitine  ( phentolamine-HCl ) and  Benodiane 
( piperoxan-HCI ) tests  were  both  positive.  The  electro- 
cardiogram revealed  a diaphasic  T1  and  T2,  and  T3 
was  inverted.  The  chest  roentgenogram  was  normal. 
A fasting  blood-sugar  was  137  mg.  per  100  ml.  and 
the  NPN  was  29.5  mg. 

Exploratory  celiotomy  was  decided  upon.  Before 
the  operation,  the  patient  was  started  on  Regitine 
tablets,  25  mg.  twice  a day.  The  day  before  surgery 
she  was  given  300  mg.  of  cortisone,  parenterally,  and 
Regitine,  5 mg.  I.  M.,  two  hours  pre-op. 

On  April  22,  1953,  the  abdomen  was  explored 
through  an  upper  transverse  abdominal  incision. 

The  left  adrenal  gland  appeared  normal  except  for 
hyperplasia.  On  examination  of  the  right  upper  quad- 
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Figure  1 

Hypotensive  effect  of  Regitine.  Typical  response  in 
a pheochromocytoma. 


The  patient  improved.  However,  her  blood  pressure 
was  quite  unstable,  varying  from  hypotension  to 
hypertension.  She  had  a persistent  tachycardia  that 
failed  to  respond  to  medical  management.  She  was 
maintained  on  adrenal  cortical  extract  and  was  given 
Regitine.  During  the  next  48  hours  the  patient  had  a 
stormy  course  and,  in  spite  of  all  supportive  measures, 
she  died  as  a result  of  myocardial  failure. 

There  was  some  evidence  to  suggest  the  possibility 
of  brain  metastasis.  An  autopsy  was  not  obtained. 

Discussion 

Malignant  pheochromocytoma  accounts  for 
approximately  6 percent  of  all  adrenal  medul- 
lary tumors  and  in  15  percent  of  cases  the 
tumor  may  be  multiple. 

The  location  is  most  frequently  in  the  supra- 
renal area.  However,  pheochromocytoma  may 
occur  in  the  thoracic  paraganglia  or  the  ab- 
dominal paraganglia  and,  in  an  occasional 


rant  and  the  perirenal  area,  there  were  found  numer- 
ous small,  firm,  whitish  and  yellowish  tumor  plaques, 
having  the  characteristics  of  metastatic  carcinoma. 

Biopsy  was  done  and  revealed  malignant  adrenal 
medullary  neoplasm. 

Operative  and  Post-operative  Course 
The  day  before  surgery  the  patient’s  blood  pressure 
was  around  140  systolic.  However,  the  morning  of 
the  operation  it  had  risen  to  220  120.  She  withstood 
the  initial  part  of  the  operation  well,  but  soon  after 
manipulation  in  the  right  upper  quadrant  she  had  a 
sudden  catastrophic  vascular  collapse. 

An  intravenous  drip  of  neosynephrine  failed  to  bring 
the  pressure  up,  and  500  ml.  of  citrated  blood  were 
given  intra-arterially,  another  500  ml.  of  blood  being 
administered  intravenously. 
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Figure  2 

Positive  Renodiane  test.  BP  dropped  65  nun.  llg 
within  four  minutes  after  injection. 


Figure  3 

High  power  photomicrograph.  Note  the  large  poly- 
gonal cells  with  a vesicular  nucleus.  In  some  areas 
nuclei  are  hyperchromatic.  A few  mitoses  are  present. 
The  lesion  is  characteristic  of  a malignant  pheochromo- 
cytoma. 


case,  in  the  organ  of  Zuckerkandl. 

It  is  possible  that  many  of  the  cases  reported 
prematurely  as  being  benign  pheochromo- 
cytoma are  malignant,  as  in  this  case.  It  is  the 
authors  opinion  that  a cure  should  not  he 
considered  until  at  least  a period  of  five  years 
has  elapsed. 

The  reported  case  did  well  for  a period  of 
four  and  one-half  years  before  evidence  of  re- 
current malignant  pheochromocytoma  became 
symptomatic. 
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Pathologically,  it  may  be  difficult  to  differ- 
entiate between  a benign  and  a malignant 
tumor  unless  definite  invasions  of  the  capsule 
and  mitosis  are  present. 

Summary 

A case  of  adrenal  medullary  tumor  operated 
upon  five  years  previously  is  reported.  The 
initial  diagnosis  was  benign  pheochromo- 
cytoma.  Four  and  one-half  years  following 
surgery  the  patient  developed  signs  and  sym- 
ptoms of  recurrent  adrenal  medullary  tumor. 


At  the  time  of  operation  she  was  found  to 
have  malignant  metastatic  pheochromocytoma. 

The  authors  feel  that  it  would  be  of  interest 
if  authors  of  all  previously  reported  cases  of 
benign  pheochromocytoma  would  review  their 
five  to  ten-year  follow-up.  Additional  cases  of 
malignant  pheochromocytoma  will  undoubted- 
ly be  uncovered. 
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Treatment  of  Hypersplenism  in  Boeck’s  Sarcoid; 
Hugh  V.  Coleman,  and  Karl  Morgan  Lippert,  (Col- 
umbia) Tri-State  Med.  Jour.,  4:24,  Sept.  1956. 

Although  involvement  of  the  spleen  in  sarcoid  dis- 
ease is  quite  common,  the  simultaneous  occurrence  of 
hypersplenism  and  Boeck’s  sarcoid  of  the  spleen  is 
relatively  rare. 

A case  cured  of  the  hypersplenic  phenomenon  by 
splenectomy  is  presented  and  survey  of  the  world 
literature  made  uncovering  18  additional  cases.  No 
sex  or  race  predilection  is  noted.  The  majority  of  cases 
occurred  in  patients  under  20  years  of  age  although 
the  oldest  patient  in  the  series  was  sixty-two.  The 
spleen  was  not  enlarged  or  palpable  in  some  cases. 

The  therapy  of  choice  is  splenectomy  as  soon  as 
feasible.  All  cases  in  which  splenectomy  was  per- 
formed were  relieved  of  hypersplenic  phenomena.  No 
untoward  results  on  the  underlying  sarcoidosis  was 
noted  in  any  case. 


Typical  Atypical  Ectopic  Pregnancy,  Sam  M.  King 
(Greenville)  Tri-State  Med.  Jour.,  4:7,  1956. 

Sixty-three  cases  of  ruptured  or  aborted  tubal  preg- 
nancies were  discharged  from  Greenville  General 
Hospital  between  the  years  1951-1955.  Tiiese  were 
proven  correct  by  surgical  exploration. 

Using  the  syndrome  of  the  so-called  typical  ruptured 
ectopic,  that  is,  delay  in  menses,  spotting,  acute  pain 
and  collapse  as  a criterion,  the  cases  were  catalogued 
as  typical  and  atypical.  Of  the  63  cases,  35  or  55.5%, 
were  classified  as  atypical — more  than  one-half. 

Of  this  group,  by  far  the  majority  showed  evidence 
of  the  recurrent,  leaking  type  of  rupture  or  abortion. 
These  would  present  symptoms  of  mild  to  moderately 
severe  abdominal  pain  with  intervals  of  remission  and 
recurrences  over  a period  of  a few  days  to  weeks  and 
show  minimal  or  no  evidence  of  blood  loss.  Many  of 


these  proved  to  be  troublesome  diagnostic  problems. 

Of  the  diagnostic  aids  helpful  in  the  establishment 
of  the  correct  preoperative  diagnosis,  simple  needling 
of  the  cul-de-sac  and  obtaining  non-clotting  blood 
prosed  helpful.  There  was  only  one  false  negative  test 
recorded  in  this  series. 

Emphasized  is  the  fact  that  as  many  or  more  in- 
stances of  ruptured  or  aborted  tubal  pregnancies  do 
not  present  themselves  as  “typical.” 


Torsion  Of  The  Spermatic  Cord  In  The  Newborn. 
A.  H.  Franzblau  (Charleston)  A.M.A.  J.  Dis.  Child 
92:  179  (Aug.  1956). 

Torsion  of  the  spermatic  cord  is  an  axial  rotation 
of  the  cord  due  to  an  abnormal  mobility  of  the  testis. 
The  eighth  and  ninth  recorded  cases  of  torsion  of  the 
spermatic  cord  within  the  first  24  hours  of  life  were 
presented.  From  January  1946  to  January  1956,  only 
one  case  of  torsion  occurred  among  10,864  births  in 
Roper  Hospital.  In  the  newborn  the  torsion  occurs 
proximal  to  the  superior  reflection  of  the  tunica 
vaginalis,  while  in  older  children  and  adults  the  tor- 
sion occurs  distal  to  the  reflection  and  within  the 
tunica  vaginalis  and  has  been  attributed  to  either  ab- 
normal descent  or  anamolous  serous  attachments  with- 
in the  scrotum.  In  older  children  and  adults  the  onset 
is  sudden  and  may  occur  during  sleep,  causes  ex- 
cruciating pain  and  often  nausea  and  vomiting.  The 
testis  is  tender  and  elevated,  the  epididymis  often 
can  not  be  palpated.  An  attempt  to  elevate  the  scrotum 
may  increase  the  pain  (Prehn’s  Sign).  The  skin  may 
be  hyperemic  and  edematous,  while  in  infants  the 
skin  may  be  bluish  in  color  when  initially  noted.  In 
infants  these  symptoms  may  or  may  not  present 
themselves.  Unless  relieved  within  a short  time, 
hemorrhagic  gangrene  ensues  and  orchiectomy  is 
necessary. 

A.H.F. 


48 


The  Journal  of  the  South  Carolina  Medical  Association 


MEDICAL  COLLEGE  CLINICS 


THE  MEDICAL  COLLEGE  OF  SOUTH  CAROLINA 


ELECTROCARDIOGRAM 
OF  THE  MONTH 

WENCKEBACH  FLOCK 
Dale  Groom,  M.  D. 

Department  of  Medicine 

Case  Record — A 56  year  old  diabetic  female  with  a 
strong  family  history  of  diabetes  and  coronary  disease 
experienced  a sudden  severe  substernal  pain  while 
sitting  in  church.  The  pain  continued,  radiating  into 
the  neck,  with  associated  profuse  diaphoresis,  weak- 
ness and  syncope.  An  electrocardiogram  made  on  ad- 
mission to  the  hospital  several  hours  later  was  in- 
dicative of  acute  infarction  of  the  posterior  myo- 
cardial wall.  Treatment  instituted  included  quinidine, 
morphine,  insulin  and  anticoagulants. 

On  the  followng  day  the  patient's  blood  pressure 
declined  to  near  shock  levels.  Because  of  the  appear- 
ance of  a pulse  irregularity  the  electrocardiogram 
illustrated  here  was  recorded.  A serum  transaminase 
determination  at  this  time  revealed  a level  of  224 
units  per  ml.,  decreasing  to  56  units  four  davs 
later.  Following  administration  of  pressor  amines  and, 
subsequently,  digitalization  for  an  episode  of  con- 
gestive cardiac  failure,  the  patient’s  condition  grad- 
ually improved  and  she  was  dismissed  from  the  hos- 
pital one  month  following  admission. 
Electrocardiogram — The  three  standard  leads  illustrate 
well  this  arrhythmia  which  consists  of  more  or  less 
regular  pauses  in  ventricular  activity.  Throughout 
most  of  the  tracing  every  third  P wave,  some  of  which 
arc  almost  hidden  in  the  preceeding  T waves,  is  un- 
attended by  a QRS  response.  In  lead  III  only  every 
fourth  or  fifth  ventricular  beat  is  dropped.  A specific 
relationship  exists  between  these  dropped  beats  and 
the  lengtli  of  the  P-H  intervals  which  are  shortest 
(0.20  sec.)  immediately  after  the  pauses  and  pro- 
gressively lengthen  to  about  0.26  sec.  before  the  next 
QRS  is  dropped.  The  rate  of  atrial  activity  varies 
somewhat,  probably  with  respiration  (sinus  arrhyth- 
mia), but  averages  approximately  85,  the  ventricular 
rate  being  in  the  60s. 

Deep  Q waves  in  leads  II  and  III,  with  elevation 
of  S-T  segments  and  early  T wave  changes  are  com- 
patible with  acute  posterior  myocardial  infarction. 
Discussion — All  gradations  of  block  may  occur  at  the 
A-Y  node  from  simple  prolongation  of  the  P-R  inter- 
val, normally  measuring  0.20  sec.  or  less,  to  complete 
dissociation  of  atrial  and  ventricular  activity  in  which 
none  cf  the  impulses  coming  down  from  the  atria 
are  conducted  by  the  A-V  node  to  the  ventricles.  The 
former  is  classed  as  “first  degree”  block,  and  the  latter 


as  complete  or  “third  degree”  block.  In  between  these 
are  the  partial  or  second  degree  blocks,  one  type  of 
which  is  tlie  Wenckebach  phenomenon.  In  this  type 
single  ventricular  beats  are  dropped  in  a sequential 
manner  characterized  by  changes  in  the  P-R  intervals. 
Although  a normal  sinus  rhythm  is  maintained  in  the 
atria,  each  successive  cardiac  cycle  shows  a pro- 
gressively longer  P-R  interval  until  a point  is  reached 
at  which  the  A-V  node  no  longer  conducts.  A dropped 
pulse  beat  then  results.  This  sequence  is  then  re- 
peated with  the  next  P-R  being  shortest,  the  next 
longer,  and  so  on  until  another  ventricular  beat  is 
dropped.  The  frequency  of  dropped  beats  may  vary 
even  in  the  same  case  as  illustrated  here,  from  every 
third  beat  which  represents  the  most  advanced  stage 
of  Wenckebach  block,  to  every  fourth  or  fifth  or  more 
beats  depending  upon  the  degree  of  impairment  of 
A-V  conduction.  Likewise  the  maximum  prolongation 
of  the  P-R  intervals  before  failure  of  ventricular  re- 
sponse occurs  may  vary,  suggesting  a critical  level  of 
impairment  beyond  which  the  node  will  not  conduct. 
Prolongations  of  as  much  as  0.3  sec.  or  even  0.4  sec. 
are  not  unusual  in  this  type  of  block. 

One  explanation  of  the  varying  P-R  intervals  postu- 
lates a fatigue  mechanism  whereby  the  injured  nodal 
tissue  becomes  less  and  less  able  to  conduct  with  each 
successive  beat  until  one  is  blocked  completely  The 
ensuing  pause,  then,  may  enable  the  node  to  recover 
to  the  extent  that  it  can  again  conduct  more  normally. 

Causes  of  the  Wenckebach  phenomenon  are 
essentially  those  of  any  other  type  of  A-V  block.  As 
a rule,  however,  the  Wenckebach  type  does  not  occur 
as  a chronic  arrhythmia.  Its  presence  therefore  is 
strongly  suggestive  of  an  acute  process.  While  it  may 
be  produced  by  functional  mechanisms  such  as  stimu- 
lation of  the  carotid  sinus  ( especially  the  left  carotid 
sinus  which  affects  predominantly  the  A-V  node)  and 
vagal  stimulation,  it  more  commonly  appears  as  a 
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transient  disturbance  in  acute  myocarditis  as  from 
rheumatic  fever  or  diphtheria,  in  digitalis  intoxication, 
and  in  acute  myocardial  infarction.  Occasionally 
Wenckebach  intervals  are  seen  in  runs  of  paroxysmal 
auricular  tachycardia. 

Of  particular  interest  is  the  association  of  the 
Wenckebach  block — and  probably  all  such  high  de- 
gree conduction  defects  of  the  A-V  node — with 
posterior  myocardial  infarction.  Since  in  most  hearts 
the  main  blood  supply  of  this  node  comes  from  a 
branch  of  the  right  coronary  artery  which  also  sup- 
plies the  posterior  myocardial  wall,  occlusion  of  the 
left  coronary  artery  ( anterior  infarction ) is  not 
ordinarily  accompanied  by  derangement  of  atrio- 
ventricular conduction.  In  fact,  if  this  does  appear 
with  anterior  infarction  its  presence  suggests  previous 
occlusion  of  a portion  of  the  right  coronary  arterial 
circulation. 

An  electrocardiogram  recorded  in  this  patient  three 
days  later  revealed  only  a first  degree  A-V  block,  a 
decrease  in  the  QRS  voltages  throughout,  and  other 
residua  of  the  acute  infarction. 


OLIGURIA  COMPLICATING 
PRE-ECLAMPSIA 

Lawrence  L.  Hester,  Jr.,  M.  D.  and 
Louis  Nesmith,  M.  D. 

Department  of  Obstetrics  and  Gynecology 
W.  F.,  a 15  year  old  gravida  1,  para  0,  abortus  0, 
whose  last  menstrual  period  was  October  26,  1955, 
and  whose  estimated  date  of  confinement  was  August 
3.  1956  was  first  seen  at  10  weeks  gestation.  She  was 
referred  to  the  obstetrical  clinic  where  she  appeared 
3 weeks  later.  A physical  examination  was  normal  with 
a blood  pressure  of  120/74  and  a clinically  adequate 
pelvis.  She  was  given  an  appointment  to  return  in  4 
weeks;  however,  she  returned  to  the  clinic  14  weeks 
later,  May  8,  at  27  weeks  gestation  with  a 12%  pound 
weight  gain,  a trace  of  pretibial  edema,  a 1-)-  pro- 
teinuria and  a blood  pressure  of  120/80.  Because  of 
the  excessive  weight  gain  and  the  proteinuria  with 
slight  edema,  she  was  admitted  to  Roper  Hospital 
where  she  was  kept  for  5 days  and  treated  with  bed- 
rest, Diamox  250  mg.  daily,  and  a low  salt  diet.  During 
the  5 days  stay  she  lost  the  edema,  and  was  dis- 
charged with  a blood  pressure  of  110/88.  She  returned 
to  the  clinic  two  weeks  later  at  which  time  she  had 
gained  6 pounds,  her  blood  pressure  was  110/88.  and 
she  had  no  pretibial  edema,  or  proteinuria.  Strict  diet 
was  reemphasized,  and  she  was  asked  to  return  in  one 
week,  which  she  did.  On  May  31,  1956,  she  was  seen 
again  in  the  clinic  at  which  time  she  had  lost  4 pounds; 
she  had  no  edema,  or  proteinuria,  and  her  blood  pres- 
sure was  118/86.  Salt  poor  diet  was  reemphasized. 
She  returned  to  the  clinic  one  week  later  complaining 
of  a moderate,  throbbing,  frontal  headache,  diffuse 
abdominal  pain  without  uterine  contractions,  blood 
pressure  of  134/104,  1+  pretibial  edema,  and  4+ 
proteinuria. 


She  was  admitted  immediately.  Examination  of  the 
abdomen  revealed  a 32  weeks  pregnancy  with  normal 
fetal  heart  tones.  Rectal  examination  showed  the  cer- 
vix to  be  undilated  and  the  presenting  part  was  at 
station  4.  X-ray  pelvimetry  indicated  an  adequate 
pelvis  with  twins,  both  in  cephalic  position.  Both 
fetuses  were  small  and  were  estimated  to  weigh  be- 
tween 2 and  3 pounds  each. 

Some  of  the  laboratory  work  was  as  follows: 

Immediately  after  admission  to  the  obstetrical  ward, 
Roper  Hospital,  the  patient  was  given  4 ml.  of  50% 
magnesium  sulphate  intramuscularly  and  % grain  of 
morphine  sulphate  subcutaneously.  She  was  given 
500  ml.  of  hypertonic  glucose  ( 10%  solution  in 
water ) every  6 hours.  She  was  placed  in  a private, 
darkened  room,  and  all  necessary  preparations  were 
made  to  combat  possible  convulsions.  For  the  first  16 
hours  of  admission,  her  urinary  output  as  measured 
by  indwelling  Foley  catheter  was  200  ml.  During  the 
second  24  hours,  hypertonic  glucose  in  water  was 
given  up  to  3000  ml.  in  an  attempt  to  see  if  the  pa- 
tient would  show  diuresis.  During  this  24  hour  period 
her  urinary  output  was  365  ml.  with  a specific  gravity 
of  1.014.  Since  the  patient  was  oliguric,  the  mag- 
nesium sulphate  was  discontinued.  Her  blood  pressure 
on  the  second  day  of  hospital  admission  was  130/95, 
the  uric  acid  had  climbed  from  9.4  to  9.7  mg. 
while  the  BUN  had  increased  from  22  to  28  mg. 
and  she  had  3+  proteinuria. 

Because  the  patient  was  not  improving  clinically, 
induction  of  labor  by  rupture  of  the  membranes  and 
intravenous  pitocin  drip  were  considered.  Since  the 
fetuses  were  small,  it  was  decided  to  wait  12  hours 
more  with  constant  observation  before  induction  of 
labor  was  carried  out,  to  see  if  the  patient  would  show- 
diuresis  or  if  her  condition  would  improve.  On  the 
third  hospital  day  the  uric  acid  was  10  mg.  per  100 
ml.,  the  BUN  was  34  mg.,  the  proteinuria  was  3+, 
and  the  patient  was  still  oliguric;  therefore,  decision 
to  proceed  immediately  with  induction  of  labor  and 
delivery  was  made.  At  2:30  P.  M.  on  the  third  hos- 
pital day,  sterile  pelvic  examination  showed  that  the 
cervix  would  admit  one  finger  and  was  moderately 
effaced.  The  membranes  were  ruptured  with  a Wilson 
trocar  and  the  patient  was  put  back  to  bed.  By  7 
P.  M.  that  night  the  uterine  contractions  were  of 
moderate  intensity  and  were  coming  every  5 minutes. 
At  7:55  P.  M.,  a pitocin  drip  containing  5 minims  of 
pitocin  in  500  ml.  of  5%  glucose  in  water  was  started 
at  12  drops  per  minute.  The  blood  pressure  and  fet  d 
heart  tones  remained  constant  until  10:30  P.  M.  at 
which  time  the  blood  pressure  suddenly  became 
elevated  to  172/115,  at  which  point  the  pitocin  was 
discontinued,  and  the  blood  pressure  remained  at  this 
level  until  after  delivery.  At  1:30  A.  M.  the  patient 
had  a generalized  convulsive  seizure  and  3 minutes 
later  at  1:33  A.  M.  she  had  spontaneous  delivery  of 
twin  infants  who  cried  spontaneously.  The  first  twin 
weighed  3 pounds,  7%  ounces,  and  the  second  twin 
born  7 minutes  later  weighed  4 pounds.  Both  infants 
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were  given  Nalline  (nalorphine  hydrochloride)  even 
though  they  did  not  seem  to  be  depressed.  The  pa- 
tient was  returned  to  bed  and  at  1:48  A.  M.  she  had 
a 1500  ml.  postpartum  hemorrhage  due  to  failure  of 
the  uterus  to  contract.  The  blood  loss  was  replaced 
with  compatible  blood  and  the  patient’s  course  follow- 
ing this  was  uneventful.  Immediately  after  delivery 
and  after  her  blood  loss  had  been  replaced,  she  began 
to  show  diuresis  and  two  days  following  delivery  her 
output  was  2100  ml.  Her  blood  pressure  was  130/80 
on  the  seventh  postpartum  day.  She  was  discharged 
at  this  time  on  a salt  poor  diet  and  instructed  to  main- 
tain a semi-ambulatory  regime  at  home  and  to  remain 
in  bed  for  at  least  half  of  each  day. 

Discussion : Oliguria  as  a complication  of 
pre-eclampsia  is  rare,  but  it  is  frequently  pres- 
ent with  eclampsia.  This  case  is  essentially 
that  of  oliguria  complicating  pre-eclampsia  in 
spite  of  the  fact  that  the  patient  had  a convul- 
sion just  prior  to  delivery  and  hence  became 
eclamptic. 

Textbooks  of  obstetrics  have  classified  pre- 
eclampsia as  severe  or  mild;  but  it  must  be 
emphasized  that  all  pre-eclampsia  must  be  con- 
sidered as  severe,  and  by  textbook  classifica- 
tion 659(  of  the  eclamptics  could  be  classified 
as  mild  prior  to  the  onset  of  convulsions. 

It  must  be  emphasized  that  at  the  time  of 
the  last  hospital  admission,  in  spite  of  the  fact 
that  the  blood  pressure  was  only  134/104,  it 
was  recognized  that  this  patient  was  a severe 
pre-eclamptic  with  the  prodromal  signs,  (head- 
ache and  epigastric  pain,)  of  impending 
eclampsia.  She  was  treated  as  an  eclamptic 
with  little  improvement  and  developed  oli- 
guria. The  problem  of  oliguria,  output  of  less 
than  400  ml.  during  a 24  hour  period,  asso- 
ciated with  pre-eclampsia  is  briefly  mentioned 
in  the  textbooks.  Oliguria  with  nitrogen  reten- 
tion is  evidence  of  renal  failure  and  when  asso- 
ciated with  pre-existing  renal  damage  may  be 
a result  of  the  pre-eclampsia  or  eclampsia.  At 


the  earliest  sign  of  renal  failure,  pregnancy 
must  be  terminated  at  once  to  save  the  life  of 
the  mother.  One  must  remember  that  azotemia 
may  be  on  a prerenal  basis  such  as  dehydra- 
tion. The  renal  changes  which  produce  the 
oliguria  in  pre-eclampsia  are  not  clear. 
O’Donnell1  states  that  general  renal  ischemia 
cannot  be  incriminated  in  the  pathogenesis  of 
oliguria  in  eclampsia.  Reduced  glomerular 
filtration  in  the  face  of  normal  renal  blood  flow 
must  be  on  the  basis  of  a glomerular  lesion.  It 
appears  to  be  thickening  of  the  capillary  walls 
which  produces  a barrier  capable  of  reducing 
the  size  and  efficiency  of  the  filtering  surface. 
Reduction  in  volume  of  glomerular  filtrate 
estimated  in  some  cases  to  be  25%  or  more  is 
probably  sufficient  to  account  for  the  oliguria. 
The  fact  that  diuresis  began  almost  immedi- 
ately following  the  delivery  indicates  that  the 
oliguria  was  due  to  pre-eclampsia,  probably 
as  the  result  of  vasospasm  with  a marked  re- 
duction of  the  glomerular  filtrate.  Abolition  of 
the  vasospasm  accomplished  by  delivery  was 
undoubtedly  responsible  for  the  diuresis. 

Pre-eclampsia  and  eclampsia  are  seldom  ac- 
companied by  any  degree  of  retention  of  nitro- 
genous waste  products  or  increase  in  the  RUN, 
but  an  increase  in  uric  acid  concentration  of 
the  blood  is  almost  constantly  present.  The 
normal  values  for  uric  acid  are  2 to  4 mg.  per 
100  ml.,  in  this  case  they  were  increased  to  as 
high  as  11.4  mg.  It  was  thought  that  the  ele- 
vated uric  acid  seen  in  pre-eclampsia  and 
eclampsia  was  due  to  liver  damage,  but  it  has 
been  shown  that  this  increased  concentration 
is  due  to  a decreased  ability  of  the  kidney  to 
excrete  uric  acid  as  evidenced  by  a diminution 
in  uric  acid  clearance.2 

The  use  of  intravenous  pitocin  was  contra- 
indicated because  of  the  over-distention  of  the 


uterus  by  twins  and  the  presence  of  pre- 
eclampsia.  In  spite  of  the  relative  contra- 
indication it  was  used  because  of  the  desire 
to  bring  about  delivery  as  early  as  possible 
because  of  the  azotemia  that  was  present. 
Pitocin  must  be  incriminated  for  the  increase 
in  blood  pressure  with  the  subsequent  convul- 
sion and  therefore  its  use  here  is  to  be  con- 
demned. 

Conclusions: 

(1)  Oliguria  associated  with  pre-eclampsia 
is  of  grave  prognosis,  and  pregnancy 


must  be  terminated  at  once  to  save  the 
life  of  the  mother. 

(2)  The  severity  of  the  pre-eclampsia  can- 
not be  judged  by  the  degree  of  hyper- 
tension. 

(3)  The  use  of  intravenous  pitocin  was 
contraindicated  in  this  case. 

REFERENCES 

1.  O’Donnell,  W.  M.:  Am.  T.  Obst.  & Gvnec.  61:641, 
1951. 

2.  Eastman,  N.  J.:  Williams  Obstetrics,  New  York, 
N.  Y.,  1956;  Appleton,  Century,  Croft,  Inc.,  Page 
720. 


Nitrofurazone  in  Anorectal  Wounds  by  Leon  Banov, 
Jr.,  M.  D.  (Charleston).  The  Sinai  Hospital  Journal, 
5:57  (October  1956) 

This  clinical  study  of  51  cases  treated  with  the  daily 
application  of  nitrofurazone  and  17  cases  of  a control 
group,  demonstrated  the  effectiveness  of  nitrofurazone 
to  improve  postoperative  anorectal  wound  healing. 


Abdominal  Pregnancy:  Report  of  Four  Cases.  Albert 

B.  Wolfe,  M.  D„  V.  Wells  Brabham,  M.  D.,  Richard 

C.  Horger,  M.  D.  (Orangeburg)  Am.  Surgeon,  22: 
1029  (Oct.  1956) 

The  authors  present  four  cases  of  abdominal  preg- 
nancy. Two  of  these  were  full  term  pregnancies  and 
the  other  two  six  and  a half  and  six  months,  respective- 


ly. All  patients  were  Negroes.  All  mothers  survived 
and  the  placenta  was  removed  from  each,  three 
primarily  and  one  secondarily.  Of  the  full  term  preg- 
nancies there  was  one  living  baby  and  one  stillbirth. 
The  other  two  died  because  of  immaturity.  There 
were  no  maternal  complications. 

A history  of  first  trimester  “symptoms”  was  recorded 
in  three  of  the  four  cases  presented,  suggestive  of 
ruptured  tubal  pregnancy.  Significant  findings  of  three 
of  the  four  cases  examined  by  x-ray  rev  ealed  a trans- 
verse position  of  the  fetus. 

The  pathogenesis  and  surgical  management  of  the 
placenta  are  discussed.  The  authors  recommend  re- 
moval of  tire  placenta  when  technically  feasible  and 
when  the  condition  of  the  patient  permits. 
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MEDICARE  AND  BLUE  SHIELD 

Medicare  and  Blue  Shield  have  certain  features  in  common,  but  comparison  of  the 
two  is  of  limited  value  because  of  the  fact  that  they  are  fundamentally  different 
economically  and  sociologically.  Both  employ  the  service  benefit,  or  full  payment 
feature,  in  which  an  established  fee  is  accepted  by  the  physician  as  full  payment  for  his 
services,  regardless  of  complications  or  other  difficulties.  Blue  Shield,  in  most  states,  is 
serving  as  the  fiscal  agent  for  Medicare.  It  is  the  disbursing  and  collection  agency  only, 
and  it  does  not  provide  the  policies  of  Medicare,  and  it  assumes  no  financial  responsibility 
in  the  payment  of  Medicare  fees.  In  most  other  respects  the  two  programs  differ. 

The  purpose  of  Medicare  is  to  provide  designated  medical  service  for  the  dependents 
of  the  uniformed  forces.  It  is  not  an  insurance  program;  there  is  no  prepayment  feature. 
The  cost  is  borne  directly  by  the  federal  government,  except  for  a small  portion  charged 
to  the  patient.  Being  government  supported  and  thus  government  controlled,  it  is  a form 
of  socialized  medicine  from  which  certain  objectionable  features  have  been  removed. 
Physicians’  fees  have  been  negotiated  by  state  medical  associations  and  representatives 
of  the  federal  government,  and  when  civilian  facilities  are  employed  by  beneficiaries  of 
Medicare,  patients  have  a choice  of  physicians.  Congress  appropriates  money  to  finance 
Medicare,  and  it  can  change  its  provisions  at  will. 

Blue  Shield  was  established  by  the  medical  profession  about  ten  years  ago  to  pro- 
vide adequate  medical  service  for  lower  income  groups  at  a price  they  can  afford  to  pay. 
It  has  served  the  purpose  well  and  has  been  an  important  factor  in  opposing  demands 
for  socialized  medicine.  It  is  non-profit,  prepayment  insurance,  incorporating  the  service 
benefit  or  payment-in-full  features,  which  no  commercial  insurance  company  can  offer. 
As  it  provides  full-payment  coverage  for  low  income  groups,  physicians  willingly  accept 
lower  than  average  fees  for  their  services.  They  do  this  so  that  Blue  Shield  costs  can  be 
kept  within  the  limits  of  the  family  budget. 

Physicians’  fees  are  paid  from  a pool  composed  of  membership  dues.  Administration 
expense  is  paid  from  this  same  pool.  There  is  no  provision  for  profit  to  anyone,  neither 
the  members  of  the  House  of  Delegates  of  the  State  Association  who  compose  the 
corporation  nor  the  members  of  the  Board  of  Directors  who  are  entrusted  with  operation 
of  the  Plan.  The  amount  of  medical  fees  is  determined  by  the  amount  of  money  collected 
as  membership  dues  and  the  utilization  experience  of  the  coverage  provided  by  the 
subscription  agreement,  and  they  are  established  by  applying  actuarial  principles.  The 
amount  of  membership  dues  and  the  physicians’  fee  allowances  must  be  adjusted  from 
time  to  time  to  meet  changing  economic  conditions. 

Since  the  inception  of  Blue  Shield,  there  have  been  significant  changes  in  social 
and  economic  conditions  which  affect  medical  care.  The  inflationary  spiral  has  continued 
upward.  Credit  generally  is  employed  by  our  people  up  to  the  limit  permitted  by  govern- 
ment. The  costs  of  medical  care  have  increased.  As  a result,  the  average  family  is  unable 
to  meet  the  costs  of  a serious  illness  by  budgeting.  However,  prepayment  of  insurance 
costs  generally  can  be  included  in  the  family  budget.  The  volume  of  commercial  prepaid 
health  insurance,  as  well  as  that  of  Blue  Shield,  has  increased  tremendously. 

Blue  Shield  contracts  must  be  adjusted  to  meet  present  needs.  Furthermore,  Blue 
Shield  must  try  to  compete  successfully  with  some  commercial  carriers  which  present 
an  attractive  sales  appeal  but  fail  to  provide  the  coverage  which  the  buyer  is  led  to 
expect. 

Our  Blue  Shield  coverage  and  fee  schedule  are  presently  being  revised.  Our  member- 
ship dues  have  proven  to  be  inadequate  to  support  steadily  increasing  utilization. 
Furthermore,  our  fee  schedule  has  proven  to  be  badly  out  of  relative  balance.  Our  Board 
has  adopted  in  principle  the  Relative  Value  Schedule  of  the  California  Medical  Associa- 
tion, and  it  will  use  this  schedule  of  relative  values  in  preparing  a revised  schedule  of 
fee  allowances.  The  Relative  Value  Schedule  was  used  as  the  basis  for  negotiating  the 
fee  schedule  for  Medicare.  It  will  provide  uniformity  in  scheduled  allowances  in 
negotiating  sickness  insurance  with  national  corporations,  and  it  will  greatly  facilitate 
the  administration  of  the  plan.  A new  subscribers’  contract,  with  increased  membership 
dues  and  larger  physicians’  fees,  is  being  studied  and  will  be  offered  probably  to  groups 
desiring  service  benefits  for  families  with  family  incomes  up  to  six  thousand  dollars  per 
year.  Provisions  are  being  made  also  to  offer  extended  coverage  in  several  fields  of  medi- 
cal care. 

For  Blue  Shield  to  continue  to  function  effectively,  it  must  be  conducted  along  sound 
business  and  actuarial  lines.  Its  contracts  must  take  into  account  social  and  economic 
changes.  Our  Blue  Shield  Plan  is  sponsored  by  the  South  Carolina  Medical  Association. 
It  is  important  that  our  physicians  have  an  understanding  of  its  aims  and  its  problems 
so  that  they  may  intelligently  support  it. 

William  H.  Prioleau,  President 
S.  C.  Medical  Association  and  Ex-officio 
member,  Board  of  Directors,  S.  C.  Medical 
Care  Plan 

December  27,  1956 

This  was  kindly  edited  at  my  request  by  Dr.  J.  Decherd  Guess,  President,  South  Carolina 
Medical  Care  Plan. 


Fkbhuahy,  1957 
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Editorials 


DUES 

Dues  are  obligations  which  members  of  a 
society  impose  on  themselves  voluntarily  for 
the  good  of  the  organization  and  those  who 
compose  it.  They  are  used  to  further  the  pur- 
poses of  the  organization  in  relation  to  a com- 
munity, state,  or  nation.  Medical  Society  dues 
are  always  applied  to  efforts  which  the  profes- 
sion regards  sincerely  as  beneficial  to  all  the 
population.  The  physician  benefits  as  a mem- 
ber of  a community. 

Dues  in  our  state  association  have  been  very 
low  in  comparison  with  those  of  other  similar 
bodies,  and  in  fact  have  trailed  the  other  states 
at  some  distance.  They  are  far  less  than  many 
a doctor  pays  for  membership  in  other  non- 
medical groups  from  which  the  benefit  may 
seem  to  be  more  tangible.  As  small  as  they  are, 
they  have  been  sufficient  to  further  such 
worthy  actions  as  the  conduct  of  the  campaign 
against  naturopathy.  The  success  of  this 
campaign  has  worked  great  benefit  to  physi- 
cian and  public. 

If  the  Association  is  to  pursue  such  works 
in  a period  of  inflation  it  must  operate  on  a 
larger  budget.  There  was  a time  when  the 
Journal  made  a profit  which  was  useful  to  the 
treasury,  but  risen  costs  have  set  the  profit 
back  close  to  the  area  of  loss,  and  the  source 
is  dry.  The  only  recourse  seems  to  be  an  in- 
crease in  the  amount  which  we  are  willing  to 
contribute  to  activities  which  we  believe  are 
extremely  important. 

The  member  who  interests  himself  in  the 
activities  of  the  Association  will  not  question 
the  need  for  more  funds.  The  satellite  member 
who  disregards  his  Association  and  never 
participates  in  any  of  the  numerous  programs 
may  murmur  about  an  increase,  being  forget- 
ful of  what  stature  he  attains  through  member- 
ship. He  should  know  better. 

Some  of  us  are  accustomed  to  complaining 
about  the  large  quantities  of  money  spent  by 
the  public  on  tobacco,  alcohol,  and  various 
other  sources  of  amusement,  comparing  these 
great  sums  to  the  relatively  paltry  amounts 


spent  on  vital  research  and  medical  matters 
in  general.  Perhaps  it  will  be  well  for  us  to 
show  our  sincerity  by  applying  the  same 
thought  to  our  own  situation,  and  prove  our 
sense  of  values  by  contributing  cheerfully 
whatever  small  number  of  dollars  may  be  re- 
quired for  maintaining  and  expanding  our  own 
efforts. 


— MEDICARE  — 

The  Medicare  program  is  still  so  young  that 
there  can  be  as  yet  little  judgement  of  its 
workings.  The  general  agreement  of  the  State 
Medical  Associations  as  to  its  workability 
seems  to  forecast  smooth  operation.  Inevitably 
there  will  be  misunderstandings,  which  should 
be  adjusted  readily,  and  many  of  these  will 
probably  be  among  patients  who  will  have 
individually  far  less  working  knowledge  of  the 
rules. 

On  the  President's  Page  in  this  issue  there 
is  a very  clear  exposition  of  some  of  the  phases 
of  the  subject.  Your  attention  to  this  is  sug- 
gested respectfully  bv  the  editor. 

PHYSICIANS’  COMMITTEES  IN 
DISABILITY  PROGRAM 

A recommendation  of  the  Indiana  State 
Medical  Association  is  under  consideration  bv 
the  Social  Security  Administration.  It  would 
establish  district  or  county  committees  of  phy- 
sicians to  review  individual  doctors’  medical 
findings  under  the  new  law  providing  O.A.S.I. 
payments  to  the  disabled  at  age  50.  The  com- 
mittee would  review  the  physician’s  report, 
further  examine  the  applicant  if  it  so  desired, 
and  be  authorized  to  file  the  final  report  of 
impairment  determination  and  make  recom- 
mendations as  to  whether  the  report  might  be 
reversible  by  medical  or  other  rehabilitative 
measures.  In  presenting  the  proposal  to  the 
Social  Security  Administration,  the  Indiana 
society  declared  that  its  plan  would  (a)  afford 
an  unbiased  medical  review  of  the  case,  (b) 
remove  family  and  possibly  political  pressure 
from  the  physician,  and  (c)  provide  the  state 
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agency  with  a more  factual  and  comprehensive 
report  than  it  would  otherwsie  obtain,  “which 
should  be  of  great  assistance  in  making  the 
final  determinations  as  to  disability  payments.” 
Social  Security  Administration  has  not  yet  de- 
cided whether  to  adopt  the  procedure,  but  has 
it  under  study.  A similar  recommendation 
(Res.  No.  25)  is  under  study  by  the  AM  A 
Board  of  Trustees. 


NEWS 


Dr.  A.  R.  Johnston  of  St.  George  has  been  selected 
as  one  of  twenty  official  delegates  to  participate  in 
the  Examination  Institute  on  Obstetrics  and  Gynecol- 
ogy to  be  held  on  Feb.  9,  1957  at  the  Palmer  House 
in  Chicago. 

This  is  part  of  a program  of  the  Federation  of  State 
Medical  Boards  to  achieve  uniformity  in  licensing  ex- 
amination, to  establish  equivalent  levels  in  the  ex- 
amination, to  make  improvement  in  the  quality  of 
examinations,  to  create  a rational  basis  for  interstate 
endorsement,  to  place  licensure  in  a definite  relation 
to  modern  medical  education  and  to  assist  State  boards 
in  managing  the  foreign  graduate  problem. 

At  a meeting  of  the  South  Carolina  Society  of 
Pathologists  at  the  Medical  College  of  South  Carolina 
in  Charleston,  S.  C.  on  November  30,  1956,  the  follow- 
ing officers  of  the  Society  were  elected  for  the  succeed- 
ing year:  Dr.  H.  R.  Pratt-Thomas,  Charleston, 
S.  C.,  President;  Dr.  E.  S.  Cardwell,  Jr.,  Columbia, 
S.  C.,  Vice  President;  Dr.  E.  A.  Dreskin,  Greenville, 
S.  C.,  Secretary-Treasurer.  Dr.  Dreskin  was  also 
elected  as  Councillor  for  South  Carolina  to  the  Amer- 
ican Society  of  Clinical  Pathologists. 

A slide  seminar  was  moderated  by  Dr.  Pratt-Thomas. 

Dr.  Frank  Stelling,  Greenville,  will  give  a talk  at 
the  Second  Inter-American  Medical  Convention  at 
the  Hotel  El  Panama,  Panama  City,  Republic  of 
Panama,  April  3,  4 and  5th,  1957,  under  the  sponsor- 
ship of  the  Medical  Society  of  the  Isthmian  Canal 
Zone,  a chapter  of  the  American  Medical  Association 
since  1906.  Colonel  Charles  O.  Bruce,  MC,  USA, 
Chief. 


Dr.  George  Dean  Johnson  was  named  chairman  of 
the  1956  Christmas  Seal  Sale  in  Spartanburg  County. 


24  PHYSICIANS  GET  SEARS-ROEBUCK  LOANS. 
Assistance  in  the  form  of  long-term,  unsecured  loans 
to  24  physicians  for  the  establishment  and  improve- 
ment of  15  medical  practice  units  has  been  announced 
by  the  Sears- Roebuck  Foundation. 

These  loans,  ranging  from  $1,000  to  $10,000,  were 
made  under  the  Plan  of  Financial  Assistance  of  the 


Foundation  and  are  part  of  an  annual  grant  to  a re- 
volving assistance  fund.  The  loans  totaled  $88,500. 

The  15  loans  just  announced  go  to  physicians  in 
Oregon,  Washington,  southeastern  Kentucky,  Min- 
nesota, California,  Mississippi,  Georgia,  North  and 
South  Carolina,  southern  Florida,  New  York,  Rhode 
Island,  and  a suburban  area  of  New  Haven,  Con- 
necticut. 


THE  SMITHY  LECTURES 

First  of  the  Horace  Gilbert  Smithy  Memorial  lectures 
was  given  by  Dr.  James  D.  Hardy,  professor  of  sur- 
gery at  the  University  of  Mississippi  Medical  Center 
recently  at  Baruch  Auditorium. 

Dr.  Hardy’s  subject  was  “the  Physiological  Treat- 
ment of  Vascular  Collapse.” 

In  January,  1948,  Dr.  Smithy  performed  the  first 
successful  heart  valve  operation  in  medical  history. 
He  performed  the  operation  on  seven  other  patients. 

The  South  Carolina  General  Assembly  and  the 
United  States  Congress  have  adopted  resolutions  of 
commendation  of  his  work. 

During  his  training,  Dr.  Smithy  was  an  intern  and 
resident  at  Roper  Hospital.  He  later  was  assistant 
professor  of  surgery  at  the  Medical  College  of  South 
Carolina. 

The  Smithy  Memorial  Lectures  are  sponsored  by 
the  house  staff  of  the  Medical  Center  Hospitals  of 
Charleston.  Prominent  speakers  will  appear  three 
times  each  year. 

Dr.  J.  E.  Douglas  of  Winnsboro  received  a silver 
cup  from  Mayor  W.  R.  Elliott,  as  a token  of  apprecia- 
tion from  the  Town  Council  for  long  and  meritorious 
service  on  the  council.  Dr.  Douglas,  a Winnsboro 
physician,  established  a record  by  serving  continuously 
from  1925  to  1955,  a period  of  30  years.  He  retired 
voluntarily  on  account  of  his  health. 

The  presentation  took  place  in  the  town  hall  on 
October  30  prior  to  a regular  council  meeting,  in  the 
presence  of  old  and  new  couneilmen  and  twenty 
members  of  Dr.  Douglas’  family. 


Dr.  N.  B.  Baroody  represented  the  Florence  County 
Mental  Health  Association  at  the  annual  meeting  of 
the  National  Association  for  Mental  Health  held  in 
Washington  in  November. 


Dr.  A.  S.  Pearson  of  Woodruff  was  honored  by 
members  of  his  profession  throughout  the  county 
when  they  elected  him  president  of  The  Spartanburg 
County  Medical  Society,  to  serve  during  1957.  He 
took  office  January  1,  1957. 


Dr.  George  C.  Adiekes,  native  of  York,  has  opened 
an  office  for  the  practice  of  internal  medicine  at  623 
N.  York  Ave.,  Rock  Hill. 

Dr.  Adiekes  received  his  medical  degree  from  the 
Medical  College  of  South  Carolina,  and  interned  at 
Louisville,  Ky.,  General  Hospital.  He  received  his 
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residency  training  in  internal  medicine  at  Louisville 
and  at  the  Veterans  Hospital,  Columbia.  He  was 
certified  by  the  American  Board  of  Internal  Medicine 
in  Feb.  1953.  He  has  been  associated  with  the  Vet- 
erans Hospital,  Columbia  for  the  last  10  years. 

Dr.  Adickes  served  in  the  Army  from  1945  through 
1947. 


A Columbia  surgeon,  Dr.  William  C.  Cantey,  re- 
ports that  the  medical  services,  from  a professional 
standpoint,  of  the  U.  S.  armed  forces  in  the  Far  East 
are  in  ‘“fine  shape.  Dr.  Cantey  expressed  this  belief 
following  his  return  from  a Defense  Department  tour 
covering  25,000  miles. 

He  was  one  of  ten  men  selected  to  tour  Alaska, 
Japan,  Korea,  Okinawa,  Formosa,  and  the  Phillippines 
where  American  personnel  are  stationed  to  examine 
the  qu  ality  of  medical  and  surgical  services  given  to 
all  American  servicemen  in  the  area. 

Dr.  Cantey  accompanied  two  other  South  Caro- 
linians on  the  inspection  trip:  Senator  Strom  Thur- 
mond and  Carter  Burgess,  Assistant  Secretary  of  De- 
fense in  charge  of  manpower  and  reserves. 


Dr.  Buchanan  McMaster  McKay,  son  of  Mr.  and 
Mrs.  Douglas  McKrv  of  Columbia,  has  returned  to  the 
city  after  service  in  the  U.  S.  Air  Corps  for  two  years 
and  became  associated  with  Dr.  Richard  B.  Josey  in 
the  practice  of  pediatrics  with  offices  at  1417  Cregg 
Street. 

Doctor  McKay,  31,  was  born  in  Columbia,  where 
he  attended  the  public  schools.  He  attended  the  Medi- 
cal School  of  Duke  University  from  which  he  was 
graduated  in  1950.  At  Duke  University  he  was  a 
member  of  the  AKK  Medical  Fraternity. 

For  two  years  thereafter  he  was  a rotating  interne 
at  the  University  of  Virginia  Hospital  at  Charlottes- 
ville, Va.  Doctor  McKay  then  took  a two  year  resi- 
dency in  pediatrics  at  the  same  hospital. 

He  later  returned  to  Columbia  where  he  practiced 
for  a few  months  but  having  enlisted  in  the  United 
States  Air  Force  he  was  inducted  into  service  with 
[lie  rank  of  captain  in  1954  and  assigned  to  duty  at 
Da  vis- Month  a®  Air  Force  Base  at  Tucson,  Arizona. 
There  lie  was  attached  to  the  4161  U.S.A.  F.  Hospital 
and  was  commander  of  said  hospital  as  chief  pediatri- 
cian. 


Dr.  W.  Jervey  Ravenel  of  9 Church  St.  has  been  ap- 
pointed by  the  Civil  Aeronautics  Administration  as  its 
designated  physician  in  Charleston  County. 

The  holder  of  the  post,  vacant  since  the  death  of 
Dr.  William  Price,  conducts  physical  examinations  for 
student  and  transport  pilots.  Dr.  Ravenel  will  give 
medical  exams  for  commercial  pilot  licenses. 


DR.  KREDEL  UNDERGOES  SURCERY 
A coincidence  of  chance  and  skill  combined  to  save 
the  life  of  Dr.  Frederick  E.  Kredel,  Charleston  neuro- 


surgeon and  professor  of  surgery  at  the  Medical  Col- 
lege of  South  Carolina. 

Kredel,  who  had  entered  the  Medical  College  Hos- 
pital after  recurrent  attacks  of  gastro-intestinal  upset, 
suffered  a serious  rupture  of  the  aorta,  the  heart’s 
major  blood  vessel,  while  in  his  hospital  room.  Bv 
chance,  a start  surgeon  at  the  hospital  had  come  to 
\ isit  Kredel  when  an  operation  scheduled  during  the 
morning  unexpectedly  was  delayed. 

Noting  that  Kredel  was  uncomfortable,  the  start 
surgeon  attempted  to  assist  the  patient  into  a less 
painful  position.  It  was  then  that  he  noticed  a large 
swelling  on  Kredel’s  left  side.  Mentally  diagnosing  the 
condition  of  the  patient  as  acute,  the  surgeon  quickly 
summoned  consultants  in  Kredel’s  case  to  the  hospital 
room.  Again  by  chance,  all  were  readily  available. 

Kredel,  meanwhile,  lapsed  into  a state  of  “profound 
collapse,”  hospital  officials  said  last  night. 

Recalling  that  the  operating  room,  equipment  and 
assistants  for  his  delayed  operation  were  still  in  a 
standby  status,  the  surgeon,  after  correctly  diagnosing 
Kredel’s  difficulty,  decided  to  operate.  The  patient,  in 
the  meantime,  slowed  in  his  breathing  to  a point  where 
resuscitative  measures  were  required. 

Within  a half  hour  after  the  staff  surgeon  first 
entered  Kredel’s  hospital  room,  the  patient  was  on  the 
operating  table,  with  instruments,  blood  and  assistants 
waiting. 

The  operation,  involving  the  removal  of  the  ruptured 
section  of  the  abdominal  aorta  and  its  replacement 
with  a plastic  vessel,  took  five  hours  to  complete.  Again 
by  chance,  the  aorta  had  ruptured  at  a point  below 
the  major  tributary  arteries  of  the  circulation  system, 
thus  simplifying  an  already  difficult  operation. 

One  of  the  physicians  attending  Kredel  said  that  the 
staff  surgeon’s  skill  and  the  remarkable  coincidence  of 
events  that  permitted  Kredel  to  be  placed  on  the 
operating  table  within  minutes  “very  well  may  have 
saved  Dr.  Kredel’s  life.” 

Dr.  Kredel  came  to  Charleston  in  1938  from 
Chicago.  In  1942,  he  received  national  recognition  for 
successful  operations  on  “stroke”  victims  paralyzed 
from  lack  of  blood  flowing  to  the  brain.  He  has  held 
office  in  a number  of  medical  organizations,  locally 
and  nationally. 

Charleston  News  and  Courier 
Jan.  9,  1957 


COLUMBIA  MEDICAL  SOCIETY 
1957  OFFICERS 

The  annual  meeting  for  the  election  of  officers  was 
held  in  the  State  Room  of  the  Hotel  Columbia  on 
December  10,  1956,  and  the  results  of  the  election 
were  as  follows:  Dr.  G.  S.  T.  Peeples,  President;  Dr. 
Ethel  Mae  Madden,  Vice-President;  Dr.  Harold  E. 
Jervey,  Secretary  (re-elected);  Dr.  C.  F.  Crews, 
Treasurer  (re-elected);  Dr.  Buford  S.  Chappell, 
Editor  of  The  Recorder ; Member  of  Board  of  Censors, 
Dr.  Kirby  Shealy;  Member  Public  Relations  Com- 
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mittee,  Dr.  Bill  Pitts;  Delegate  to  S.C.M.A.,  Dr.  Lee 
Sanders;  Alternate  Delegate,  Dr.  William  Hall. 


Dr.  H.  R.  Pratt-Thomas  has  been  named  president 
of  the  Charleston  County  Medical  Society.  Dr.  Henry 
C.  Robertson,  Jr.  is  serving  as  vice  president  and  Dr. 
R.  Maxwell  Anderson  as  secretary-treasurer. 


ANNOUNCEMENTS 


POISON  CONTROL  CENTER 

Phone  4-7382  Columbia,  S.  C. 

I.  The  State  Chapter  of  the  American  Academy 
of  Pediatrics,  in  cooperation  witli  the  South  Carolina 
State  Board  of  Health,  Columbia  Hospital,  and  South 
Carolina  Pediatric  Society,  announces  the  establish- 
ment of  a Poison  Control  Center,  located  at  the 
Emergency  Department  of  the  Columbia  Hospital, 
Columbia,  S.  C. 

II.  The  primary  purpose  of  this  Poison  Control 
Center  is  to  serve  as  an  information  center  and  refer- 
ence point  for  any  physician  in  the  state.  From  our 
files  the  most  efficient  methods  of  first-aid  and 
treatment  now  available  can  be  obtained  for  the  multi- 
tudes of  poison  cases  encountered.  Any  physician 
throughout  South  Carolina  will  have  access  to  our 
poison  and  treatment  files  merely  by  calling  POISON 
CONTROL  CENTER,  Columbia,  S.'  C.  Phone  4-7382. 

III.  The  Poison  Control  files  consist  of  approxi- 
mately 750  different  industrial  products  and  other 
toxic  agents  indigenous  to  this  area,  as  well  as  an 
adequate  reference  library  It  is  hoped  that  this  center 
will  rapidly  improve  the  therapy  and  first-aid  treat- 
ment in  poison  cases  and  thus  lower  the  crippling  and 
mortality  rates  in  this  state. 

Furthermore,  information  and  data  obtained  from 
the  cases  of  poisoning  that  occur  should  enable  us  to 
reduce  hazards  and  frequency  of  poisoning  through- 
out the  state.  Any  physician  requesting  information 
from  the  Poison  Control  Center  will  be  requested  by 
mail  to  complete  a questionnaire  regarding  individual 
cases  of  poisoning.  Reporting  rare  and  unusual  cases 
will  be  of  great  value  for  our  files. 

IV.  It  appears  that  coordinated  nation-wide  Poison 
Control  systems  will  soon  be  functioning  to  coordinate 
the  various  centers  and  to  maintain  up  to  date  files. 

The  State  Board  of  Health  is  actively  supporting 
and  cooperating  with  this  program  of  the  American 
Academy  of  Pediatrics  as  one  facet  of  the  overall 
problem  of  Accident  Prevention. 

Henry  W.  Moore,  M.  D.,  Chairman 
State  Accident  Prevention 
Committee,  American  Academy  of 
Pediatrics 

Charles  R.  Propst,  M.  D. 

Benjamin  O.  Stands,  M.  D. 


TENTATIVE  PROGRAM 
FIFTY-EIGHTH  ANNUAL  MEETING 
OF 

TRI-STATE  MEDICAL  ASSOCIATION 
THE  CLEMSON  HOUSE,  CLEMSON,  S.  C. 
MONDAY,  FEBRUARY  18 
Panel  on  Diabetes — Dr.  Willard  Mills,  Pediatrics, 
Greenville,  Moderator;  Dr.  R.  I.  Stephens,  Int. 
Med.,  Asl  reville;  Dr.  Richard  C.  Nailling,  Surgery, 
Asheville 

Sludge  Blood  Team  from  Medical  College  of  South 
Carolina — Dr.  Ed  Boyle;  Dr.  M.  H.  Knisely  and 
Dr.  John  A.  Boone 

Panel  on  Psychiatry — Dr.  Richard  C.  Proctor,  Winston* 1 II. III. IV. 
Salem;  Dr.  Iverson  O.  Brownell,  Greenville, 
Moderator;  Dr.  Jos.  J.  Nannarella,  Greenville 
Chemo-Pallidectomy  in  Parkinson’s  Disease — Dr.  John 
Meredith,  Richmond,  Va. 

Hypophysectomy  in  Advanced  Cancer — Dr.  Charles 
Troland,  Richmond 

Advances  in  Cancer  Diagnosis  and  Treatment — Dr. 
Brewster  Miller,  American  Cancer  Society,  New 
York 

6:30 — Social  Hour 
7 :30 — Banquet 

Presidential  Address — Guest  Speaker,  Mr.  C.  A. 
McKnight,  Editor  of  Charlotte  Observer 
TUESDAY,  FEBRUARY  19 
Office  Gynecology — Dr.  Karl  J.  Karnaky,  Houston 
Ano-Rectal  Problems  in  OB-Gyn. — Dr.  Robert  V.  Ter- 
rell, Richmond 

Hemorrhage  in  Obstetrics — Dr.  W.  Norman  Thornton, 
Jr.,  Charlottesville;  Discussion  by  Dr.  Jack  Parker, 
Greenville 

Endometriosis — Dr.  Karl  J.  Karnaky,  Houston 
Orthopedic  Panel — Dr.  Walter  Hunt,  Charlottesville; 

Dr.  Charles  B.  Thomas,  Greenville 
Opthalmologie  Subject — Dr.  Dupont  Guerry,  III,  Rich- 
mond; Discussor:  Dr.  Robert  A.  Brown,  Greenville 
Progress  in  Pediatrics — Dr.  Wilbur  Davison,  Durham; 

Discussor:  Dr.  John  Zeliff,  Greenville 
Observations  Concerning  the  Bronchi  Relative  to 
Smoking  and  Environment — Dr.  H.  R.  Pratt- 
Thomas,  Charleston 

Cytologic  Diagnosis — Dr.  Paul  Kimmelstiel,  Charlotte; 

Discussor:  Dr.  Zelma  Kalnins,  Winston-Salem 
Experimental  Shunts  in  Cirrhosis  of  Liver — Dr.  Cheves 
Smythe,  Charleston 

(Subject) — Dr.  George  Wilkinson,  Greenville 


AMERICAN  ACADEMY  OF  PEDIATRICS 
SPRING  SESSION 
WASHINGTON,  D.  C. 
Shcraton-Park  Hotel  — April  1,  2 and  3,  1957 
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The  International  College  of  Surgeons  extends  a 
cordial  invitation  to  all  physicians,  medical  personnel 
and  their  friends  to  attend  its  Tenth  International 
Congress  in  Mexico  City,  February  24-28. 

The  meeting  is  being  held  at  the  invitation  of  His 
Excellency,  Don  Adolfo  Ruiz  Cortines,  President  of 
Mexico.  It  will  combine  an  excellent  scientific  program 
by  outstanding  surgeons  of  the  world  with  an  op- 
portunity to  enjoy  the  show  places  of  Mexico. 


Cardiac  Surgical  Program— National  Jewish  Hos- 
pital at  Denver,  a free,  non-sectarian  institution,  is 
expanding  its  facilities  for  cardiovascular  patients 
with  lesions  amenable  to  surgical  intervention.  Only 
patients  unable  to  pay  for  private  care  are  eligible  for 
admission.  Since  the  hospital  has  a complete  cardio- 
pulmonary physiology  laboratory,  definitive  diagnosis 
by  the  referring  physician  is  not  necessary.  Inquiries 
concerning  admission  should  be  directed  to  Miss  Grace 
Grossmann  Director  of  Social  Service  and  Rehabilita- 
tion, National  Jewish  Hospital,  3800  East  Colfax  Ave., 
Denver  6,  Colorado. 


EMORY  UNIVERSITY  SCHOOL  OF  MEDICINE 
Announces 
a Two-Day  Course  in 
ELECTROLYTES 
March  29  and  30,  1957 
Course  will  be  under  the  direction  of 
Dr.  Arthur  Merrill, 

Associate  Professor  of  Medicine, 
and 

other  faculty  members  of  Emory  University. 
Visiting  faculty  includes 

Dr.  Ted  S.  Danowski,  Professor  of  Research  Medicine, 
University  of  Pittsburgh,  Pittsburgh,  Pennsylvania 
and 

Dr.  Louis  G.  Welt,  Professor  of  Medicine, 
University  of  North  Carolina,  Chapel  Hill 
North  Carolina 

Address:  Postgraduate  Teaching  Program, 
Emory  University  School  of  Medicine, 

Atlanta,  Georgia 


MEDICAL  COLLEGE  OF  GEORGIA 
MEDICAL  COLLEGE  OF  GEORGIA 
FOUNDATION,  INC. 
and 

GEORGIA  HEART  ASSOCIATION 
Announce 

A Clinical  Workshop  in  the  Treatment  of  Circulatory 
Disorders 

Thursday,  Friday,  and  Saturday 
March  28,  29,  30,  1957 

This  intensive  postgraduate  session  will  attempt  to 
increase  the  practitioner’s  skill  in  a restricted  field 
by  emphasis  upon  the  capacity  of  drugs  and  other 
therapeutic  agents  to  modify  diseases  of  the  circula- 
tion. Formal  lectures  cannot  be  entirely  avoided  but 


whenever  possible  registrants  will  work  closely  with 
patients  selected  to  illustrate  the  therapeutic  problems 
under  consideration.  Informal  discussions  with  mem- 
bers of  the  Departments  of  Medicine  and  Pharmacol- 
ogy will  illustrate  the  impact  of  pharmacology  and 
surgery  on  abnormal  physiologic  states.  Attention  will 
be  paid  to  the  management  of  peripheral  circulatory 
disorders  as  well  as  to  those  involving  the  heart  and 
kidneys  primarily.  The  therapeutics  of  congestive 
heart  failure,  the  common  arrhythmias,  shock,  the 
hypertensive  states  and  the  degenerative  arterial 
lesions  will  be  covered  in  a systematic  manner.  The 
workshop  will  begin  at  noon  on  Thursday  and  con- 
tinue until  noon  on  Saturday;  it  will  also  include  a 
session  on  Thursday  evening  devoted  to  electrolyte 
disturbances. 

FACULTY 

Outstanding  authorities  in  vascular  diseases 
participating  in  the  course  include  both  visiting  and 
Medical  College  of  Georgia  men.  Dr.  C.  Thorpe  Ray, 
Associate  Professor  of  Medicine,  Tulane  University 
School  of  Medicine  will  be  featured.  Others  include 
Drs.  Thomas  Findley,  Harry  T.  Harper,  A.  C.  Witham, 
Herbert  Schafer,  Department  of  Medicine  and  Dr. 
R.  P.  Ahlquist,  Department  of  Pharmacology,  Medical 
College  of  Georgia. 

APPROVED 

By  the  American  Academy  of  General  Practice  for 
20  credit  hours.  Category  I. 

FEES 

$25.00  will  be  charged  for  the  session.  The  full  fee 
is  payable  at  the  time  of  filing  application  for  the 
course. 

REGISTRATION 

Is  limited  to  twenty  physicians.  Application,  ac- 
companied by  a check  made  payable  to  the  Medical 
College  of  Georgia,  should  be  made  as  soon  as  pos- 
sible to: 

Dr.  Virgil  P.  Sydenstricker 
Dean,  Postgraduate  Education 
Medical  College  of  Georgia 
Augusta,  Georgia 

ACCOMMODATIONS 

A block  of  rooms  has  been  reserved  at  the  University 
Motel  immediately  adjacent  to  the  Medical  College 
of  Georgia.  Reservation  cards  will  be  sent  direct  to 
registrants  with  their  matriculation  cards  confirming 
acceptance  to  the  course.  Meals  will  be  available  on 
the  Medical  College  campus. 


STATE  CONFERENCE  ON  HANDICAPPED 
CHILDREN 

A state  conference  on  handicapped  children  w'ill 
be  held  at  the  Columbia  Hotel,  Columbia,  South 
Carolina  on  March  5-6,  1957.  This  conference  is  being 
sponsored  by  the  State  Interdepartmental  Committee 
on  children  and  youth  in  cooperation  with  The 
Nemours  Foundation  of  Wilmington,  Delaware. 

The  objectives  of  this  conference  are: 
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1.  Determine  the  programs,  services  and  facilities 
now  available  in  the  state  for  meeting  the  needs 
of  handicapped  children. 

2.  Consider  those  programs,  services  and  facilities 
which  should  be  developed  in  order  to  meet 
these  needs  more  adequately. 

3.  Develop  the  understanding,  interest  and  support 
necessary  to  attainment  of  the  goals  which  the 
conference  may  formulate. 

The  following  outstanding  speakers  have  accepted 
invitations  to  be  on  the  program. 

Dr.  Kenneth  Rogers,  Associate  Professor,  Maternal 
and  Child  Health,  University  of  Pittsburgh;  Dr. 
Romaine  Mackay,  Chief,  Department  of  Special  Ed- 
ucation, Federal  Office  of  Education;  Dr.  Stanley  Ains- 
worth, Professor  of  Speech  Correction  and  Chairman 
of  Exceptional  Children,  University  of  Georgia;  Dr. 
George  Deaver,  Medical  Director,  Children’s  Division, 
Institute  of  Physical  Medicine  and  Rehabilitation, 
New  York  University  - Bellevue  Medical  Center. 

The  26th  Venereal  Disease  Postgraduate  Conference 
for  physicians  sponsored  by  the  University  of  Ten- 
nessee College  of  Medicine  and  the  Public  Health 
Service  will  be  held  at  the  College  of  Medicine  in 
Memphis,  April  18-20,  1957,  inclusive. 

The  course  is  designed  to  acquaint  the  practitioner 
with  the  latest  developments  in  diagnosis,  treatment, 
and  management  of  the  venereal  diseases.  No  tuition 
will  be  charged.  Applications  for  admission  are  to  be 
sent  to  Dr.  Henry  Packer,  Department  of  Preventive 
Medicine,  University  of  Tennessee  College  of  Medi- 
cine, Memphis  3,  Tennessee. 

Several  important  attractions  will  be  presented  to 
surgeons  and  related  medical  personnel  attending  the 
Sectional  Meeting  of  the  American  College  of  Sur- 
geons in  Washington,  D.  C.,  March  18-21,  at  The 
Sheraton-Park  Hotel:  a practical  general  surgery  pro- 
gram; a full  day’s  session  for  obstetricians-gynecolo- 
gists;  a post-graduate  course  in  ophthalmology  at 
Walter  Reed  Army  Hospital;  a symposium  on  What’s 
New  In  Surgery;  and  a tour,  on  March  21,  of  medical 
installations  of  the  federal  services  in  the  Washington 
area,  constituting  an  unusual  opportunity  to  observe 
investigative  work  being  done  there. 


THE  AMERICAN  PHYSICIAN 
AND 

THE  WORLD  MEDICAL  ASSOCIATION 

The  World  Medical  Association  has  become  a 
strong  factor  in  protecting  and  promoting  the  profes- 
sional interests  of  the  medical  profession  and  the 
cause  of  world  peace. 

Now  in  its  9th  year,  W.M.A.  is  a federation  of  the 
most  representative  national  medical  association  in 
each  of  52  nations.  These  member  organizations 
represent  more  than  700,000  physicians.  The  American 
Medical  Association  is  a leading  member  of  The  World 
Medical  Association. 


Doctors  of  medicine  the  world  over  cherish  the  same 
basic  ideals  of  conduct  and  the  same  devotion  to  the 
welfare  of  mankind.  The  World  Medical  Association 
is  cultivating  the  common  purposes  of  the  profession. 
This  growing  community  of  interest  is  a source  of 
strength  to  the  physicians  in  every  land. 

The  membership  of  the  United  States  Committee 
has  been  growing  slowly  but  steadily.  In  1955,  the 
Committee  reached  its  first  important  milestone  of 
growth:  a membership  of  5,000  American  physicians. 

Even  with  this  modest  membership  representing 
scarcely  3%  of  American  medicine,  important 
achievements  have  been  registered,  many  of  which 
would  have  been  impossible  if  the  American  pharma- 
ceutical and  related  industries  had  not  consistently 
matched  the  financial  support  given  the  United  States 
Committee  by  its  physician  members. 

The  World  Medical  Association  assists  traveling 
physicians  by  providing  them  with  introductions  to 
colleagues  in  other  countries,  by  making  speaking 
engagements  for  them  abroad,  by  acquainting  them 
with  visiting  doctors  from  other  countries,  and  by 
sending  the  “World  Medical  Journal”  to  members  of 
all  national  supporting  committees. 

Two  World  Medical  Association  accomplishments 
that  have  brought  great  credit  to  our  profession  and 
strengthened  its  solidarity  throughout  the  world  were 
the  promulgation  in  1948  of  the  Declaration  of  Gen- 
eva, comprising  a modern  re-statement  of  the  Hippo- 
cratic Oath,  and  the  adoption  in  1949  of  an  Inter- 
national Code  of  Medical  Ethics. 

On  the  international  stage,  The  World  Medical 
Association  has  endeavored  to  counter  efforts  of  the 
International  Social  Security  Association  and  the 
International  Labour  Organization  to  promote  state 
medicine  under  social  security  programs.  The  World 
Medical  Association  has  earned  the  respect  of  the 
International  Labour  Organization  for  its  defense  of 
the  interests  of  medicine  against  the  International 
Labour  Organization  Convention  for  Medical  Social- 
ization in  1952.  Now  The  World  Medical  Association 
is  attempting  to  wrest  from  the  International  Labour 
Organization  the  recognized  world  leadership  in  the 
field  of  occupational  medicine. 

For  all  these  activities,  and  for  many  more  which 
demand  our  attention,  additional  funds  are  needed. 
Each  new  member  not  only  contributes  his  nominal 
membership  dues,  but,  more  vitally,  he  lends  his  name 
and  influence  to  the  program  of  the  W.M.A.  and  of 
its  United  States  Committee. 

Every  individual  physician  in  the  U.  S.  A.  is  eligible 
for  membership  in  the  United  States  Committee. 
Annual  membership  dues  are  $10.00.  The  dues  for 
Patron  Members  are  $100.00  or  more.  Many  of  our 
members  regularly  make  contributions  to  the  U.  S. 
Committee,  in  addition  to  their  annual  dues.  All  such 
contributions  to  the  United  States  Committee  of  The 
World  Medical  Association  are  tax  deductible. 
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CLASSIFICATION  OF  SURGICAL 
PROCEDURES 

Further  simplification  of  health  insurance  ad- 
ministration has  been  achieved  through  the  intro- 
duction by  the  Health  Insurance  Council  of  a standard 
nomenclature  and  classification  of  surgical  procedures. 
This  new  manual  for  insurance  companies,  entitled 
“Surgical  Procedures:  Classification  and  Nomencla- 
ture,’’ is  intended  to  expedite  the  payment  of  claims 
under  surgical  expense  insurance  contracts  by  aiding 
in  the  adoption  of  a uniform  terminology  for  surgical 
procedures.  It  does  not  in  any  way  attempt  to  estab- 
lish a schedule  of  physicians’  charges  for  operations. 

The  booklet  adapts  for  insurance  company  use  the 
Standard  Nomenclature  of  Diseases  and  Operations  of 
the  American  Medical  Association  and  is  now  being 
distributed  to  companies,  according  to  Council  chair- 
man Howard  A.  Moreen,  Vice  President  of  Aetna  Life 
Insurance  Company,  Hartford,  Conn.  Prepared  after 
consultation  with  a committee  of  the  AMA  Council  on 
Medical  Services  bv  the  Health  Insurance  Council’s 
Technical  Advisory  Committee,  the  nomenclature 
covers  some  1000  procedures  into  which  practically 
all  surgical  operations  may  be  classified. 

Doctors  and  hospitals  may  obtain  copies  without 
charge  by  writing  to  the  Health  Insurance  Council, 
Room  800,  488  Madison  Avenue,  N.  Y.  22,  N.  Y. 


REFRESHER  COSTS 

The  U.  S.  Internal  Revenue  Service  has  issued  a 
regulation  which  is  important  to  physicians. 

Efforts  over  a long  period  of  time  by  the  A.M.A. 
Law  Department  to  get  the  Internal  Revenue  Serv  ice 
to  issue  a regulation  permitting  physicians  to  deduct 
their  expenditures  in  taking  postgraduate  “refresher” 
courses  have  finally  paid  off. 

The  regulation,  effective  on  August  9,  prov  ides  that 
expenditures  for  education  are  deductible  if  they  are 
for  a “refresher”  or  similar  type  of  course  taken  to 
maintain  the  skills  directly  and  immediately  required 
by  the  physician  in  his  employment  or  business.  An 
educational  course  to  be  covered  should  be  designed 


BLUE  CROSS  . 


Let  me  discuss  briefly  the  terms  prepayment,  part 
payment,  and  insurance  payment — terms  which  are 
commonplace  in  our  daily  speech.  There  seems  to 
be  considerable  confusion  in  the  minds  of  doctors,  hos- 
pital administrators,  and  the  public  as  to  the  true 
significance  of  each  of  them  and  of  the  different 
ideas  that  they  express. 

Prepayment  implies  payment  in  full  of  the  cost  of 
some  specific  article  or  service  before  it  is  received. 
The  price  of  the  article  or  serv  ice  is  known  at  the  time 
of  payment.  The  article  or  service  is  definite  and  is 


for  established  medical  practitioners  to  help  them  keep 
abreast  of  current  developments  in  the  profession;  it 
should  be  of  short  duration;  it  should  not  be  taken  on 
a continuing  basis,  and  should  not  carry  academic 
credit.  Education  designed  to  prepare  the  practitioner 
to  enter  a specialty  will  not  be  acceptable. 

When  a physician  travels  away  from  home  primarily 
to  obtain  “refresher”  education,  his  ex,  nditures  for 
travel,  meals,  and  lodging  while  away  fr  ' home  are 
deductible.  I lowever,  expenses  for  perse  1 activities 
such  as  sightseeing,  social  visiting  or  ent.  .tail  ’ng,  or 
other  recreation  will  NOT  be  allowed. 


SOCIAL  SECURITY  FOR  DOCTORS 

The  Physicians  Forum,  which  was  once  spearheaded 
by  a committee  headed  by  the  late  Ernst  P.  Boas  of 
New  York,  is  passing  the  hat  again  among  doctors  for 
funds  to  finance  a campaign  to  get  social  security  for 
doctors.  The  Forum  recently  mailed  a four-page  bro- 
chure to  every  doctor  in  the  United  States,  practically 
the  same  kind  of  brochure  that  it  mailed  back  in  1952. 

The  response  from  doctors  will  probably  be  no  bet- 
ter this  time  than  it  was  in  1952.  Too  many  honest 
and  sincere  physicians  recall  the  activities  of  The 
Physicians  Forum  a few  years  back. 

The  Forum,  which  labeled  itself  the  “voice  of  the 
liberal  doctor,  once  championed  the  fight  in  behalf 
ol  the  Wagner-Murray-Dingell  bill  providing  for  com- 
pulsory  health  insurance.  Many  physicians  also  re- 
member how,  in  November,  1945,  The  Physicians 
Forum  issued  a statement  saying  that  it  “strongly  ap- 
proves the  message  of  President  Harry  S.  Truman 
calling  for  the  establishment  of  a nationwide  health 
and  medical  care  program  to  supply  the  medical  needs 
of  all  Americans  regardless  of  income,  race  and  re- 
ligion.” 

The  A.M.A.  Journal  has  published  a series  of  excel- 
lent articles  dealing  with  the  subject  of  social  security 
for  physicians.  The  articles  strongly  refute  the  state- 
ments and  arguments  presented  in  The  Physicians 
Forum  brochure,  showing  beyond  question  that  they 
are  false  and  misleading. 

AMA  Secretary's  Letter 


. BLUE  SHIELD 

known  both  to  the  buyer  and  to  the  seller.  The  trans- 
action may  be  completed  at  one  time,  the  buyer  pav  - 
ing the  entire  cost  and  the  seller  forthwith  providing 
the  article  or  the  serv  ice.  On  the  other  hand,  the  buyer 
may  divide  the  ccst  *nto  a number  of  payments,  but 
he  ( les  not  receive  the  article  or  service  until  the  full 
cost  is  paid.  This  is  the  method  of  payment  employed 
in  the  so-called  lay-awav  plans  offered  by  many 
merchants. 

P;  rt  payment  differs  materially  from  prepayment. 
In  this  plan  of  buying,  a down  payment  is  made  at  the 
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time  of  purchase.  The  down  payment  may  be  very 
small.  More  usually  in  costly  items  subject  to  rapid 
depreciation  in  value,  it  is  greater,  averaging  perhaps 
25%  of  the  price  of  the  article  or  serv  ice.  The  balance 
is  then  divided  into  a specified  number  of  regular 
installments.  The  seller  is  protected  in  the  collection 
of  the  balance  by  retaining  title  to  the  article  sold  or 
by  a mortg  ge  on  the  article  or  something  else  of 
equal  or  g iter  value.  At  any  time  in  case  of  default 
in  installm  . payments,  he  can  repossess  the  article 
sold  or  fori  iose  the  mortgage. 

Th.j  type  of  selling  and  buying  is  peculiar  to  the 
United  States  and  is  the  foundation  of  our  high 
standard  of  living,  our  tremendous  industrial  develop- 
ment, our  wide  automobile  and  appliance  market,  and 
our  wide  home  ownership.  It  allows  the  person  with 
a relatively  small  income  to  budget  his  payments  over 
a relatively  long  period  of  time  and  to  enjoy  the  use 
of  many  things  which  he  could  not  have  if  he  had  to 
save  the  full  cost  before  he  could  have  the  things  he 
now  enjoys. 

Insurance  payments  have  some  of  the  features  of 
both  prepayment  and  part  payment,  but  there  are 
several  important  differences.  The  payments  relative 
to  the  value  of  what  the  buyer  may  receive  are 
relatively  small,  but  they  are  repetitious  and  10  re- 
semble installment  or  part-payment  buying.  The  buyer 
pays  in  full  in  advance  for  insurance  coverage  for  a 
stated  period  of  time,  and  so  there  is  a resemblance 
to  prepayment.  However,  the  buyer  does  not  know 
in  dollars  and  cents  the  value  of  what  he  will  receive. 
All  that  he  knows  is  that  he  receives  protection 
against  monetary  loss,  provided  such  specified  loss 
threatens.  He  may  receive  many  times  more  remunera- 
tion than  the  price  he  has  paid  if  he  is  threatened  with 
loss,  and  he  will  receive  no  monetary  return  from  his 
transaction  if  no  loss  against  which  he  is  protected 
occurs.  He  has  purchased  only  protection  from  un- 
expected and  unpredictable  loss,  and  if  such  loss  occurs 
he  is  reimbursed  from  the  pool  of  funds  created  by  the 
contribution  of  many  others  who  purchased  similar 
protection  but  who  incurred  no  loss. 

Since  reimbursement  can  come  only  from  such  a 
pool,  it  is  necessary  first  that  the  loser  be  one  of  a 
relatively  large  group  who  contributed  to  the  pool. 
It  is  necessary  that  the  insurer  be  able,  before  estab- 
lishing the  individual  rates  for  the  insurance  pro- 
tection, to  determine  with  reasonable  accuracy  the 
number  and  amount  of  claims  for  reimbursement  he 
will  receive  within  a given  period  of  time.  If  the 
number  and  amount  of  claims  received  exceeds  the 
expected  number  upon  which  the  rates  were  based, 
the  pool  of  funds  will  become  depicted  and  the  in- 
surer will  be  able  to  make  no  further  reimbursements. 
He  becomes  insolvent. 

The  insurance  principle  cannot  apply  to  proti  ction 
against  losses  that  are  certain  to  occur.  It  cannot  pply 
to  losses  that  occur  by  reason  of  fraudulent  c iaims 
based  on  artificially  produced  losses.  Such  losses  would 
not  have  figured  in  the  expectancy  upon  which 


costs  of  insurance  are  based.  Since  the  buyer  purchases 
protection  only,  he  will  receive  the  full  value  of  his 
purchase  even  though  he  might  incur  no  loss. 

If  because  of  unusual  or  changed  circumstances  the 
ratio  of  losses  based  on  legitimate  claims  increases 
beyond  the  original  expectancy  upon  which  costs  are 
based,  then  the  ratio  of  charges  for  the  insurance  to 
the  losses  incurred  must  be  quickly  increased  to  pre- 
vent insolvency  of  the  insurer.  This  is  a matter  for 
the  insurer  to  determine.  No  one  would  wish  to  pur- 
chase insurance  from  an  insurer  who  did  not  take 
such  steps  against  insolvency. 

Blue  Cross  and  Blue  Shield  are  insurers.  They  offer 
insurance  against  unexpected  and  unpredictable  losses 
incident  to  sickness  and  hospital  care.  The  charges 
for  the  protection  are  collected  in  advance  on  a 
monthly,  quarterly,  or  other  installment  basis.  The 
cost  of  the  administration  and  the  payment  of  claims 
arising  from  the  protection  contract  is  distributed 
among  all  the  members  of  the  Plans.  The  protection 
contract  specifically  states  what  losses  the  member  is 
protected  against.  There  is  no  protection  against  un- 
specified losses,  and  such  unspecified  losses  are  not 
taken  into  account  in  figuring  the  rate  or  cost  to  the 
member.  If  the  Plan  pays  for  unspecified  and  un- 
covered losses,  it  does  so  at  a definite  risk  to  the  other 
members  of  the  Plan,  because  such  payment  is  a 
charge  against  the  reserves  of  the  Plan.  When  it  pays 
fraudulent  claims  based  upon  misrepresentation  of  the 
nature  of  the  loss,  or  its  exaggeration,  it  jeopardizes 
tile  interest  of  other  members  of  the  Plan. 

If  because  of  epidemics,  a rapidly  increasing  birth 
rate,  larger  families,  increased  hospital  costs,  a 
changing  pattern  of  medical  practice,  or  a changing 
attitude  toward  hospitalization,  the  cost  of  re- 
imbursable losses  increases,  the  Plans  have  to  increase 
their  membership  dues  proportionately. 

For  the  past  ten  years,  hospital  costs  have  increased 
tremendously.  Those  costs  reflect  the  decreasing  value 
of  the  dollar  in  things  and  services.  It  is  estimated 
that  they  will  continue  to  increase  at  the  rate  of  5% 
per  year  for  at  least  five  years.  To  meet  these  increased 
hospital  costs.  Blue  Cross  has  had  to  periodically  in- 
crease its  charges  to  members.  Because  Blue  Cross 
offers  service  benefits,  paying  all  hospital  costs  for 
admissions  covered  by  its  contract,  it  has  not  had  a 
safety  valve  such  as  have  commercial  insurance  car- 
riers which  have  monetary  limits  to  the  protection 
they  ofler.  Since  medical  costs  have  increased  so 
rapidly,  since  the  pattern  of  medical  practice  has 
rapidly  undergone  widespread  change  along  with  the 
increase  in  the  number  of  hospitals  and  hospital  beds, 
and  since  the  attitude  of  the  public  has  changed 
quickly  in  regard  to  hospital  care.  Blue  Cross  has  not 
been  able  to  increase  its  rates  rapidly  enough  at  times 
to  keep  up  with  increased  costs  of  service  protection 
and  has  suffered  at  times  a serious  and  dangerous  de- 
pletion of  reserves.  Actually,  Blue  Cross  charges  have 
not  increased  proportionately  to  the  decrease  in  the 
value  of  the  dollar. 
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The  changes  which  have  affected  Blue  Cross  have 
affected  Blue  Shield  similarly.  Except  for  the  fact  that 
its  participating  physicians  have  loyally  carried  on 
without  demanding  a material  increase  in  fee  allow- 
ances in  service  benefit  cases,  Blue  Shield  would  have 
had  to  increase  its  costs  so  much  as  to  probably  price 
it  out  of  reach  of  those  it  most  intensely  tries  to  pro- 
tect. The  loyalty  of  our  participating  physicians  is  a 
thing  of  which  the  Plan  is  very  proud,  and  it  is  to 
them  goes  the  credit  of  the  continued  life  of  the  South 
Carolina  Medical  Care  Plan. 

J.  Decherd  Guess,  M.  D. 

Medical  Director 


DEATHS 


DR.  GEORGE  McFARLANE  MOOD 

Dr.  George  McFarlane  Mood,  retired  Medical  Col- 
lege professor  and  health  officer,  died  January  10. 

Dr.  Mood,  76,  was  professor  of  bacteriology  at  the 
Medical  College  of  South  Carolina  from  1909  until 
his  retirement  in  1949.  He  formerly  was  adjunct  pro- 
fessor of  histology  and  pathology  at  the  college.  He 
also  was  bacteriologist  for  the  Charleston  County 
Health  Department  for  many  years.  Since  his  retire- 
ment he  practiced  bacteriology  privately. 

Dr.  Mood  was  born  in  Charleston.  He  attended 
private  schools  in  Summerville,  the  High  School  of 
Charleston,  the  College  of  Charleston  and  the  Medical 
College  of  South  Carolina. 

He  served  his  interneship  at  St.  Francis  Xavier  Hos- 
pital and  entered  private  practice  as  an  associate  of 
the  late  Dr.  Joseph  Maybank.  In  1904  he  became  a 
member  of  the  faculty  at  the  Medical  College  and 
was  named  professor  of  bacteriology  in  1909. 

He  studied  milk  and  meat  sanitation  in  Philadelphia; 
rabies  vaccine  procedures  in  New  York  and  human 
and  rat  plague  medicine  at  New  Orleans. 

He  served  as  secretary  for  the  building  committee 
of  the  Medical  College  in  1912.  He  was  chairman  of 
the  board  of  Roper  Hospital  from  1918  until  1951.  In 
1917,  as  chairman  of  a typhoid  and  malaria  fever 
clean-up  campaign,  he  supervised  draining  of  mos- 
quito breeding  areas  and  the  eradication  of  some 
3,000  open  toilets  in  the  city. 

He  was  president  of  the  Charleston  County  Tuber- 
culosis Association  from  1925  until  1936.  He  was 
chairman  of  the  building  committee  for  New  Roper 
Hospital  (1941-1946)  and  a past  president  of  the 
Medical  Society  of  South  Carolina.  He  also  was  a for- 
mer president  of  the  Widows  and  Orphans  Society  of 
Charleston. 


DR.  EDWARD  FRANKLIN  WYATT 
Dr.  Edward  Franklin  Wyatt,  88,  retired  physician 
of  Easley,  died  in  a Greenville  hospital  November  5 
after  an  illness  of  several  months  and  a critical  illness 
of  three  weeks. 

Dr.  Wyatt  was  born  in  Anderson  County.  He  was 


an  alumnus  of  Emory  University,  and  a graduate  of 
the  class  of  1897  of  the  Southern  Medical  College  of 
Atlanta,  Ga.  He  began  the  practice  of  medicine  in 
Lavonia,  Ga.,  later  practicing  in  Athens,  Ga.  and 
Central,  before  moving  to  Easley  in  1906.  Dr.  Wyatt, 
who  in  his  early  years  of  practice  was  a very  busy 
“horse  and  buggy”  doctor,  had  a large  clientele  until 
health  forced  him  to  retire  some  years  ago. 


DR.  HENRY  DUNHAM  HERRING 

Dr.  Henry  Dunham  Herring,  41,  North  Charleston 
physician,  died  unexpectedly  January  2,  1957. 

Dr.  Herring,  who  reportedly  had  been  in  poor 
health  recently,  died  shortly  after  falling  from  his  bed 
onto  the  floor  of  his  home.  He  suffered  a fractured 
skull  in  the  fall. 

A native  of  Andrews,  Dr.  Herring  was  born  August 
23,  1915.  He  was  a member  of  the  South  Carolina 
Medical  Association,  the  American  Medical  Associa- 
tion, Greater  Charleston  Chamber  of  Commerce,  Elks 
and  Hammerton  Lodge,  A.  F.  M.,  Charleston  County 
Medical  Society. 


BOOK  REVIEWS 


DERMATOLOGY.  First  Edition.  Donald  W.  Pills- 
bury,  M.  A.,  M.  D.,  Walter  B.  Shelley,  M.  D.,  and 
Albert  M.  Kligman,  M.  D.  W.  B.  Saunders  Company, 
Philadelphia,  1956.  Price  $20.00. 

This  book,  written  by  Dr.  Don  M.  Pillsbury,  Profes- 
sor of  Dermatology  at  the  University  of  Pennsylvania 
and  two  of  his  associates,  fills  a need  which  has  long 
been  present  in  dermatological  literature.  The  authors 
state  the  needs  for  such  a book  in  their  preface,  which 
alone  is  well  worth  reading. 

Diseases  affecting  the  skin  present  much  difficulty 
and  confusion  to  the  general  physician.  Few  medical 
schools  give  more  than  a brief  course  in  didactic  and 
clinical  dermatology.  As  a result,  the  physician  has 
little  understanding  of  the  normal  function  of  the 
skin,  much  less  the  diseases  of  the  skin.  One  of  the 
outstanding  parts  of  the  book  is  its  first  section 
which,  with  an  unusually  lucid  and  organized  pre- 
sentation, makes  it  possible  for  any  physician  to 
acquire  a very  adequate  knowledge  of  the  anatomy 
and  physiology  of  the  normal  skin.  This  basic  knowl- 
edge may  be  acquired  bv  simply  reading  the  sum- 
maries at  the  end  of  each  chapter. 

The  ability  to  make  a correct  diagnosis  is  another 
great  lack  in  dermatological  teaching.  If  one  is  able 
to  arrive  at  a working  diagnosis,  further  information 
regarding  the  disease  can  be  obtained  from  many 
sources.  As  diagnosis  has  major  practical  difficulties, 
the  author  emphasizes  discussion  of  diagnostic 
methods.  Dermatological  diseases  are  encountered 
rather  frequently  in  all  branches  of  medicine  and  sur- 
gery. In  general,  the  physician  practicing  in  a tropical 
climate  will  find  that  25%  of  his  patients  will  have  a 
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disease  affecting  the  skin.  Percentagewise,  and  in 
practice,  some  knowledge  of  dermatology  is  essential. 

Once  the  diagnosis  has  been  established,  and  the 
authors  claim  that  this  can  be  done  in  over  90  per 
cent  of  dermatological  cases,  treatment  is  highly 
satisfactory.  For  those  diseases  in  which  one  or  two 
methods  are  outstanding,  this  is  so  stated.  For  diseases 
in  which  several  methods  of  treatment  must  sometimes 
be  tried,  the  order  of  preference  is  given.  Some  types 
of  treatment  offer  more  risk  than  the  disease  being 
treated,  and  emphasis  has  been  given  to  this  fact. 
Where  it  appears  that  no  satisfactory  method  of  treat- 
ment is  available,  it  has  seemed  proper  to  say  so 
frankly.  This  is  one  of  the  few  textbooks  which  at- 
tempts to  evaluate  therapy. 

This  is  an  excellent  textbook  for  medical  students 
and  one  which  every  general  practitioner  will  find  in- 
valuable in  his  library,  ft  is  also  a book  the  specialist 
will  want  to  own  because  it  codifies  the  old  as  well 
as  the  new  ideas  in  the  field  of  dermatology  with  a 
clarity  which  is  refreshing. 

Kathleen  Riley,  M.  D. 


THE  RECOVERY  ROOM : IMMEDIATE  POST- 
OPERATIVE MANAGEMENT.  Bv  Max  S.  Sadove, 
M.  D.,  Professor  of  Surgery  (Anesth. ) and  Head, 
Division  of  Anesthesiology,  University  of  Illinois  Col- 
lege of  Medicine  and  the  Research  and  Educational 
Hospitals  and  James  H.  Cross,  M.  D.,  Clinical  Assist- 
ant Professor  in  Surgery,  University  of  Illinois  College 
of  Medicine;  and  24  Contributing  Authorities.  Cloth 
$12.00  Pp.  597  with  103  Illustrations.  W.  R.  Saunders 
Company,  Philadelphia  5,  Pa. 

Because  of  the  growing  realization  that  the  Recovery 
Room  is  an  invaluable  supplement  to  the  modern  hos- 
pital, this  new  book  is  a timely  guide  for  either  the 
establishment  or  operation  of  such  a unit. 

Besides  containing  a description  of  the  organization, 
function,  administration,  and  equipment  of  recovery 
units,  this  volume  presents  general  principles  and 
techniques  in  the  control  of  pain,  sedation,  antibiotic- 
therapy,  and  post  operative  complications  as  well  as 
describing  specific  post  operative  problems  arising  in 
all  of  the  various  types  of  surgery.  Also  included  is  a 
section  on  the  Management  of  Medical  Problems  which 
deals  with  such  medical  emergencies  as  cardiac,  cere- 
brovascular, massive  gastrointestinal  hemorrhage,  bar- 
biturate, narcotic  and  heavy  metal  poisoning,  acute 
renal  insufficiency  and  endocrine  emergencies. 

The  presentation  of  all  phases  of  the  critical  post- 
operative period  as  well  as  certain  medical  problems 
which  benefit  by  concentrated  and  intensive  therapy, 
makes  this  book  a valuable  reference  for  surgeons, 
internes,  residents,  nurses  and  hospital  administrators 
concerned  with  these  problems. 

John  C.  Doerr,  M.  D. 


STUDIES  IN  TOPECTOMY.  Edited  by  Nolan 
D.  C.  Lewis,  M.  D.;  Carney  Landis,  Ph.  D.,  D.  Sc.; 
and  H.  E.  King,  Ph.  D.  248  pp  Grime  & Stratton,  New 
York.  $6.75. 

This  monograph  is  a report  of  the  New  York  State 
Brain  Research  Project.  This  Project’s  primary  aim 
was  to  explore  the  potentialities  of  psychosurgical 
methods  as  therapy  for  mental  disorders  and  to  in- 
vestigate the  role  of  the  frontal  lobes  of  the  brain  in 
human  behavior. 

The  material  is  arranged  for  continuity;  beginning 
with  the  description  of  the  neurosurgical  procedures 
used  in  removing  a certain  portion  of  the  frontal  lobe, 
continuing  with  the  discussions  of  the  scientific  groups 
observing  the  patients  in  the  pre-  and  post-operative 
periods,  and  closing  with  the  follow-up  reports  on  the 
later  histories  of  the  operated  patients  by  the  psychia- 
tric and  social  service  divisions. 

This  is  an  excellent  summary  of  the  effects  of  re- 
moval of  known  areas  of  the  frontal  lobe.  Due  to  the 
technical  and  statistical  nature  of  this  monograph,  it 
can  only  be  recommended  for  those  having  a direct 
interest  in  the  field  of  psychosurgery. 

Luther  C.  Martin,  M.  D. 


THE  MENNINGER  STORY,  by  Walker  Winslow. 
Doubleday  & Company,  New  York,  1956.  Price  $5.00. 

This  biography  of  Dr.  Charles  Frederick  Menninger 
is  a success  story  in  true  life  that  depicts  the  American 
saga  in  a manner  which  outstrips  the  tales  of  Horatio 
Alger.  With  modest  origins  from  the  Sw'iss  and  Ger- 
man immigration  to  the  Mid-West  about  1848,  Dr. 
Menninger  and  his  sons  developed  an  outstanding 
center  for  neuropsychiatry  despite  many  handicaps 
and  reverses. 

His  first  medical  degree  was  from  a homeopathic 
school  in  Chicago  in  1889.  Inspired  by  a visit  to  the 
M ayo  Clinic  in  1908,  he  declared,  “we  are  going  to 
have  a clinic  like  that  right  here  in  Topeka’’.  While 
attention  of  the  reader  may  lag  at  times  at  the  some- 
what pedestrian  pace  of  the  narrative,  there  is  human 
interest  in  every  chapter.  His  devoted  wife  is  de- 
scribed as  very  intense  and  active  in  many  fields  al- 
though quite  strait-laced  about  the  shortcomings  of 
others.  His  accomplished  sons  occupy  an  important 
place  in  present  day  psychiatry. 

It  is  of  interest  to  note  that  400  psychiatrists  have 
received  training  at  the  Menninger  Clinic.  With  its 
resident  training  program  there  is  one  M.  D.  for  every 
six  patients.  Also  there  is  a medical  social  worker  per 
10  patients  compared  to  a national  average  of  1 per 
600.  This  indicates  the  emphasis  by  the  Menningers 
on  the  importance  of  family  and  other  environmental 
factors  in  the  medical  picture. 

The  death  of  Dr.  C.  F.  Menninger  in  1953  at  the 
age  of  91  marks  an  epoch  in  modern  psychiatry.  The 
book  has  a pleasing  format  and  contains  an  adequate 
index. 

F.  E.  Kredel,  M.  D. 
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PSYCHOPATHY  AND  DELINQUENCY.  William 
and  Joan  McCord,  New  York,  Grune  & Stratton,  1956. 
pp.  229. 

William  McCord,  Pli.D.  is  an  instructor  in  Social 
Psychology  and  General  Education.  Joan  McCord, 
Ed.  M.  is  a research  assistant.  Laboratory  oi  Human 
Development.  Both  authors  are  at  Howard  Univer- 
sity. Their  book  is  a well  written  and  well  documented 
volume  with  illustrative  cases  and  conclusions  drawn 
from  experimental  data. 

The  symptoms,  the  diagnosis  and  the  legal  implica- 
tions of  the  psychopathic  personality  have  long  been 
a controversial  issue  among  professional  people  deal- 
ing with  them.  This  book  reviews  the  literature  on 
the  psychopathic  personality  to  arrive  at  a concise 
history  and  definition  of  this  disorder,  its  diagnosis, 
causes,  treatment,  and  social  implications.  The  history 
of  the  disease  was  traced  from  the  early  concept  of 
“moral  insanity’  (Pinel,  Prichard  & Lombroso)  to  the 
modem  concept  based  on  the  more  comprehensive  ap- 
proaches of  the  “combined  resources  of  genetics,  child 
study,  psychoanalysis,  electro-encephalography,  soci- 
ology, and  psychotherapy  ”.  The  present  authors  pro- 
pose “a  neuro-social  theory  of  causation”. 

The  psychopath  is  described  as  “ . . . asocial.  His 
conduct  often  brings  him  into  conflict  with  society. 
The  psychopath  is  driven  by  primitive  desires  and  an 
exaggerated  craving  for  excitement.  In  his  self-cen- 
tered search  for  pleasure,  he  ignores  restrictions  of  his 
culture.  The  psychopath  is  highly  impulsive.  I le  is  a 
man  for  whom  the  moment  is  a segment  of  time  de- 
tached from  all  others.  His  actions  are  unplanned  and 
guided  by  his  whims.  The  psychopath  is  aggressive. 
He  has  learned  few  socialized  ways  of  coping  with 
frustration.  The  psychopath  feels  little,  it  any,  guilt. 
He  can  commit  the  most  appalling  acts,  yet  view  them 
without  remorse.  The  psychopath  has  a warped  capa- 
city for  love.  His  emotional  relationships,  when  they 
exist,  are  meager,  fleeting,  and  designed  to  satisfy 
his  own  desires.  These  last  two  traits,  guiltessness  and 
lovelessness,  conspicuously  mark  the  psychopath  as 
different  from  other  men”. 

Some  chapters  are  devoted  to  the  causes  and  diag- 
nosis of  psychopathy  followed  by  a resume  of  types 
of  treatment  which  have  been  tried  at  the  adult  level 
with  relatively  little  success.  The  authors  conclude 
that  “treatment  of  the  adult  psychopath,  while  not 
hopeless,  is  far  from  hopeful."  Fortunately,  the  out- 
look for  the  prevention  and  treatment  of  child  psycho- 
pathy are  much  better.  Aichorn,  Bettleheim,  Redl,  and 
Papanek  reported  success  in  treatment  through  the 
use  of  “milieu  therapy”.  This  type  of  therapy  involves 
“a  reorientation  of  the  child's  total  environment”  with 
emphasis  on  giving  the  child  a great  deal  of  love  and 
affection  in  a non-punitive  and  permissive  environ- 
ment. 

The  authors  present  an  original  evaluation  of 
“milieu  therapy”  based  on  a study  made  at  New 
York's  Wiltwyck  School  for  Boys.  They  devise  some 
ingenious  techniques  for  measuring  the  various  facets 


of  the  psychopathic  personality  which  were  ad- 
ministered, before  and  after  treatment,  to  the  Wilt- 
wyck  boys  and  a control  group  of  non-delinquent 
children.  The  reliability  of  these  devices  and  their 
results  were  tested  with  sound  statistical  procedures. 
The  authors  conclude  that  under  such  treatment 
definite  improvement  occurs  in  the  psychopathic 
child.  They  say  that  “The  Wiltwyck  environment,  a 
new  ‘situation’  causes  radical  alterations  in  person- 
ality". At  this  point  no  test  of  permanence  could  be 
applied  but  the  authors  “hope  that  the  effects  of 
treatment  are  permanent”. 

The  final  chapter  is  devoted  to  an  excellent  dis- 
cussion of  the  psychopath  in  relation  to  the  law  and 
society  and  to  whether  the  psychopath  may  be  held 
legally  responsible  for  his  behavior. 

This  seems  to  be  a worthwhile  book  for  anyone 
dealing  with  psychopathic  disorders. 

Junius  M.  Rowe,  Ph.  D. 


A NEW  PSYCHOTHERAPY  IN  SCHIZOPHRE- 
NIA by  Marguerite  Sechehaye,  190  pages.  Grune  & 
Stratton,  New  York. 

In  the  last  few  years  with  the  tremendous  rise  of 
the  newer  more  comprehensive  psychoanalytic 
methods  and  ideas,  a whole  new  field  of  therapy 
promised  great  hope  and  light  for  the  vast  array  of 
the  mentally  ill.  This  was  in  marked  contrast  to  the 
“stay  away  from”  attitude  of  psychotherapists  in  gen- 
eral from  the  whole  problem  of  the  mentally  ill. 

This  book,  A New  Psychotherapy  in  Schizophrenia 
embraces  in  a relatively  small  number  of  pages  the 
entire  new  concept  of  how  schizophrenic  patients  can 
be  treated  and  handled,  even  in  their  most  severe 
depths  of  regression.  The  author,  who  herself  has  been 
an  advocate  of  extending  the  earlier  principles  of 
Freudian  psychology,  has  shown  a very  interesting 
method  for  “reaching”  the  phantasy  world  of  schizo- 
phrenia. Her  ideas  in  themselves  are  not  revolutionary 
but  are  a confirmation  and  a development  of  methods 
and  techniques  that  has  been  increasingly  utilized  in 
the  past  fifteen  years.  I ler  particular  concept  is  called 
“Symbolic  Realization”  which  in  simple  terms  means 
the  use  of  everyday  symbols  in  constructing  the  phan- 
tasy world  of  the  infant  whose  reality  consists  of 
magical  belief  in  goodness,  simplicity,  and  the  ab- 
solute surprising  love  of  a parent  object.  This  is  not 
to  be  confused  with  what  is  in  simple  terms  called 
“love  and  affection,”  but  the  world  of  surprise,  un- 
anticipated pleasure,  seeming  miracle,  and  unlimited 
bounty.  The  ability  to  recreate  this  world  securely 
and  definitely  is  necessary  before  the  schizophrenic 
can  enter  into  the  actual  world  that  we  all  live  in. 

This  book,  if  read  carefully,  can  be  of  profound  help 
to  all  psychiatrists  and  psychoanalysts,  as  well  as  being 
understandable  to  most  physicians  who  have  any 
interest  in  the  psychological  world  of  their  patients. 

Although  technical  and  advanced,  it  is  a stimulating 
expose  of  the  poetry  and  meaning  of  liv  ing  symbols. 

Norton  L.  Williams,  M.  D. 
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MINUTES  OF  THE  HOUSE  OF  DELEGATES 

of  the 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Special  Meeting 

Sunday,  November  11,  1956,  1:00  P.  M. 
Jefferson  Hotel,  Columbia,  S.  C. 


Presiding — William  H.  Prioleau,  M.  D.,  President 

THE  CHAIR:  Gentlemen,  if  you  will  be  seated  we 
shall  try  to  get  through  rather  quickly. 

Do  you  mind,  Dr.  Weston,  acting  as  Secretary,  in 
the  absence  of  Dr.  Wilson. 

This  is  a special  meeting  of  the  House  of  Delegates 
called  for  two  purposes, 

1.  To  consider  raising  the  dues  of  the  association, 
and 

2.  To  consider  the  entering  into  a contract  between 
the  State  Association  and  the  Federal  Government  for 
the  care  of  the  dependents  of  the  Uniform  Services. 

Is  Dr.  Howard  Stokes  in  the  house?  He  is  not  here. 
We  had  in  mind  that  it  might  be  better  to  take  them 
up — first  the  raising  of  the  dues,  but  Dr.  Stokes,  the 
treasurer,  is  not  here,  so  probably  that  had  better  be 
deferred  for  the  second  order  of  business. 

Delegates,  only,  and  alternates,  naturally,  serving 
have  the  privilege  of  the  floor  and  the  privilege  of 
voting,  except  when  others  are  present  who  have  in- 
formation and  they  can  be  called  upon  for  that  in- 
formation and  we  will  naturally  be  glad  to  have  it. 

The  first  order  of  business  then  is  the  entering  into 
the  contract  with  the  Federal  Government  for  the  care 
of  the  dependents  of  the  Uniformed  Services  and  we 
shall  ask  Dr.  Cain,  Chairman  of  Council,  if  he  will 
present  that  subject  for  you  and  then  it  will  be  opened 
for  discussion. 

DR.  JOS.  CAIN:  Mr.  President,  members  of  the 
House  of  Delegates,  first  I would  like  to  make  a few 
introductory  remarks  as  to  just  what  Medicare  is. 
Medicare  is  a process  by  which  dependents  of  mem- 
bers of  the  armed  forces  can  receive  medical  care 
either  in  civilian  facilities  or  in  government  facil- 
ities. It  was  passed  by  the  Last  Congress  and  goes  into 
effect  on  December  7th,  that  is  the  reason  for  our 
call  meeting  in  hopes  that  we  can  attend  to  our  part 
of  it  in  time  for  our  society  to  participate  in  the  pro- 
gram when  it  goes  into  effect. 

Now,  I know  that  all  of  us,  one  time  or  another, 
have  been  confronted  with  the  problem  of  taking  care 
of  dependents  of  service  men.  Sometimes  it  is  very 
hard  for  them  to  get  the  care  they  need  and  have  the 
bill  paid.  It  is  something  that  not  only  our  association 
but  associations  all  over  the  country  have  run  up  with 
from  time  to  time  and  in  this  program  the  Congress, 
in  its  hearings  before  the  law  was  passed  and  in  its 
preparation  for  the  administration  of  the  law  after  it 
was  passed  has  been  in  close  contact  with  the  Ameri- 
can Medical  Association  and  we,  as  doctors,  therefore 
have  had  a large  part  in  bringing  the  program  up  in 


its  present  form. 

Now,  this  is  not  an  all-inclusive  program,  it  is  a 
limited  program  and  it  is  our  purpose  today  to  give 
you  as  much  information  as  we  can  concernng  it; 
tell  you  wdiat  our  association  will  be  called  upon  to 
do  in  order  to  implement  it;  and  then  ask  you  to 
pass  on  certain  recommendations  which  the  council 
has  already  formulated  at  a meeting  held  Wednesday 
of  this  week. 

Approximately  forty  (40%)  percent  of  servicemen’s 
dependents  were  not  getting  proper  medical  care  prior 
to  the  time  when  this  is  to  go  into  effect,  and  the 
sixty  ( 60% ) percent  who  were  getting  medical  care 
were  getting  it  at  the  Government  hospitals,  which 
meant  that  so  far  as  the  civilian  doctors  were  con- 
cerned that  a certain  number  of  doctors  were  being 
called  into  the  armed  services  to  care  for  this  60% 
of  servicemen’s  dependents  rather  than  being  allowed 
to  continue  their  private  practice.  That  is  one  of  the 
reasons  for  so  many  more  doctors  being  called  into 
the  service.  Thereby,  when  this  program  goes  into 
effect,  we  have  a right  to  expect  that  at  least  some  of 
the  patient  load  that  military  doctors  do  handle  will 
be  lessened  and  fewer  doctors  will  be  called.  That, 
of  course,  would  be  an  indirect  benefit  and  it  is  not 
mentioned  in  this  particular  program. 

I would  like  to  read  to  you  a resume  of  the  Medi- 
care program.  ( reading  resume ) 

This  report  covers  the  basic  points  of  the  program. 
Now,  as  you  see  then,  it  will  be  up  to  us  first  to 
decide  whether  or  not  we  want  to  go  along  with  the 
program,  to  approve  the  program  in  form  as  we  have 
read  it  here,  and  to  approve  the  contract  between 
the  Medical  Association  and  the  Government,  as  will 
be  given  to  you  by  Mr.  Meadors  in  a few  minutes; 
to  choose  a fiscal  agent,  who  will  deal  but  we  can 
bill  for  our  services  and  who  can  pay  us  and  in  return 
bill  the  Government;  to  set  up  a grievance  committee, 
a mediation  committee  to  settle  all  disputes;  and  to 
appoint  a negotiating  team  to  meet  with  the  Govern- 
ment representatives  in  Washington  on  next  Wednes- 
day and  to  authorize  this  team  to  negotiate  and  sign 
for  the  Association. 

Now,  those  are  the  things  we  are  going  to  be 
called  upon  to  do  today.  Now,  after  the  discussion, 
which  will  include  Mr.  Meadors  talk  on  the  contract, 
itself,  and  Dr.  Siegling’s  interpretation  of  the  fee  sched- 
ule, then  I will  have  certain  recommendations  to  offer 
you,  as  the  House  of  Delegates,  which  were  passed  by 
the  Council  last  week. 

THE  CHAIR:  Thank  you.  Dr.  Cain.  Mr.  Meadors. 
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MR.  M.  L.  MEADORS:  Gentlemen,  we  have 

mimeographed  this  sheet  for  you  so  that  you  could 
follow  it  a little,  if  you  like,  and  you  can  take  it  home 
with  you,  too.  This  is  not  the  contract,  itself,  this  is 
an  outline  of  the  proposed  contract.  The  contract 
itself  is  some  17  or  18  pages  which  was  read  in  detail 
to  council  on  Wednesday  afternoon  and  which  they 
considered.  Now,  we  have  abbreviated  it  and  this  out- 
line has  in  it  all  the  essential  parts  which  concern 
the  medical  profession. 

( Mr.  Meadors  read  the  mimeographed  abbreviated 
contract — 3 pages ) 

through  words  in  Article  26,  “financial  loss  because 
of  the  contract.” 

Now,  you  will  note  that  there  is  a gap  between  the 
discussion  up  there  of  Article  10  and  Article  24.  These 
articles  all  refer  to  certain  uniform  provisions  which 
are  mandatory  to  be  included  in  all  government  con- 
tracts, whether  they  relate  to  medical  care,  the  con- 
struction of  a power  dam,  or  the  purchase  of  supplies 
for  one  department  or  the  other.  For  that  reason  they 
are  in  there.  They  are  the  usual  things  that  you  read 
about  in  the  paper  and  they  have  to  be  included, 
whether  or  no.  I have  referred  once  or  twice  to  a new 
draft  to  the  contract, — this  was  the  tiling,  the  last  one 
that  was  sent  to  us  and  we  found  a few  days  ago 
that  there  had  been  some  remodeling  of  the  contract, 
and  I received  this  draft  of  it  this  morning.  In  the 
final  draft  those  particular  paragraphs,  which  we  have 
left  out  of  this,  are  taken  from  the  contract  and  are 
included  in  an  addendum  at  the  end  of  the  contract. 
But  what  I have  read  to  you,  what  you  have  in  your 
hand  contains  actually  the  substance  of  virtually  all 
of  the  real  provisions  in  the  contract  as  they  relate 
to  the  obligations  between  the  Government  and  the 
Medical  Association. 

THE  CHAIR:  Thank  you,  Mr.  Meadors. 

Dr.  Siegling,  will  you  kindly  present  the  Surgical 
Schedule  and  Fees. 

DR.  JOHN  A.  SIEGLING:  Mr.  President  and 
gentlemen,  the  group  asked  to  go  into  the  question  ol 
surgical  schedule  and  fees  at  first  considered  the 
possibility  of  going  through  the  thousands  of  items  in 
any  of  these  schedules  to  discover  what  might  be  a 
proper  charge  for  every  procedure.  In  our  study  we 
found  that  there  is  in  existence,  (and  this  particular 
thing  which  is  in  existence  has  a great  deal  of  weight 
in  this  country  and  in  the  Government,  I believe,  and 
I believe  increasingly  so,)  a schedule  of  relative  values 
put  out  by  the  California  State  Medical  Association. 

The  California  Medical  Association  in  1952  ap- 
pointed a committee  to  study  fees  and  work  out  a fee 
schedule  because  of  the  existing  chaos  in  local  county 
medical  societies  and  in  insurance  schedules  of  fees 
and  that  particular  group  very  quickly  came  to 
the  belief  that  they  could  work  better  with  what 
they  called  a relative  value  schedule  than  with  a fee 
schedule.  They  found  for  example  that  whereas  in 
Sacramento  an  appendectomy  might  be  $150,  in  San 
Diego  it  might  be  $100  and  in  some  other  city  it 


might  be  $300;  and  similarly  if  there  was  some  other 
procedure  they  found  that  in  one  area  of  the  state 
there  was  one  charge  and  in  another  quite  another 
charge,  but  they  gathered  information  from  over  5000 
physicians  in  California,  who  answered  questionnaires 
to  the  point  where  they  put  them  through  an  IBM 
tabulating  machine  and  came  up  with  the  fact  that, 
and  there  was  a very  close  correlation  of  this,  that 
whereas  a fee  might  be  one  thing  in  Northern  Cali- 
fornia it  was  quite  another  in  some  other  part  of  the 
State  but  that  wherever  they  varied,  the  relative  fees 
in  that  area  were  relatively  the  same.  In  other  words, 
in  their  judgment  in  one  area  if  an  appendectomy 
was  worth  so  much  then  a cesarean  section  or  a trans- 
plant of  a muscle  of  the  eye  on  a relative  schedule 
those  procedures  in  the  different  areas  bore  a certain 
relation  to  each  other,  so  that  with  the  aid  of  actuaries 
and  at  great  expense  they  came  up  with  a schedule 
which  gives  relative  values,  not  fees,  and  in  no  way  is 
their  schedule  a fee  schedule.  They  felt  that  by  taking 
any  one  or  several  of  these  procedures  in  one  area  it 
was  possible  to  put  that  against  the  relative  value 
schedule  and  come  up  with  a relative  fee  for  everything 
in  the  book.  So  that,  as  far  as  this  book  is  concerned 
then,  it  is  as  nearly  complete  as  California  and  its  5000 
physicians  could  make  it.  It  was  accepted  in  February 
1956  as  more  or  less  the  Bible  as  far  as  the  relation- 
ship of  one  value  of  one  procedure  compared  to 
another.  That  unit  value  can  be  translated  into  dol- 
lars but  as  a unit  value  showing  what  they  feel  one 
medical  or  surgical  procedure  is  worth  when  com- 
pared with  another,  in  units. 

Now,  then,  it  was  utterly  impossible  for  this  group, 
or  even  our  committee,  virtually,  to  discover  or  to  de- 
cide about  individual  fees  in  each  instance.  So  what 
I want  to  discuss  with  you,  in  so  far  as  this  report 
is  concerned,  is  the  fact  that  here  is  a relative  fee 
schedule;  we  can  bring  you  certain  representative  fees 
and  show  you  how  it  works  in  the  relative  fee  sched- 
ule. I have  recorded  in  the  books,  under  the  relative 
value,  some  2,500  different  fees  in  both  books  item- 
ized so  that  I could  tell  you  what  any  fee  is  in  almost 
any  category.  But  we  have  got  certain  representative 
fees  to  let  you  know  how  they  are  arrived  at  and  what 
they  amount  to  under  the  relative  value  schedule. 

First  of  all  I might  say  that  it  has  been  brought 
to  the  attention  of  the  committee  that  the  people  we 
are  dealing  with,  their  incomes  can  be  broken  down 
in  this  way:  that  of  all  military  dependents  63%  have 
income  under  $3,300.00;  and  if  you  take  another 
category,  82%  of  these  people  are  under  an  income 
of  $4,300.00  and  the  other  18%,  if  you  take  the  above 
and  the  below  separately,  now,  82%  under  $4,300.00; 
18%  more  or  less  than  $7,000.00.  Of  course,  the 
18%  includes  the  majors  and  the  colonels  and  then 
probably  some  are  above  the  $7,000.  But  you  can 
see  what  a high  percentage  is  represented  here  in 
those  figures.  I can’t  answer,  many  of  you  can,  who 
were  in  military  service,  the  prerequisites  and  emolu- 
ments that  go  with  being  in  the  military,  and  what 
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other  things  these  people  have  in  addition  to  this 
base  pay  income. 

The  objective  of  the  California  Association 
was  first  of  all  to  give  a uniform  nomenclature,  and 
I might  say  the  Government  contract  in  which  your 
group  has  to  fit  in,  with  a fee  schedule,  in  each  in- 
stance virtually  conforms  absolutely  to  the  hospitalized 
conditions  which  are  treatable  in  any  medical  sched- 
ule, so  that  it  gives  then  a uniform  nomenclature,  a 
standardization  of  code,  and  there  is  a code  number 
attached  to  each  one  and  in  the  schedule  the  code 
number  has  a meaning  and  out  of  the  schedule  the 
code  number  can  be  referred  to  and  it  only  means 
that  particular  one  thing.  The  “relative  value”  again 
is  not  a fee  schedule  but  the  relationship  of  one 
medical  treatment  or  surgery  or  other  treatment  com- 
pared with  another,  and  it  is  the  basic  idea  that  on 
the  relationship  of  one  to  the  other  this  whole  sched- 
ule is  equitable.  Then  you  correct  segmentation,  that 
is,  in  this  schedule  you  have  to  take  medicine,  surgery, 
radiology  and  laboratory  and  pathology  separately, 
and  they  are  considered  separately  throughout  the 
schedule. 

Now,  to  arrive  at  a fee  out  of  a relative  value 
schedule,  I reallv  have  here  two  fee  schedules  which 
I will  show  you  and  I think  it  might  be  wise  to  con- 
sider one,  the  upper  limit  and  one,  perhaps,  the  lower 
limit  that  your  delegates  might  take  to  the  Govern- 
ment with  some  authority  as  to  negotiation  in  between 
these  two.  Now,  this,  then  is  a schedule  which  we 
consider  as  a sort  of  upper  limit  schedule,  so  far  as 
your  consideration  is  concerned.  The  hospital  visit 
then  is  the  basic  fee  in  the  schedule  which  we  con- 
sidered at  $5.00  The  code  number  in  this  relative 
value  schedule  is  one  ( 1 ) unit.  5 divided  by  1 gives 
what  is  called  a conversion  factor  of  5.  The  relative 
value  number,  that  is  the  number  which  is  given  in 
this  schedule  multiplied  by  the  conversion  factor  gives 
the  dollar  value  of  every  other  medical  service  men- 
tioned in  this  book  and  I reiterate  that  that  is  based 
on  those  physicians’  in  California  idea  of  what  one 
medical  part  of  treatment  is  worth  when  compared 
over-all  with  another. 

Now,  taking  that  idea  through  this  schedule  then, 
briefly,  as  examples,  “Prolonged  hospitalization,  over 
one  month — presumably  under  one  month  is  on  the 
basis  of  the  $5.00  visit  throughout  the  month;  and 
over  one  month  and  for  a sort  of  institutionalization, 
over  one  month  the  relative  value  comes  out  to  $60 
for  medical  supervision  over  a period  of  over  one 
month,  and  beyond  that. 

Hospital  care  of  a premature;  according  to  this 
schedule,  the  first  week  is  $50,  the  second  is  $25  and 
in  each  instance  the  unit  value  of  this  schedule  is 
multiplied  by  what  is  called  the  conversion  factor 
which  was  arrived  at  by  the  division  of  the  units  here 
and  the  standard  fee  which  you  might  choose  as 
representative  of  the  fees  in  an  area. 

Consultation  for  a given  system,  not  requiring  com- 


plete examination  $15.00,  consultation  requiring  com- 
plete examination,  $35.00. 

Now,  in  surgery,  this  is  the  top  schedule,  I shall 
show  you  in  the  other  ( and  under  surgery  I have  not 
listed  appendectomy  here, ) which  I will  tell  you,  but 
the  top  schedule  in  any  fee  in  the  entire  manual,  there 
are  some  procedures  like  pneumonectomy  and  gas- 
trectomy, and  a few  of  the  others  which  require  a 
great  deal  and  protracted  post  operative  care,  all  of 
which  is  inclusive,  and  any  surgical  assistants,  who 
are  utilized  in  the  procedure  are  included  in  this  sort 
of  procedure;  this  is  an  over-all  inclusive,  however 
long  treatment  it  is.  So  if  you  divide  the  unit  figure 
in  the  book  into  450  you  come  to  a conversion  factor 
of  4.50;  using  the  conversion  factor  of  4.50  and 
multiplying  it  by  the  unit  value  in  this  book  you  come 
for  a biopsy  of  breast  10  units — $45,  a radical  breast 
60  times  4.50 — $270;  Colies’  fracture  15  times  4.50, 
$67.50;  Aspiration  of  a knee,  2 times  4.50,  $9.00;  ton- 
sils, $67.50. 

And  here  are  some  other  figures  for  comparison, 
and  mind  you  on  a basis  of  the  fact  that  this  can  be 
considered  throughout  the  manual  as  relative,  one 
fee  with  another,  you  can  have  some  idea  of  what 
the  other  fees  would  be  in  this  overall  schedule.  All 
it  needs  to  do  in  the  entire  schedule  is  to  multiply  4.50 
by  the  unit  figure  given  in  the  California  schedule  and 
you  come  up  with  your  fee,  which  is  a relative  fee 
then  under  this  schedule. 

Now,  under  obstetrics,  which  according  to  the 
schedule  is  pre-  and  post-operative,  pre-  and  post-care, 
using  the  4.5  of  surgery  under  the  relative  value  of 
this  schedule  which  gives  the  relative  value  in  units 
of  this  particular  care  as  30  as  compared  to  the  other 
things,  for  instance  a section  which  is  50,  you  come 
up  with  this  value  of  $135  for  delivery  and  care;  and 
a section  of  $225. 

Under  anesthesia,  you  are  using  the  same  con- 
version factor,  the  first  half  hour  is  4 units  times  4.50 
or  $18.00  and  the  third  and  fourth  quarter  hour  or 
fraction  thereof  $6.75. 

Under  pathology,  using  as  a basis  a complete  blood 
count,  being  $5  the  conversion  factor  which  is  arrived 
at  is  5 multiplied  by  the  unit  number,  for  instance  in 
a routine  spinal  fluid,  it  is  2 gives  $10;  the  routine 
urinalysis  .4,  and  it  is  broken  down  even  to  tenths  of 
a point  in  this  schedule,  $2.00. 

Under  radiology,  using  as  a basis  for  the  computa- 
tion a fee  of  $15  for  a routine  AP  and  lateral  lumbo- 
sacral .spine  the  code  number  is  7.210  and  the  unit 
number  then  arrived  at,  the  conversion  factor  is  5 
and  if  you  multiply  it  out  you  will  come  to  those 
figures  as  the  fee  schedule;  and  any  other  units  in 
the  whole  schedule  can  be  multiplied  by  5 on  a rela- 
tive basis  and  come  up  with  what  at  least  is  considered 
by  this  group  of  people  as  the  relative  value  of  one 
procedure  as  compared  with  another. 

Incidentally  under  that  schedule  an  appendectomy 
comes  to  $157.50. 

Now,  the  other  schedule  is  based  on  a hospital 
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visit  charge  of  $4.00.  The  Code  number  is  002  and 
the  relative  value  is  one  ( 1 ),  so  you  come  up  with  the 
conversion  factor  of  (1).  And  using  this  conversion 
factor  of  one  ( 1 ) you  come  up  with  this  set  of  figures: 

Prolonged  hospitalization  over  one  month — $48; 
hospital  care  of  a premature;  consultation  for  given 
symptoms;  and  complete  examination. 

Surgery  is  based  here  on  an  appendectomy  charge 
of  $140.  In  other  words,  we  used  as  an  over-all  basis 
for  the  entire  schedule  a figure  that  an  appendectomy 
is  worth  $140.  Now,  if  an  appendectomy  is  an  over- 
all charge  of  $140.00  you  come  up  with  a conversion 
factor  of  four  ( 4 ) and  if  you  multiply  that  through 
the  schedule  you  come  up  with  this  set  of  figures  all 
relatively  comparative  one  with  another  throughout 
the  schedule. 

There  are  other  figures  on  the  basis  of  a schedule 
using  a conversion  factor  of  4 for  medicine. 

Now,  I want  to  reiterate  and  emphasize  the  fact 
that  I believe  that  this,  as  I see  it,  will  have  to  be  an 
all-inclusive  acceptance  sort  of  thing  that  we  could 
spend  all  afternoon  or  a year  figuring  out  what  any 
fee  might  be  in  relationship  to  any  other  one  that  we 
might  decide  upon  if  we  figured  on  the  fees  alone, 
but  having  then  a relative  value  schedule,  taken  in 
context  for  what  it  is  worth,  one  procedure  being 
carefully  analyzed  and  rated  according  to  the  other,  it 
is  possible  then,  not  taking  any  of  it  out  of  the  con- 
text to  multiply  these  figures  out  and  come  out  with 
a fee  schedule  which  is  relatively  equal  throughout. 

Now,  as  I say  I have  entire  figures  in  these  books 
which  represent  the  contractural  sort  of  books  for  the 
Government,  giving  what  it  amounts  to  in  any  single 
procedure;  you  multiply  it  out  through  the  conversion 
factor.  But  the  whole  problem  as  I see  it  hinges 
around  a relative  fee  schedule  which  is  considered 
equitable  for  one  procedure  in  medicine  as  compared 
with  another  and  no  one  then  considered  out  of  con- 
text with  any  other. 

THE  CHAIR:  Thank  you,  Dr.  Siegling.  The  sub- 
ject has  been  presented  to  you  more  or  less  in  full. 
Rather  than  open  it  to  a general  discussion  at  the 
present  time  it  would  probably  be  better  to  follow 
the  recommendations  of  council  in  considering  the 
subject. 

Several  days  ago  Council  considered  it  in  detail  and 
has  made  recommendations  which  will  be  presented 
in  an  orderly  manner  and  we  will  limit  the  discussion 
to  the  particular  phase  of  the  subject  which  is  being 
presented.  Dr.  Cain. 

DR.  CAIN:  Mr.  President,  the  first  recommendation 
of  council  is  that  the  Medicare  plan  and  the  Medicare 
contract  be  approved  by  our  association  in  form,  as 
it  has  been  presented,  and  I so  move. 

THE  CHAIR:  Is  there  a second  to  that  motion, 
that  in  form  the  Medicare  contract  or  program  as 


presented  be  approved  by  the  House  of  Delegates  for 
the  State  Association?  Is  there  a second.  It  is  seconded 
by  Dr.  Black. 

Now,  this  is  open  for  discussion.  If  there  is  no  dis- 
cussion. 

DR.  THOMAS  C.  GOLDSMITH  (Recognized  by 
the  Chair) 

Probably  some  of  you  don’t  know  but  there  have 
been  three  states  which  refused  to  accept  a set  fee 
schedule  or  one  similar  to  what  Dr.  Siegling  has  just 
outlined,  and  they  have  accepted  one  on  the  prevail- 
ing fee  of  the  locality.  Indiana  is  one  of  the  states. 
In  October  they  had  their  State  annual  meeting  and 
they  have  refused  to  accept  any  set  fee  schedule. 
Now,  that  doesn’t  mean  they  won’t  treat  the  patients, 
they  are  not  striking  against  the  patient  as  far  as  that 
is  concerned,  but  in  Indianapolis,  there  would  be  one 
fee  and  in  Anderson,  Indiana  or  Fort  Wayne,  there 
would  be  a different  fee  schedule.  And  as  I under- 
stand it  the  Government  has  accepted  that  and 

THE  CHAIR:  Dr.  Goldsmith 

DR.  GOLDSMITH  (Continuing)  so  it  seems  to  me 
that  it  might  be  the  better  part  of  wisdom  that  if  we 
could  act  on  the  same  principle  in  South  Carolina, 
instead  of  saying  somebody  in  some  little  small  town 
would  get  the  same  fee  that  they  would  in  a larger 
town. 

THE  CHAIR:  It  may  be  better  to  let  the  discussion 
go  under  the  head  of  the  fee  schedule  unless  you  are 
stating  that  as  opposing  in  principle  the  acceptance. 

DR.  GOLDSMITH:  That  is  my  point,  I am  op- 
posed in  principle  to  us  accepting  something  that  we 
don’t  know  too  much  about. 

THE  CHAIR:  All  right,  sir,  any  further  discussion 
as  regards  accepting  in  principle  this  program? 

DR.  CAIN  (Recognized):  Mr.  President,  I would 
like  to  discuss  it  one  minute.  I would  like  to  call  your 
attention  to  the  fact  our  motion  asks  merely  for 
acceptance  of  the  program  by  our  medical  association. 
If  vou  will  note  Mr.  Meadors  discussion  of  the  con- 
tract, this  contract  can  be  renegotiated  at  any  time 
and  our  reason  for  asking  you  to  accept  it  now  is  so 
that  we  might  show  our  spirit  of  cooperation  in  getting 
this  plan  worked  out  so  that  it  can  go  into  effect  on 
December  7th.  We  don’t  have  much  time,  we  have 
been  limited  in  our  time  as  to  the  different  schedules 
and  things  that  we  could  recommend,  but  we  have 
done  the  best  we  can  and  we  think  we  have  done  a 
pretty  good  job  with  it.  However,  if  you  feel  different- 
ly, I would  like  to  ask  you  to  approve  the  plan  so  that 
we  can  get  it  into  effect  and  leave  further  negotiations 
for  a later  date,  when  we  see  how  we  are  going  to 
work  out  to  start  with. 

THE  CHAIR:  Dr.  Thomas  is  recognized. 

DR.  THOMAS:  I stand  here  among  you  men,  Mr. 
President  and  fellow  members  as  a young  doctor.  I 
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am  sure  wiser  heads  than  mine  have  acted  in  council 
and  felt  it  was  well  to  recommend  this  plan  to  us.  In 
glancing  over  this  three  page  outline  I see  “Govern- 
ment” seventeen  (17)  times,  unless  I missed  it  some. 
I am  sure  that  you  notice  in  the  recent  election  that 
a good  many  South  Carolinians  thought  well  of  voting 
Independent,  and  I can  not  see  that  we  are  serving 
the  best  interest  of  all  concerned  to  enter  into  this 
contract  and  I would  at  least  like  to  voice  my  opinion 
that  certainly  on  the  face  of  what  I see  I could  not 
vote  for  it.  I certainly  think  we  should  cooperate  but 
possibly  I have  not  been  sufficiently  informed  but  for 
one,  I see  this  as  one  method  of  Government  coming 
into  Medicine  and  I certainly  shall  always  fight  that. 

THE  CHAIR:  Any  further  discussion?  (There  was 
a call  for  the  question ) The  Chair  recognized  Dr. 
Julian  Price. 

DR.  JULIAN  PRICE:  Perhaps  a word  with  regard 
to  what  the  A.M.A.  has  had  to  do  with  this  would  be 
of  some  value  to  some  of  you  who  don’t  know.  For 
sometime  the  Armed  Forces  have  felt  that  dependents 
should  receive  medical  care  at  the  expense  of  the 
Government.  The  A.M.A.  never  took  any  stand  on 
this,  as  to  whether  they  should  or  should  not,  they 
did  say,  however,  that  if  dependents  were  given  care 
it  should  be  done  by  the  doctors  back  home,  and  when 
the  bill  came  up  before  Congress  representatives  from 
A.M.A.  sat  in  with  committees  and  helped  work  out 
the  Bill  which  was  finally  approved.  And  then,  as  we 
all  know,  it  isn’t  just  the  Bill  but  it  is  the  set  of  blue 
prints  by  which  the  bill  is  carried  out  that  is  important. 
The  Department  of  Defense  called  on  the  A.M.A.  and 
asked  if  they  would  work  with  them  very  carefullv  in 
setting  up  the  blue  print.  Several  weeks  ago  repre- 
sentatives from  every  state  medical  association  were 
called  into  Chicago  and  there  for  two  days  they  sat 
down  with  representatives  of  the  Department  of  De- 
fense and  Members  of  the  Armed  Services  to  work  out 
the  plans.  Subsequently  a task  force  of  the  A.M.A., 
headed  by  Dr.  Hugh  Hussey,  of  Washington,  has  met 
time  and  again  with  representatives  of  the  Department 
of  Defense.  The  contract  which  Mr.  Meadors  read  a 
while  ago  was  not  the  original  contract,  it  is  the  9th 
revision  of  the  contract.  I am  just  bringing  this  out  to 
let  you  know  that  the  A.M.A.  has  been  working  on 
this  from  the  start  on  the  principle  that  if  care  is  given 
to  the  dependents  of  the  Armed  Forces  it  should  be 
done  by  doctors  back  home,  the  plan  should  be  ad- 
ministered by  the  doctors  back  home  and  that  is 
exactly  what  this  contract  calls  for.  It  calls  for  it  to 
be  administered  by  the  agent  we  choose  ourselves  and 
if  we  choose  Blue  Cross  that  is  our  own  agent.  And 
the  doctors  through  their  own  state  association  are 
helping  to  control  it.  And,  so  far  as  I know,  this  is  the 
only  time  in  which  our  state  medical  association  has 
been  recognized  by  the  Federal  Government. 

THE  CHAIR:  Thank  you  Dr.  Price. 

Dr.  Clyde  F.  Bowie  is  recognized. 

DR.  CLYDE  F.  BOWIE  (Anderson):  I think  as 
far  as  the  basic  schedule  that  is  placed  before  the 
Board,  it  looks  certainly  fair  as  far  as  fees  that  we 
have  in  Anderson  are  concerned.  I do  think  we  should 
not  rush  into  anv  set  fee  schedule  for  the  simple  fact 
that  I think  this  thing  is  a basis  for  what  is  to  come  in 
the  future.  It  is  the  armed  service  and  their  depend- 
ents now,  next  year  it  may  be  public  health  people,  the 
public  welfare  people,  and  any  other  group  of  people. 
So,  I think  the  schedule  set  at  this  time  would  prob- 
ably be  the  pilot  plan  for  what  other  Government 
medicine  we  go  into  and  I think  it  looks  like  we  are 
going  into  more.  I think  we  should  give  very  serious 
consideration  and  not  accept  anything  for  just  the 
time  being,  at  all. 

THE  CHAIR:  Thank  you.  I don’t  know  that  it  per- 


tains to  this  part  of  the  discussion  but  we  have  as  our 
guest  Mr.  Sandow  of  Blue  Shield  and  Mr.  Deck,  I 
believe  it  is  of  Blue  Cross,  and  over  lapping  Blue 
Shield,  should  they  have  information  which  would  be 
of  value  to  us,  we  may  call  upon  them. 

Please  limit  the  discussion  to  the  acceptance  of  this 
in  principle,  and  any  questions  as  regards  the  fee 
schedule,  please  let’s  defer  that  until  the  time.  Is  there 
any  further  discussion  of  this? 

Dr.  Evatt  of  Charleston  is  recognized. 

DR.  CLAY  W.  EVATT:  Those  of  us  who  practice 
medicine,  where  we  have  these  military  centers,  we 
are  constantly  treating  service  men  and  their  depend- 
ents and  those  fellows,  and  as  I understand  it,  the 
Government  is  supposed  to  take  care  of,  soldiers  and 
sailors  and  their  families,  yet  in  our  area  they  are 
physically  unable  to  do  that  and  that  throws  a lot  of 
the  burden  on  the  civilian  doctors.  And  for  my  part 
I would  much  rather  get  some  of  that  money  that  I 
see  pictured  up  there,  than  what  I am  doing  now  for 
almost  nothing,  (laughter)  I also  feel,  I may  be 
wrong,  this  is  just  me,  but  I feel  that  the  country 
should  take  care  of  the  soldiers  and  their  wives,  while 
they  are  in  service.  Now,  that  is  my  own  thought  and 
my  own  everyday  experience.  I would  be  a darn  sight 
glad  to  get  a whole  lot  less  than  what  I see  up  there 
because  that  is  a whole  lot  more  than  I am  getting, 
(laughter) 

THE  CHAIR:  Is  there  any  further  discussion?  If 
not,  are  you  ready  for  the  question  of  accepting  the 
program  in  prinicple. 

( The  vote  was  taken — there  were  a few  “noes”. ) 

The  ayes  have  it  unless  there  is  any  objection,  and 
it  is  so  ordered. 

The  next  recommendation  of  Council,  Dr.  Cain. 

DR.  J.  CAIN:  The  next  recommendation  of  Council 
is  that  Blue  Shield  of  South  Carolina  be  designated 
as  the  fiscal  agent  for  the  South  Carolina  Medical 
Association.  I so  move,  Mr.  President. 

THE  CHAIR:  It  is  moved,  is  there  a second  to  that 
motion. 

( It  was  seconded ) 

Mr.  Sandow,  here  from  Blue  Shield,  states  that  he 
is  in  a position  to  state  that  Blue  Shield  will  very 
gladly  act  as  fiscal  agent;  they  would  like  the  op- 
portunity of  doing  so  for  in  addition  they  think  it 
would  throw  Blue  Shield  into  much  closer  relations 
with  the  physicians  of  the  state  and  all  could  work 
together  to  better  advantage. 

Now,  if  there  are  any  questions  in  regards  to  this, 
Mr.  Sandow  is  here  to  answer  them  from  a Blue 
Shield  business  standpoint. 

This  question  is  open  for  discussion — that  Blue 
Shield  be  appointed  as  the  fiscal  agent  for  the  State 
Association  in  this  program.  Any  discussion?  If  not — 
Dr.  Goldsmith  is  recognized. 

DR.  1’.  G.  GOLDSMITH:  I hate  to  be  rising  all 
the  time,  but  I just  want  to  throw  out  one  little 
thought  there.  I don’t  oppose  Blue  Shield  and  Blue 
Cross  being  our  agent  but  it  makes  no  difference 
what  agent  acts  as  the  intermediary,  it  is  only  a matter 
of  a few  years  until  the  Government  is  going  to  say 
we  are  going  to  have  to  have  representation  on  your 
Board.  It  is  the  Trojan  Horse  in  the  socialized  medi- 
cine. Now,  any  agent,  I don’t  care  whether  it  is  a 
private  insurance  company  or  Blue  Cross  or  Blue 
Shield,  in  a few  more  years  they  will  see  that  there 
is  Government  representation  on  their  board. 

THE  CHAIR:  May  I point  out,  I think  that  might 
be  explained  better,  possibly,  by  Mr.  Sandow,  if  he 
doesn  t mind.  Blue  Shield  will  act  only  as  fiscal  agent 
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and  it  is  not  taking  on  the  insurance.  That  is  correct, 
it  is  acting  only  as  fiscal  agent.  It  is  not  the  same  as 
the  Blue  Shield  program  in  which  most  of  us  partici- 
pate. 

Is  there  any  further  discussion  on  this  point?  If  not, 
those  in  favor  of  appointing  Blue  Shield  as  the  fiscal 
agent  for  this  program  say  “aye”.  (There  were  no 
negative  votes)  The  ayes  have  it  and  it  is  so  ordered. 

Dr.  Cain,  the  next  recommendation. 

DB.  CAIN:  The  next  recommendation  is  that  our 
present  Mediation  Committee  he  designated  as  the 
committee  to  handle  all  complaints  which  arise  out 
of  this  program  so  far  as  the  South  Carolina  Medical 
Association  is  concerned. 

THE  CHAIR:  Is  there  a second  to  this  motion?  (It 
was  seconded)  Is  there  any  discussion  of  this  Motion, 
that  is,  that  the  Mediation  Committee  of  the  State 
Association  be  appointed  to  act  as  the  Mediation  Com- 
mittee for  this  program. 

Is  there  any  discussion? 

(From  the  Floor)  Is  this  an  appointed  committee  or 
is  it  elected? 

THE  CHAIR:  This  committee  is  elected  by  the 
House  of  Delegates. 

Dr.  Goldsmith  is  recognized. 

DR.  T.  G.  GOLDSMITH:  Mr.  President,  I hate  to 
rise  again,  I happen  to  be  a member  of  that  committee 
and  we  are  to  handle  discrepancies  and  disputes  be- 
tween our  patients  and  doctors  in  the  State  Medical 
Association  and  I think  a separate  committee  ought 
to  be  appointed  to  handle  anything  that  comes  up 
between  the  Federal  Government  and  the  care  of 
these  people  who  come  under  Medicare.  I don’t  think 
the  same  Mediation  Committee  should  be  the  one  to 
handle  it. 

THE  CHAIR:  Any  further  discussion?  Dr.  Lemon 
is  recognized. 

DR.  LEMON:  It  seems  to  me  the  wisest  thing  to  do 
would  be  to  have  a Mediation  Committee  in  each  dis- 
trict, because  the  Councilor  in  each  district  is  familiar 
with  the  local  situation  and  knows  most  of  the  physi- 
cians in  that  district  and  if  some  problem  comes  up. 
for  instance,  if  it  involved  me,  I would  rather  deal 
with  a committee  of  men  in  my  district,  where  I would 
know  the  men  I was  dealing  with,  because  a great 
many  problems  to  start  off  with  may  come  up  under 
this  plan,  and  I wouldn’t  be  in  a position  to  run  half- 
way across  the  state  to  meet  with  a mediation  com- 
mittee to  discuss  my  problem. 

THE  CHAIR:  Would  Dr.  Siegling  be  kind  enough 
to  point  out  the  set-up  of  the  Grievance  Committee. 

DR.  SIEGLING:  The  Grievance  Committee  is  an 
elected  Committee  by  your  House  of  Delegates,  with 
Dr.  Roderick  Macdonald  as  chairman.  That  com- 
mittee has  mediation  power  between  any  complainant 
and/or  any  member  of  the  Association.  First  of  all, 
the  composition  of  the  Committee  is  that  there  is  one 
appointee  from  each  district.  If  mediation  comes  up 
in  any  given  district,  for  example,  in  Columbia,  it  is 
required  that  some  other  person,  outside  that  district, 
act  in  connection  with  any  investigation  of  the  claim, 
than  the  person  in  the  district.  This,  for  the  reason 
that  there  shall  not  be  any  question  of  one  doctor  in 
a society  having  to  act  or  bring  up  a question  against 
another  doctor  in  a society. 

THE  CHAIR:  Is  there  any  further  discussion  of 
this  motion?  If  not,  are  you  ready  for  the  question? 
Those  in  favor  say  “Aye”  (there  were  no  negative 
votes  cast ) It  is  so  ordered. 

Dr.  Cain,  your  next  recommendation. 

DR.  CAIN:  The  next  recommendation  of  Council 
is  that  the  Fee  Schedule  as  given  11s  by  Dr.  Siegling 
be  approved  as  the  official  fee  schedule  for  the  Asso- 


ciation. I so  move,  Mr.  President. 

THE  CHAIR:  Which  one. 

DR.  CAIN:  Well,  as  proposed  by  him,  he  proposed 
one  was  the  upper  and  one  was  lower,  you  may  dis- 
cuss that. 

THE  CHAIR:  The  motion  is  that  the  Fee  Schedule, 
which  inasmuch  as  two  fee  schedules  were  proposed, 
the  fee  schedule  as  proposed  or  the  method  of  setting 
a fee  schedule,  would  that  be  satisfactory?  The  rela- 
tive value  method,  Dr.  Cain? 

DR.  CAIN:  To  clarify,  I will  recommend  using  the 
conversion  factor  of  4.5  rather  than  4,  I recommend 
the  higher  schedule. 

(From  the  Floor)  That  was  five  (5)  wasn’t  it? 

THE  CHAIR:  Recognizes  Dr.  Siegling. 

DR.  SIEGLING:  As  I understand  it  from  Mr. 
Meadors  and  the  information  he  has,  your  committee 
who  goes  to  Washington  is  going  to  be  a negotiation 
committee.  I don’t  think  it  is  a good  idea  to  go  up 
there  with  some  impossibly  high  fee  schedule  in 
mind,  really,  because  it  just  looks  bad,  I think.  I 
really  feel  that  maybe  the  first  schedule  I brought  to 
your  attention  is  high.  On  the  other  hand,  I understand 
from  Mr.  Meadors  that  negotiating  committees  who 
have  gone  up  there  without  any  power  or  latitude  to 
act  in  any  way  have  had  to  just  come  home  to  start 
all  over  again.  Is  that  right,  Mr.  Meadors? 

MR.  MEADORS:  Yes,  in  some  cases. 

DR.  SIEGLING:  Mr.  Meadors  says  in  some  in- 
stances, so  I hesitate  to  recommend  to  you  a definite 
positive  fee  schedule  and  it  was  my  feeling  that  if 
vou  could  empower  your  committee  with  any  degree 
of  negotiation  ability  that  it  would  be  possible  for 
them  to  recommend  an  initial  schedule,  if  under  com- 
pulsion or  if  under  apparent  necessity  or  perhaps  by 
reasons  that  might  be  adduced  by  the  representatives 
up  there  to  have  the  power  to  act  within  the  confines 
of  the  schedules  which  I have  presented  to  you,  un- 
less you  wish  to  accept  one  or  the  other  of  them. 

THE  CHAIR:  It  may  be  well  to  ask  Dr.  Cain  to 
restate  the  motion  so  that  it  can  be  changed,  amended 
or  whatever  is  necessary  because  with  the  motion  at 
present,  as  posed,  there  is  some  doubt  as  to  procedure. 

DR.  CAIN:  I would  like  the  motion  to  stand  and 
then  be  clarified  in  the  discussion,  a substitute  motion 
or  whatever  they  want. 

THE  CHAIR:  Dr.  Gressette  recognized. 

DR.  JAMES  H.  GRESSETTE  (Orangeburg):  I 
would  like  to  amend  Dr.  Cain’s  motion  to  the  effect 
or  a substitute  motion — a substitute  motion  that  we 
empower  our  negotiation  team  to  negotiate  for  the 
best  fee  that  they  can  get,  using  their  own  judgment 
between  4 and  5.  (This  motion  was  seconded  by  sev- 
eral ) 

THE  CHAIR:  A substitute  motion  is  now  open  for 
discussion. 

The  substitute  motion  is  that  the  committee  be 
empowered  to  negotiate  to  the  best  advantage,  is  that 
it  Dr.  Gressette? 

DR.  GRESSETTE:  Yes. 

THE  CHAIR:  Dr.  Cone,  recognized. 

DR.  CONE:  I would  just  like  to  ask  a question,  how 
does  the  fee  schedule  compare  with  fee  schedules  of 
other  states,  do  they  ask  for  more  or  less?  Military 
personnel  receive  the  same  salary  everywhere. 
Personally  I think  we  ought  to  have  a uniform  sched- 
ule over  the  whole  country,  rather  than  this  state 
getting  this,  and  North  Carolina  getting  that,  and 
California  getting  this.  It  ought  to  be  more  uniform 
rather  than  actually  each  individual  state  figuring  out 
its  own  fee  schedule. 

THE  CHAIR:  Probably  Mr.  Meadors  is  in  the  best 
position  to  answer  that  question. 

MR.  MEADORS:  Mr.  President,  gentlemen,  it 

would  be  impossible  to  make  it  uniform  and  in- 
advisable to  go  there  with  any  apparent  effort  to  do 
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so.  These  contracts  are  made  vvitli  the  separate  asso- 
ciations and  we  must  avoid, — we  have  been  warned 
about  that — any  appearance  of  any  collusion  one  asso- 
ciation with  the  other  and  trying  to  make  it  all  uni- 
form. 

MR.  MEADORS:  In  Tennessee  they  just  concluded 
theirs  the  first  of  this  week.  The  Tennessee  delegation 
went  up  with  no  negotiating  authority,  they  had  a 
specific  direct  mandate  from  the  House  of  Delegates, 
they  could  not  negotiate.  They  finally  got  these 
through  but  with  a warning  from  the  Department  of 
Defense  that  in  all  probability  they  would  be  scaled 
down  because  they  considered  them  as  rather  high. 
Now,  this  information  came  from  the  same  source. 
I didn’t  get  it  from  these  states,  I got  it  through  the 
secretary  of  the  Tennessee  Association,  that  Indiana 
had  a contract,  Michigan  and  California.  Now,  I con- 
fess that  last  one  sounds  very  strange  to  me  that 
California  would  be  that  low.  North  Carolina  went  up 
the  other  day — well  first  let  me  tell  you  this,  Florida 
went  with  the  effort  to  get  a higher  figure  but  they 
came  down. 

THE  CHAIR:  Dr.  Edwards  of  Anderson,  is  recog- 
nized. 

DR.  EDWARDS:  I would  like  to  just  ask  one 
question  whether  anybody  in  the  state  Society  of 
Anesthesiology  was  contacted  during  the  determina- 
tion of  the  fees  for  anesthesia  or  were  these  fees  de- 
termined by  a surgeon? 

THE  CHAIR:  Dr.  Siegling  will  answer  that. 

DR.  SIEGLING:  These  fees  were  determined  by  a 
committee,  and  I don’t  think  anybody  in  any  organiza- 
tion was  particularly  contacted,  but  the  committee 
worked  out  the  fee  schedule.  We  worked  it  out 
according  to  those  relative  values  placed  in  this 
schedule  and  anesthesia,  may  I say,  was  under  the 
surgical  schedule  and,  therefore,  in  the  relative  value 
schedule  the  same  conversion  factor  is  used. 

THE  CHAIR:  Dr.  James  Wilson  recognized. 

DR.  JAMES  WILSON:  Is  it  in  order  now  to  discuss 
the  relative  value  section  or  is  this  merely  for  a basic 
unit  value? 

THE  CHAIR:  The  discussion  may  as  well  be  open, 
now,  it  is  going  to  be  hard  to  stop  Dr.  James  Wilson. 

DR.  JAMES  WILSON:  I represent  eleven  men  in 
Charleston  who  do  a considerable  portion  of  obstetrics, 
three  of  them  general  practitioners,  eight  of  them 
specialists,  and  all  of  them  feel  very  strongly  that  on 
the  basis  of  the  unit  system  that  the  fee  for  the  relative 
value  of  prenatal  care,  delivery  and  postnatal  care 
is  rather  grossly  unfair  as  regards  an  appendectomy 
as  Unit  1,  and  total  obstetric  care  as  less  than  1 unit. 
I was  instructed  by  them  to  present  a rather  vigorous 
protest  of  the  acceptance  of  such  a relative  schedule. 

THE  CHAIR:  Dr.  Wilson  is  speaking  as  an  alter- 
nate delegate  from  Charleston  County  and  the 
Charleston  County  secretary  tried  to  see  that  the  dele- 
gates represented  the  various  specialties  to  their  best 
advantage. 

Any  further  discussion? 

Dr.  Cheatham  was  recognized. 

DR.  M.  WHITFIELD  CHEATHAM:  (Columbia) 
I would  like  for  Dr.  Cain  to  clarify  the  status  of  the 
general  practitioner.  I don’t  see  anything  up  there  to 
protect  the  general  practitioner.  I go  to  see  one  of 
these  people  at  2:00  o’clock  at  night  and  go  back  the 
next  morning  and  I determine  they  have  got  an  acute 
appendix  and  turn  him  over  to  the  surgeon  where  do 
I come  in  there? 

THE  CHAIR:  Possibly  that  question  can  be 

answered  by  Dr.  Cain. 

DR.  CAIN:  I told  you  in  the  beginning,  Dr. 
Cheatham,  that  this  is  not  an  all  coverage  program, 
for  this  takes  care  of  hospitalization  and  medical  and 
surgical  care  in  the  hospital.  I told  you  that  to  start 
off  with,  and  I am  sorry  I can’t  find  it  either,  I have 


been  looking,  it  is  just  not  there.  < Laughter) 

DR.  CHEATHAM:  I am  against  it  if  it  doesn't  pro- 
tect the  general  practitioner. 

THE  CHAIR:  Dr.  Cathcart  Smith  of  Conway, 
recognized. 

DR.  CATHCART  SMITH  (Conway):  I am  not 
clear  about  this  $5.00  a visit,  does  that  have  a limit 
to  the  number  of  visits  per  week  or  is  it  one  or  two 
hospital  visits  a day — I would  like  that  clarified. 

THE  CHAIR:  Possibly  Dr.  Siegling  is  in  a better 
position  to  answer  direct  questions  of  this  nature. 

DR.  SIEGLING:  As  far  as  $5  a visit  is  concerned, 
that  is  the  hospital  charge  per  day.  The  only  limita- 
tion I see  on  the  $5  a hospital  visit  is  that  up  to  thirty 
(30)  days,  if  you  have  a patient  who  requires  your 
care  each  day,  you  would  get  $5  a day  for  your  visits, 
or  $5  for  your  visit.  Over  thirty  days  the  conversion 
factor  came  out  to,  I think  it  was  $60.00  a month  foj 
over  thirty  days.  As  far  as  I know  it  doesn’t  require 
you  to  visit  every  day. 

A DELEGATE:  I would  like  to  say  one  more 
thing,  Mr.  Meadors  brought  out,  we  are  still  free  and 
independent  private  practitioners  of  medicine.  He 
said  the  Government  had  had  trouble  with  Tennessee 
and  told  them  they  were  going  to  scale  them  down 
because  they  came  up  with  too  high  a schedule  fee. 
Well  I think  that  is  going  to  be  true  all  along,  the 
Government  is  going  to  continue  to  scale  us  down 
from  time  to  time,  however,  I think  that  we  should 
maintain  our  independence  just  as  long  as  is  possible 
under  the  Government  to  do  so.  I think  that  our  com- 
mittee should  be  instructed,  as  a motion  was  called 
for  between  the  two  schedules  of  fees  and  if  they  can’t 
arrive  at  a satisfactory  answer  there  then  put  it  back- 
on  a local  level  entirely  as  they  have  in  Indiana.  You 
all  remember  that  the  Government  wants  us  to  work 
for  them  and  we  are  not  particularly  anxious  to  work 
for  the  Government. 

THE  CHAIR:  May  we  ask  if  it  is  on  the  local  level 
in  Indiana  or  is  the  dealing  only  on  the  State  basis,  I 
wasn’t  aware.  Mr.  Meadors  recognized. 

MR.  MEADORS:  My  information  has  not  indicated. 
Dr.  Prioleau,  that  it  was  on  the  local  level.  I hadn’t 
heard  that  report  that  Dr.  Goldsmith  mentioned. 

THE  CHAIR:  Dr.  Goldsmith,  recognized,  excuse 
me. 

DR.  GOLDSMITH:  In  Chicago  last  month  I talked 
to  a number  of  doctors  from  Indiana  and  they  had 
just  completed  their  state  meeting  at  Indianapolis  and 
they  did  not  accept  a fee  schedule  to  cover  the  whole 
state,  it  is  different  in  each  locality  and  on  the  pre- 
vailing fee  charged  in  that  locality.  Now,  I don’t 
know  what  it  is  but  that  is  the  way  it  is. 

THE  CHAIR:  It  has  been  accepted. 

DR.  GOLDSMITH:  That  is  correct.  That  is  what 
Dr.  Donges  told  me. 

THE  (.'HAIR:  I understand. 

Dr.  Poole,  recognized. 

DR.  EVERETT  B.  POOLE  (Greenville):  I am 
requesting  clarification  of  what  we  are  discussing.  I 
gather  that  we  arc  discussing  the  subject  of  the  motion 
but  it  did  not  specifically  state,  in  my  hearing,  that 
such  motion  recommended  or  empowered  our 
negotiating  committee  to  use  the  scale  of  relative 
value  system  as  a basis  for  such  negotiation.  Am  I 
correct? 

THE  CHAIR:  That  was  implied;  as  read  it  was  a 
relative  value  method  of  arriving  at  a fee  schedule;  it 
was  a relative  value  that  would  be  considered,  is  that 
correct,  Dr.  Cressette? 

DR.  SIEGLING:  The  only  help  I can  see  is  that 
the  break — on  the  admission  of  the  patient  to  the 
hospital  is  that  he  is  going  to  have  to  pay  the  first 
$25.00  of  his  admission  cost,  and  you  can’t  just  admit 
him  for  one  day  and  have  him  pay  $25,  for  that  is 
what  it  will  cost  him;  that  is  the  minimum  amount 
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that  any  hospitalized  patient  is  going  to  pay,  a mini- 
mum of  $25  or  $1.75  a day,  for  however  many  days 
he  is  there. 

DR.  CONE:  Then  I think  it  should  be  made  clear 
to  the  patient  by  the  military  personnel  that  they 
will  have  to  pay  because  many  don’t  believe  that  now. 
They  believe  they  are  going  to  be  able  to  come  into 
vour  office  and  the  Government  is  going  to  pay  for 
the  office  visit. 

THE  CHAIR:  Dr.  Smith  recognized. 

DR.  SMITH:  I would  just  like  to  reiterate  what  Dr. 
Siegling  said,  this  is  not  a plan  to  take  care  of  the  pa- 
tient in  the  office  in  any  way  whatsoever,  any  more 
than  Blue  Cross  or  any  insurance  company.  Most  of 
them  plan  to  take  care  of  patients  in  the  office,  but 
this  is  a hospital  care  plan  purely,  and  when  thev  go 
to  the  hospital  they  have  to  pay  $1.75  a day  or  $25.00 
whichever  is  the  greater  amount,  and  that  is  where 
flic  break  comes  in  on  it. 

THE  CHAIR:  Dr.  Garrison,  of  Johnston,  recognized. 

DR.  J.  SAM  GARRISON:  It  seems  a good  deal  of 
this  discussion  is  not  germane.  I would  like  to  ask  if 
this  committee  that  is  going  to  represent  us  on 
Wednesday,  has  this  committee  already  been  chosen? 

THE  CHAIR:  No,  the  committee  has  not  been 
chosen,  the  council  has  made  recommendations  and 
the  actual  appointment  of  this  committee  is  the  busi- 
ness of  this  House  of  Delegates.  I can  not  answer 
whether  or  not  the  officers  have  to  sign  the  contract 
legally.  As  I understand  it  there  can  be  a negotiating 
committee  and  the  officers  I think  have  to  legally 
sign. 

DR.  GARRISON:  It  seems  to  me  that  we  ought  to 
give  this  committee  plenty  of  leeway,  I know  they  are 
going  to  look  after  all  of  our  best  interests.  My  feeling 
is  that  we  should  give  them  enough  leeway  to  negoti- 
ate. 

THE  CHAIR:  Any  further  discussion? 

A DELEGATE:  I am  vitally  interested  in  anesthe- 
sia, and  I would  like  to  know  whether  there  was  any 
possibility  of  negotiating  with  this  committee  before 
they  go  to  Washington  and  negotiate  with  the  Gov- 
ernment. 1 feel  that  the  anesthesiologists  of  the  state 
have  not  had  a chance,  and  I don't  know  who  sets 
these  fees,  but  I feel  like  the  obstetricians,  that  we 
ought  to  have  an  opportunity  to  express  ourselves. 

THE  CHAIR:  'l’he  chair  can  take  the  liberty  of 
answering  that  one.  When  the  committee  is  appointed 
it  will  welcome  suggestions  such  as  that. 

A DELEGATE:  I do  know  the  American  Society 
of  Anesthesiologists  has  a committee  now  working  on 
this  same  problem  relative  to  the  fee  schedule  and 
they  are  going  to  try  to  negotiate  with  the  Government 
as  an  organization  rather  than  on  the  state  level. 

THE  CHAIR:  This  committee,  we  feel  quite  certain 
will  welcome  any  suggestions  within  the  latitude  of 
the  actions  of  this  body,  as  regards  its  powers.  Now, 
Dr.  Cain,  recognized. 

DR.  CAIN:  In  answer  or  a partial  answer  to  one 
question  a while  ago,  I would  like  to  read  the  answer 
to  that  question  that  was  given  to  the  meeting  of 
state  association  representatives  when  thev  first  dis- 
cussed this  with  Capt.  Noel  of  the  Navy  who  was  the 
representative  of  the  War  Department  at  the  first 
meeting  held  at  the  Palmer  House  in  Chicago  in 
July.  At  that  time  someone  asked  the  question — 
“What  is  the  reason  for  the  statement  that  dependents 
shall  receive  civilian  medical  care  equal  to  that  in 
service  facilities,  but  no  out-patient  care  is  given?  It 
seems  to  me  that  hospitalization  requirement  will  in- 
crease the  cost  of  the  dependent  care  program.”  That 
was  the  question,  in  line  with  one  that  was  asked  a 
minute  ago.  Now,  the  answer  was  “Although  this 
promise  was  stated  at  one  time  it  should  be  remem- 
bered that  Public  Law  569  is  a compromise  between 
the  house  and  senate  versions.  The  senate  seemed 


concerned  about  the  potential  cost  of  the  program, 
also  it  was  felt  by  the  DOD  Task  Group  that  civilian 
medical  care  should  be  limited  and  well  defined  at 
the  outset,  so  that  it  might  be  broadened  later  after 
costs  become  better  known.”  It  was  explained  this 
would  be  easier  to  broaden  the  program  later,  and  to 
attempt  to  limit  it  at  this  time. 

THE  CHAIR:  That  is  as  far  as  we  will  get  on  that 
point.  Is  there  any  further  discussion?  Dr.  Smith. 

DR.  SMITH:  I would  like  to  ask  this  committee, 
whoever  they  may  be,  to  give  some  consideration  to 
trying  to  work  out  some  schedule,  if  they  could,  in 
the  difference  in  fees  that  are  obtained  by  surgeons 
and  fees  that  are  obtained  by  non-surgical  medical 
personnel,  for  the  care  of  various  illnesses.  For  in- 
stance the  surgeon  may  take  out  a perfectly  normal 
appendix,  and  get  $150.00  for  it,  but  a general  prac- 
titioner or  internist  may  work  very  long  hours  and 
at  great  cost  to  himself,  physically,  over  a severe 
coronary  occlusion  and  only  get  $5.00  a day  out  of 
it  and  I don’t  know  how  that  could  be  worked  out, 
but  as  an  internist  that  has  always  seemed  to  me  a 
little  bit  unjustifiable. 

THE  CHAIR:  Recognizes  Dr.  Snyder. 

DR.  SNYDER:  I have  talked  with  a number  of 
obstetricians  and  gynecologists  over  the  state  concern- 
ing the  fee  schedule  of  obstetrics  and  gynecology  and 
there  seems  to  be  a little  discrepancy  as  to  the  type 
and  clarification  we  would  like  to  get  on  the  various 
complications  that  might  arise,  and  I would  like  to 
clarify  a cesarean  section,  the  price  of  a cesarean 
section  was,  let  s say,  $200,  does  that  include  prenatal 
care? 

THE  CHAIR:  You  wish  an  answer  to  that? 

DR.  SNYDER:  Yes,  sir,  I would  like  to  get  these 
answered. 

THE  CHAIR:  If  you  can,  answer  that  Dr.  Sieg- 
ling. Some  of  these  questions  I don’t  think  can  be 
answered  so  readily.  Go  ahead  with  another  question 
while  that  is  being  looked  up. 

DR.  SNYDER:  The  other  is,  this  obstetrical  fee,  is 
that  based  on  normal  and  complicated  cases,  or  is 
there  any  compensation  for  complicated  cases? 

THE  CHAIR:  State  them  all,  if  you  don’t  mind, 
maybe  Dr.  Siegling  will  attempt  to  answer  them  all 
in  general,  if  not  individually. 

DR.  SIEGLING:  I believe  this,  that  under  this 
schedule,  as  nearly  as  I know  it,  if  you  treated  a case 
on  a basis  of  full  obstetrical  care  and  if  you  gave  pre- 
partum  care  and  then  did  a cesarean,  then  your 
charge  would  be  for  the  cesarean  including  the  care 
you  had  given,  and  the  post  operative  care. 

And,  as  far  as  complications  are  concerned,  there 
is  a whole  group  of  procedures  here — “office  visit 
over  and  above  routine  office  visits,  which  has  a 
different  conversion  factor  and  value  than  the  routine. 
“Prolonged  detention  with  a patient  in  critical  con- 
dition, per  hour.  “Hospital  visit,  necessitating  pro- 
fessional care  over  and  above  routine  hospital  visit.” 
This  schedule  is  pretty  inclusive,  as  you  will  see,  to 
handle  things  of  that  sort.  Does  that  answer  your 
question? 

DR.  SNYDER:  I am  not  still  clear  on  the  cesarean 
section  case.  If  a person  has  been  giving  prenatal 
care  to  an  individual  and  comes  into  the  hospital,  let’s 
say  has  been  cared  for  by  one  of  our  general  prac- 
titioners, and  comes  in  and  we  are  called  in  as  a 
consultant,  do  we  charge  the  $200  and  get  it  and 
then  he,  the  general  practitioner  or  whoever  has  been 
taking  care  of  the  patient  paid  a prorata  fee? 

THE  CHAIR:  Dr.  Siegling,  I think  has  an  answer 
for  you,  doctor. 

DR.  SIEGLING:  I can’t  answer  it  completely,  ex- 
cept there  is  one  statement  in  this  contract  that  when 
two  physicians  are  involved  in  the  management  of  a 
surgical  case  by  prior  agreement  the  total  fee  may  be 
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apportioned  in  relation  to  the  responsibility  and  work 
done,  and  the  patient  is  made  aware  of  the  fee  dis- 
tribution according  to  medical  ethics.  Two  physicians 
may  not  be  paid  for  attendance  on  the  same  case  at 
the  same  time  except  where  it  is  warranted  by  the 
necessity  of  supplementary  skills.  Fees,  for  surgical 
procedures,  include  provision  for  a specified  assistant 
when  indicated.  No  fees  are  payable  to  physicians  in 
training  status. 

Now,  I think  that  under  this  schedule  two  physi- 
cians may  not  be  paid  for  attendance  on  the  same 
case  at  the  same  time  except  where  it  is  warranted  by 
the  necessity  of  supplementary  skills,  that  that  would 
be  on  the  basis  of  consultation,  and  I believe  it  would 
be  worked  out  because  there  is  ample  provision  in 
this  Government  contract  by  the  notation  “by  report”. 
In  extensive  procedure  there  is  ample  provision,  and 
in  certain  others  where  there  are  complicated  cases, 
to  simply  make  a report  and  have  the  fee  adjusted  just 
as  many  of  you  may  have  done  with  the  Blue  Shield 
schedule. 

DR.  SNYDER:  Doctor,  I am  not  clear  on  the  fact 
as  what  is  classified  under  this  schedule  as  being  a 
unit  fee  for  an  appendectomy  being  let  s say,  $140  or 
$150;  cesarean  section  $200  and  one  requiring  six 
(6)  weeks  and  one  requiring  nine  months  in  treatment. 
If  these  discrepancies  are  throughout  the  whole  pro- 
gram of  fees  and  not  clarified  at  this  time,  I think 
we  are  treading  on  very  dangerous  grounds.  The  fees, 
I think,  should  be  clarified  because  most  of  us,  and  a 
large  number  of  the  general  practitioners  are  certainly 
doing  obstetrics  and  we  are  going  to  run  into  this 
matter  of  consultation  and  joint  treatment  cases.  For 
example  what  about  the  consultation  then  and  treat- 
ment of  acute  pyelitis  that  comes  out  of  the  field  of 
gynecology  or  obstetrics  or  the  general  practitioner, 
and  yet  complicated  with  obstetrics.  How  would  that 
fee  be  handled?  Would  that  be  on  the  $5  a day  basis 
plus  the  consultation  fee? 

DR.  SIEGLING:  I can  only  say  that  to  my  mind  it 
would  require  a supplementary  skill  and  if  you  had 
a case  in  the  hospital  for  OB  and  delivery  and  she 
had  pyelitis,  which  required  the  skill  of  the  urologist 
it  would  be  taken  care  of  on  a consultation  basis  and 
this  also  provides  for  cystoscopy  and  any  other  sur- 
gical procedure. 

(Doctor  from  the  floor)  Mr.  President. 

THE  CHAIR:  Dr.  Snyder  still  has  the  floor. 

DR.  SNYDER:  I think,  in  view  of  what  we  have 
not  been  able  to  clarify,  insofar  as  the  obstetrical  fees 
are  concerned,  and  get  straight — it  would  seem  that 
we  would  need  more  study  by  this  body  and  our 
local  physicians  to  whom  it  is  going  to  apply.  I am 
more  inclined  at  the  present  time,  not  discrediting, 
Mr.  President,  the  excellent  work  and  thought  that 
has  been  done  by  your  committee  and  Council,  they 
have  had  a voluminous  amount  of  material  to  go 
through  and  many  hours  of  work,  but  it  seems  from 
these  questions  which  can  not  be  answered  fully  at 
the  present  time,  we  would  be  more  in  line  of  carry- 
ing this  back  to  our  local  physicians,  who  are  going 
to  have  to  do  the  burden  of  this  treatment  and  fees, 
that  they  also  be  given  a voice  in  whether  or  not  this 
program  should  be  accepted  on  this  basis,  and  I am 
in  favor  of  tabling  the  motion,  at  present,  and  sending 
this  back  to  the  counties  for  discussion. 

THE  CHAIR:  Dr.  Snyder  makes  a motion  to  table 
the  substitute  motion  of  Dr.  Gressette.  Is  there  a 
second  to  the  motion  to  table?  (The  motion  was 
seconded ) 

THE  CHAIR:  Those  in  favor  of  that  motion  sig- 
nify by  saying  “aye”.  Quite  a number  votes  “aye”) 


Those  opposed  “no”.  (The  “noes”  predominated) 
It  appears  to  the  Chair  the  “noes”  have  it. 

The  substitute  motion  is  still  before  the  House. 

(There  was  a call  for  the  question  from  the  floor) 

THE  CHAIR:  Dr.  Evatt  is  recognized. 

DR.  CLAY  EVATT:  Mr.  President,  we  do  a whole 
lot  of  good,  we  help  these  people  who  can  not  help 
themselves.  They  are  making  hardly  enough  to  live 
on,  we  know  that;  secondly,  we  help  the  LInited 
States  Government  and  our  tax  money.  They  spend 
millions,  literally  millions  of  dollars  training  these 
fliers  and  as  soon  as  they  fly  four  years  they  are  out, 
and  Lockheed  pays  them  and  Glen  Martin,  three  and 
four  times  what  they  get  and  we  lose  them,  and  it 
starts  a vicious  cycle,  over  and  over  and  over  again, 
millions  of  dollars,  whereas  if  they  had  a little  help 
they  could  make  a living.  And  of  course,  we  know 
that  it  costs  a great  deal  more  to  live  in  one  part  of 
the  state  than  it  does  in  the  other.  Thirdly,  we  put  a 
peg  in  the  trend  of  some  folks  minds  in  Washington 
to  build  innumerable  hospitals  all  over  the  country, 
and  set  up  new  bureaus  and  more  and  more  state 
medicine.  I abhor  state  medicine  as  much  as  any  man 
here,  and  I think  this  is  a good  gesture  and  a good 
peg  to  head  off  some  state  medicine,  and  I hope  we 
will  pass  the  thing,  because  it  would  take  months  and 
months  and  never  get  it  done  if  it  goes  back  to  the 
counties. 

THE  CHAIR:  Dr.  Converse,  of  Greenville,  is 

recognized. 

DR.  JOSEPH  I.  CONVERSE  (Greenville).  There 
is  a basic  item  here,  that  to  my  mind  is  not  explained 
nor  has  it  come  up  in  a discussion.  I don’t  know  how 
I can  explain  to  the  general  practitioners  of  the  Green- 
ville area  concerning  this  item — that  is,  the  basic 
office  visit  through  which  a great  deal  of  money  can 
be  saved  for  the  Government  and  without  the  visit  I 
don’t  see  how  the  plan  can  work  at  all.  Some  mention 
was  made  that  the  specialist  may  charge  an  office  fee 
for  the  convalescent  patient  that  has  returned  from 
the  hospital  but  no  mention  has  been  made  about  the 
basic  office  fee.  I would  like  to  ask  if  there  is  any 
provision  that  this  basic  office  fee  will  be  entered  into 
this  unit  plan — and  I don’t  see  how  it  could  work 

satisfactorily  at  all  without  this  office  visit  considered. 

* 

THE  CHAIR:  Dr.  Cain,  will  you  answer  that  ques- 
tion. 

DR.  JOE  CAIN:  I can  only  answer  that  by  reading 
what  I read  a minute  ago  to  that  question,  it  is  not 
contemplated  at  present.  It  is  not  in  the  program  at 
the  present  time. 

THE  CHAIR:  Dr.  Bachman  Smith,  of  Charleston, 
recognized. 

DR.  BACHMAN  S.  SMITH,  JR.:  Gentlemen,  I 
think  that  Dr.  Siegling  deserves  a lot  of  credit  for  this 
work  that  he  has  done.  Of  course,  you  all  realize  this 
contract  and  information  was  dumped  into  the  laps 
of  this  society  not  until  almost  the  middle  of  October. 
Dr.  Siegling  has  had  to  go  to  Atlanta  to  a meeting, 
he  has  done  a tremendous  amount  of  work  on  working 
this  thing  on  a relative  fee  basis.  The  obstetricians 
complained.  A lot  of  obstetrics  is  done,  perfectly  nor- 
mal, you  get  an  occasional  cesarean  section;  well  you 
have  just  got  to  take  some  of  the  rough  with  the 
gravy.  Dr.  Buie,  on  his  anesthesia  doesn’t  want  to 
accept  this  thing,  he  doesn’t  have  to  accept  it.  Another 
thing,  too,  is  this  thing  has  come  to  us  through  the 
A.M.A.  with  a lot  of  work,  that  they  have  done,  as 
Dr.  Price  has  told  you,  they  have  come  to  the  State 
Associations  and  asked  for  our  opinion,  our  working 
out  with  it,  and  it  is  just  damn  lucky  the  Government 
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hasn't  jammed  it  down  your  throat  and  said  “Gentle- 
men, if  you  want  it,  here  it  is,  if  you  don’t  want  it, 
you  don't  get  it.’’  You  have  the  option  of  taking  it  or 
leaving  it.  I think  that  you  have  got  to  appoint  your 
committee  to  go  to  Washington — the  motion  at  the 
present  time  is  between  four  and  five,  and  I think  the 
committee  may  have  to  make  even  a different  bargain- 
ing point  on  that,  the  committee  is  going  to  have  to 
be  empowered  or  it  is  going  to  have  to  come  back  to 
us.  The  committee  has  an  appointment  on  Wednesday 
in  Washington.  Dr.  Snyder  suggests  that  it  go  back 
to  the  various  county  societies.  It  is  well  nigh  im- 
possible unless  you  go  back  tonight  and  call  a special 
meeting  and  come  back  here  tomorrow,  because  they 
have  to  leave  for  Washington  on  Tuesday.  I think 
the  thing  to  do  is  it  will  have  to  be  left  a lot  to  the 
discretion  of  the  committee,  when  they  go  to  Wash- 
ington and  have  to  work  it  out  with  the  agents  up 
there. 

THE  CHAIR:  Is  there  any  further  discussion, 

gentlemen,  of  Dr.  Gressette’s  substitute  motion? 

Dr.  Julian  Price  is  recognized. 

DR.  JULIAN  PRICE:  According  to  Dr.  Gressette’s 
motion  the  relative  schedule  is  between  4 and  5? 

THE  CHAIR:  That  is  correct. 

DR.  PRICE:  Now,  suppose  that  they  come  up  with 
a suggestion  that  we  adopt  say  what  one  of  the  other 
states,  as  1 understand  has,  34^,  does  that  mean  that 
this  committee  can  not  agree  to  it  and  will  have  to 
come  back  and  call  another  meeting  of  the  House? 

THE  CHAIR:  Dr.  Gressette  recognized. 

DR.  GRESSETTE:  I would  send  the  committee, 
the  bargaining  committee  up  there  with  the  numbers 
between  that.  And  then,  depending  on  what  thev  got 
into,  or  what  not,  and  they  gave  me  3%  I hope  our 
committee  will  tell  them  “no”,  and  if  it  goes  up  to  5, 
I hope  they  take  5. 

DR.  PRICE:  I am  just  asking  the  question  because 
the  committee  will  want  to  know.  According  to  this 
motion  they  can  not  drop  below  4? 

THE  CHAIR:  Is  that  perfectly  clear,  are  you 
satisfied  with  that  motion,  as  is,  to  vote  upon  it? 

Dr.  Gaines  recognized. 

DR.  THOMAS  R.  GAINES:  I believe,  sir,  we 
ought  to  realize  first  of  all  that  this  is  an  Act  of  Con- 
gress and  th*at  the  congressmen  and  senators  are 
acting  in  what  they  think  is  the  best  interest  of  the 
people.  It  is  already  an  act.  I think  Dr.  Gressette’s 
motion  is  an  excellent  one,  I am  for  it  100%  with  the 
exception  that  I believe  our  Committee,  which  will 
do  the  best  that  it  can  for  its  members  back  in  the 
state,  should  not  be  hampered  by  the  restrictions  as 
to  the  percentage  point.  I would  be  in  favor  of  his 
motion  if  he  would  delete  the  4 to  5 point  and  just 
left  it  up  to  the  committee  entirely. 

THE  CHAIR:  Is  that  agreeable?  The  motion  is 
changed,  if  there  is  no  objection,  empowering  the 
committee  to  act  to  the  best  interest  of  the  association 
preferably  within  the  points  between  4 and  5. 

Dr.  Cain  recognized. 

DR.  CAIN:  I would  like  to  speak  maybe  a little 
prematurely  in  view  of  the  fact  I was  one  of  the  mem- 
bers nominated  to  go  on  this  committee.  That  doesn't 
mean,  of  course,  that  I will  be  elected  but  it  looks  like 
the  discussion  is  getting  ahead  of  the  program.  I 
would  think,  as  a member  of  the  committee,  I would 
certainly  like  to  be  limited,  I would  like  to  tell  them 
that  I can  t go  below  a certain  point.  I think  it  would 
strengthen  my  hand. 

THE  CHAIR:  Is  there  any  further  discussion  of 
the  motion  by  Dr.  Gressette  that  the  committee  be 
empowered  to  act  to  the  best  interest  of  the  Associa- 


tion, preferably,  not  necessarily,  but  not  limit  them 
between  the  points  4 and  5. 

If  there  is  no  further  discussion,  are  you  ready  for 
the  question? 

(The  question  was  called  for  from  the  floor) 

Those  in  favor  of  the  substitute  motion,  as  just 
stated,  say  “aye.  (There  were  many  “ayes”;  when 
the  no  vote  was  called  for,  there  were  only  a few 
“noes” ) 

It  appears  to  the  Chair  the  “ayes ” have  it  and  it  is 
so  ordered. 

Dr.  Cain,  will  you  present  the  next  recommenda- 
tion? 

DR.  CAIN:  The  next  recommendation  is  the  ap- 
pointment of  a committee  with  authority  to  act  for 
the  Association  and  to  negotiate  with  the  Government 
and  to  sign  the  contract,  with  full  authority. 

The  motion  is  for  that  committee  to  be  appointed, 
and  Council’s  recommendation  of  the  men  on  that 
committee  is  Dr.  Prioleau,  Dr.  Siegling,  Dr.  Cain  and 
Mr.  Meadors,  and  Mr.  Sandow,  Mr.  Sandow  being 
the  Blue  Shield  representative.  I so  move,  Mr.  Presi- 
dent. 

THE  CHAIR:  What  is  the  pleasure  of  this  Asso- 
ciation, is  it  to  vote  on  the  recommendation  of  council 
or  is  it  to  take  up  the  election  individually? 

Dr.  Cain’s  motion  has  not  been  seconded.  (There 
were  several  seconds ) The  motion  is  seconded,  unless 
there  is  any  objection  it  will  be  acted  upon  as  such. 
If  there  is  any  objection,  motion  is  in  order  to  elect 
individually  the  members  of  the  committee. 

By  explanation,  the  Government  is  defraying  the 
expenses  of  four  ( 4 ) members  of  the  committee  and 
no  more  and  the  5th  member  will  go  at  his  own  ex- 
pense. Is  that  correct? 

DR.  CAIN:  At  least  he  will  not  go  at  Government 
expense,  he  may  go  at  state  expense. 

THE  CHAIR:  No.  no.  no,  he  will  not  go  at  state 
expense  at  all. 

Is  there  any  discussion  of  Dr.  Cain’s  motion?  If 
not,  those  in  favor  of  appointing  the  Committee 
named  by  Dr.  Cain  to  represent  the  association  and 
they  be  empowered  to  negotiate  and  to  act  and  sign 
the  contract  will  say  “aye”.  (This  vote  was  taken  and 
it  was  unanimous)  The  “ayes”  have  it  and  it  is  so 
ordered. 

Unless  there  is  anything  else  relative  to  this  busi- 
ness, the  next  order  of  business — Dr.  Cone,  recog- 
nized. 

DR.  CONE:  Is  it  possible  for  the  County  Societies 
to  have  a copy  of  the  schedule  that  has  been  outlined? 
The  fee  schedule  or  whatever  you  call  it.  Because  we 
are  going  to  be  asked  questions  when  we  get  back 
home,  we  would  like  to  be  at  least  be  able  to  answer 
some  of  them. 

THE  CHAIR:  Dr.  Siegling  may  inform  vou  how  you 
may  obtain  those. 

DR.  SIEGLING:  There  is  nothing  available,  there 
is  onlv  one  relative  value  schedule,  as  I know,  any- 
where around  and  Dr.  Guess  and  I have  been  using 
this  back  and  forth.  Mr.  Sandow  may  answer  it  for 
you? 

THE  CHAIR:  Recognizes  Mr.  Sandow. 

MR.  SANDOW:  In  anticipation  that  Blue  Shield 
would  be  the  fiscal  agent  for  the  program,  we  are 
preparing,  and  as  most  of  the  Blue  Shield  Plans  have, 
as  soon  as  possible  to  prepare  an  administrative 
manual  on  this  whole  thing  and  I think  that  will  in- 
clude the  full  fee  schedule  and  all  the  rest  of  it  and 
that  will  be  disseminated  to  each  individual  physician 
for  his  use. 

THE  CHAIR:  Dr.  Parker  recognized. 

DR.  PARKER:  I would  like  to  ask  Dr.  Siegling  if 
that  comparative  schedule  of  California  has  not  been 
published.  It  seems  to  me  I have  seen  it  in  the  medi- 
cal journal  in  the  last  two  or  three  years.  ( Someone 
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stated  from  the  floor  it  was  in  “Medical  Economics.  ") 

THE  CHAIR:  Excerpts  from  it  have  been  pub- 
lished, as  I recall. 

Dr.  Cain  recognized. 

DR.  CAIN:  As  a member  of  the  committee,  I don’t 
want  to  prolong  this  discussion,  but  I want  to  be  clear 
in  my  own  mind  as  to  certain  instructions  to  help  us 
negotiate.  As  I understand  it  our  negotiations  are 
going  to  be  pretty  well  determined  on  what  we  have 
got  written  down  in  this  little  yellow  book,  which  is 
the  “New  Dependents  Medical  Care  Act— Nomencla- 
ture for  proposed  Medical  Charges.”  And  I would 
like  for  Dr.  Siegling  to  tell  me  in  his  book  which  lie 
has  got  already  written  out  there,  what  is  the  fee  for 
obstetrics  in  the  yellow  book? 

DR.  SIEGLING:  The  schedule,  according  to  the 
number  of  units,  multiplied  out  in  this  book,  for  ob- 
stetrical delivery,  that  is  under  the  4.5  surgical  sched- 
ule, that  is  the  top  schedule,  under  the  4.5  conversion 
factor,  on  Page  75,  “Obstetrical  Delivery  including 
antepartum  and  postpartum  care,  $135.”  And  under 
the  4 conversion  factor,  it  is  $120.  Under  the  4 con- 
version factor,  for  your  information,  appendectomy  is 
4 x $35  $140;  and  under  the  4.5  conversion  factor 
for  surgery  it  would  be  $157.50. 

DR.  CAlN:  You  said  the  obstetrical  fee  is  how 
much? 

DR.  SIEGLING:  $13.5.00  at  the  4.5  conversion 
factor. 

DR.  CAIN:  I would  like  to  ask  the  general  prac- 
titioners here,  who  seem  to  think  they  are  left  out 
altogether,  are  they  willing  to  take  that  schedule  fee? 

THE  CHAIR:  Dr.  Cain,  (laughing)  a point  of 
order,  the  House  of  Delegates  has  passed,  after 
adequate  discussion. 

DR.  C\IN:  I am  asking  for  information. 

THE  CHAIR:  Dr.  George  Durst,  of  Sullivans  Island 
recognized. 

UR.  GEORGE  DURST  (Sullivans  Island):  I would 
like  to  make  one  comment.  I handle  a great  deal  of 
military  personnel,  it  appears  to  be  very  few  of  the 
cases  that  I handle  will  be  covered  under  this  Govern- 
ment program  at  all.  I would  like  very  much  to  urge 
the  committee  and  all  who  deal  with  it,  as  a matter 
of  public  relations  to  ask  the  Government  to  notify 
these  people  what  they  are  entitled  to  and  what  they 
are  not  entitled  to,  so  that  they  won't  be  coming  to 
us  for  things  we  can  not  get  any  refund  on. 

THE  CHAIR:  There  was  a part  of  the  program 
which  was  for  that.  Is  there  any  further  discussion  of 
this  particular  part  of  the  program?  In  spite  of  the 
action  taken,  we  had  no  idea  of  cutting  the  discussion 
off,  and  if  anybody  wishes  to  answer  Dr.  Cain’s  ques- 
tion. (Laughter) 

DR.  GAIN:  I would  just  like  to  know. 

THE  CHAIR:  Dr.  Bowie,  of  Anderson,  recognized. 

DR.  BOWIE  (Anderson):  I just  wonder  since  we 
have  instructed  our  committee  as  to  what  basis  to 
negotiate  on,  if  it  be  wise  to  limit  them  or  rather  to 
give  them  an  alternative  to  contract  with  the  Govern- 
ment, if  they  didn't  want  to  work  on  that  basis  then 
refer  it  back  and  work  on  a local  level  as  they  have 
in  other  states  and  that  would  prevent  having  to  have 
another  meeting.  Would  it  be  wise  to  do  that,  or  not? 

THE  CHAIR:  Is  there  an  answer  to  that?  Dr.  Sieg- 
ling recognized. 

DR.  SIEGLING:  Mr.  Chairman,  may  I say  this  that 
after  working  on  this  and  knowing  the  difficulties  of 
the  administration  of  the  Blue  Shield,  Blue  Cross 
Board,  it  just  seems  to  me  that  it  would  be  com- 
pletely chaotic  to  have  every  locality  in  this  state 
have  a different  fee  schedule.  It  certainly  seems  to  me 
that  in  the  same  way  the  association  has  come  upon 
an  acceptable  fee  schedule  for  the  lower  income  group 
of  people  and  have  accepted  a program  under  Blue 
Shield,  that  as  a state  organization  we  could  accept 


whatever  your  committee  can  work  out  with  the 
Government  on  a statewide  basis,  because  to  me  the 
local  level,  country  versus  city,  specialist  versus  gen- 
eral practitioner,  would  be  completely  chaotic  to  work 
out  that  many  different  schedules. 

THE  CHAIR:  Any  further  discussion,  as  to  this 
part  of  the  program?  If  not,  we  will  proceed  to  the 
second  order  of  business,  but  before  going  into  that 
order  of  business,  it  has  been  requested  that  the  Asso- 
ciation be  advised  of  the  fact  that  the  Pee  Dee  Medi- 
cal Association  is  backing,  promoting,  whatever  term 
you  choose  to  use,  a state  supported  home  for  the 
terminal  care  of  cancer  patients.  That  subject  is  not 
open  for  discussion,  as  this  is  a specially  called  meet- 
ing. It  is  only  an  announcement  to  let  you  know  again 
of  their  feeling  and  their  endeavors, 

(2nd  ORDER  OF  BUSINESS)  The  second  order 
of  business,  Dr.  Cain  will  present,  as  recommended 
by  the  council. 

DR.  CAIN:  Dr.  Stokes,  will  you  come  forward. 

DR.  HOWARD  STOKES  (Treasurer)  Mr.  Presi- 
dent, gentlemen,  I have  the  Treasurer’s  report  actually 
for  ten  months,  from  January  to  November.  I shall 
give  you  the  receipts  and  expenditures  over  that 
period  of  time. 

Ian.  1 to  Nov.  1,  1956 

RECEIPTS 

Membership  Dues $20,668.00 

Journal  Subscriptions 
(Actually  included  in  the 

$20,668)  ' 2,712.00 

Journal  Advertising 15,017.98 

Exhibits  at  Annual  Meeting  __  3,455.00 

A.M.A.  Commission 325.48 

Interest  506.06 

Miscellaneous  437.13 


Total  Collected $43,121.65 

Estimated  Additional  Receipts 
Nov.  and  Dec.  1956 

Membership  Dues $ 680.00 

Journal  Subscriptions 120.00 

Journal  Advertising 3,000.00 

Interest  385.00 

Miscellaneous  25.00 


Total  Estimated $ 4,210.00 


Total  estimated  for  Year, 

1956  $47,331.65 

On  Hand,  General  Fund, 

Jan.  1,  1956  6,244.06 


Grand  Total,  for  Year 

1956  $53,575.71 

The  Disbursements  for  1956  have  amounted  to 
$52,426.69. 

We  find  ourselves  in  a position  now  of  having  ap- 
proximately $800.00  in  the  bank  at  the  end  of  this 
fiscal  year. 

After  having  had  a $6,000.00  balance  on  hand  the 
first  of  January  1956;  the  anticipated  revenue  for  1956 
was  $44,000.00;  the  1956  budget  was  $49,000.00;  it 
was  no  surprise  to  many  of  us  that  the  balance  in  the 
treasury  is  at  such  a low  ebb.  It  was  felt  that  it  would 
be  well  to  give  you  this  report  for  consideration  of 
Ways  and  Means  to  increase  the  revenue  for  1957. 

THE  CHAIR:  Dr.  Cain  is  recognized. 

DR.  GAIN:  Mr.  President,  in  view  of  that  report 
submitted  to  Council  last  Wednesday,  and  in  view  of 
the  fact  that  if  we  had  not  had  a surplus  in  the  general 
fund  of  $6000.00  at  the  beginning  of  this  year,  we 
would  be  calling  on  our  reserves  at  this  moment, 
(fortunately  we  are  not,)  but  still  the  faet  before  us 
is  that  we  are  spending  more  money  than  we  are 
taking  in. 
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One  pertinent  factor  in  that  is  the  increased  cost 
of  the  Journal  of  the  South  Carolina  Medical  Asso- 
ciation which  two  or  three  years  ago  was  costing  us 
between  four  and  six  hundred  dollars  a month,  de- 
pending on  the  number  of  pages  and  varying  with 
the  season,  to  over  eleven  hundred  dollars  a month  at 
the  present  time,  due  to  increase  in  printing  cost.  Now, 
we  have  also  had  an  increase  in  advertising  revenue 
from  the  Journal,  however,  the  increase  in  advertising 
revenue  has  not  come  up  with  the  increase  in  cost,  so 
that  this  year,  even  though  we  reached  an  all  time 
high  in  advertising  revenue,  that  of  about  $18, ()()().(!(), 
the  cost  of  printing  the  Journal  was  something  around 
$17,800.00  so  that  we  were  able  to  utilize  in  current 
expenses  of  the  association  only  $200.00,  where  in 
previous  years  we  have  been  clearing  several  thousand 
dollars,  sometimes  as  much  as  five  or  six  thousard 
dollars  to  help  out.  So,  in  view  of  that  fact,  council 
has  recommended  to  the  House  of  Delegates  that  the 
dues  of  the  association  be  increased  to  $30.00  a year 
instead  of  the  present  $20.00  a year.  Mr.  President,  I 
so  move. 

( This  motion  was  seconded  bv  Dr.  Bachman 
Smith. ) 

THE  CHAIR:  The  motion  to  increase  the  dues  of 
the  State  Association  from  $20  to  $30  is  a business  of 
the  House  of  Delegates.  That  motion  is  before  you.  Is 
there  any  discussion? 

Dr.  Hinson  of  Rock  Hill,  recognized. 

DR.  ANGUS  HINSON  (Rock  Hill):  I would  like 
to  ask  where  the  extra  monthly  expenditures  went  to? 

THE  CHAIR:  Dr.  Stokes,  would  vou  like  to  answer 
that  question. 

DR.  HOWARD  STOKES:  Dr.  Hinson,  in  the 
estimated  budget  for  last  year,  actually  several  items, 
Dr.  Hinson,  were  left  out,  one  was  the  printing  of  the 
directories,  which  cost  $1152.00;  another  was  the 
printing  of  the  Auxiliary  Bulletin  which  was  $927.00; 
another  was  the  printing  of  the  News  Letters,  which 
amounted  to  approximately  $300.00;  and  a fourth  was 
$1200.00  which  was  donated  to  the  AMEF.  That 
coupled  with  the  $2500  addition  in  printing,  plus 
travel  ol  the  House  of  Delegates  $450.00,  plus  an  ad- 
ditional $250.00  for  office  supplies  for  the  Executive 
Secretary  brings  a total — well  it  uses  up  all  of  the 
money  we  had.  (Laughter) 

THE  CHAIR:  Is  there  any  further  discussion?  Dr. 
Gaines,  recognized. 

DR.  THOMAS  R.  GAINES  (Anderson):  You  know 
I readily  acknowledge  that  Council  and  the  House  of 
Delegates  legally  have  the  right  to  raise  our  dues 
from  $20  to  $30,  I doubt  the  wisdom  of  doing  it  at 
such  a time  as  this,  a called  session  of  the  House  of 
Delegates.  In  the  first  place  our  membership  of  the 
Association  has  not  been  notified  of  this  and  have  no 
inkling  of  what  is  going  on;  and  in  the  second  place 
we  are  faced  on  all  sides  with  increased  cost  of  not 
only  our  State  Association  but  also  the  county  and 
staff  dues,  and  many  of  us  belong  to  special  societies 
of  which  the  dues  have  been  increased.  I am  wonder- 
ing if  it  wouldn’t  be  the  wiser  thing  to  defer  this  until 
the  meeting  of  the  House  of  Delegates  in  May.  How 
much — do  we  have  some  reserves,  Mr.  President,  that 
we  could  use  to  carry  us  until  next  year,  1958? 

DR.  STOKES:  Yes,  Dr.  Gaines,  we  have  some  re- 
serves. Just  a brief  history  of  this  business.  While  Dr. 
Price  was  treasurer  we  seemed  to  have  made  some 
money  ( laughter ) but  in  the  last  few  years  we 
haven’t.  But,  seriously  Dr.  Price — and  up  until  about 
three  years  ago  we  were  able  not  only  to  carry  our 
current  affairs  but  to  put  about  $4000. 00  a year  in 
reserve.  We  have  now  thirty-six  thousand  dollars  ( $36,- 


000 ) in  reserve.  But,  we  have  used  up  $6000.00.  Now, 
it  is  simple  math,  we  had  $6000  the  first  of  January  last 
year,  the  first  of  January  this  year  we  aren’t  going  to 
have  $6000.  You  can  go  into  the  reserves  next  year 
and  use  $6000,  and  incidentally  I can’t  think  of  anv- 
thing  more  repugant  to  a treasurer  or  a group  of 
people  having  to  do  with  finances  than  to  have  to 
raise  dues,  and  we  debated  the  wisdom  of  presenting 
this  on  such  short  notice,  but  the  point  still  remains, 
the  fact  remains,  Dr.  Gaines,  that  we  know  we  are 
$6000  short,  we  have  used  up  $6000  and  we  are  going 
to  use,  even  if  we  maintain  the  same  budget,  and  ail 
of  you  who  are  active  in  state  medicine  and  certainly 
any  thing  to  do  with  the  national  level  know  very  well 
that  we  can’t  very  well  retrench  any  of  our  activities. 

So,  even  for  next  year  it  would  seem,  it  would 
certainly  suggest  that  we  would  use  $6000  out  of  the 
reserves,  and  as  horrible  as  the  idea  to  a treasurer  of 
having  to  go  up  on  dues,  even  more  horrible  would 
be  digging  into  the  reserves  and  taking  out  $6000.00. 

THE  CHAIR — Dr.  Gaines  is  recognized. 

DR.  GAINES:  May  I offer  a substitute  motion? 

THE  CHAIR:  Yes,  a substitute  motion. 

DR.  GAINES:  That  this  matter  be  deferred  until 
the  regular  meeting  of  the  house  of  delegates  at  the 
regular  meeting  of  the  Association  and  that  in  the 
meantime  publicity  be  given  through  the  Journal  to 
the  existing  financial  condition,  and  I believe  at  that 
time,  should  the  House  of  Delegates  and  membership 
wish  that  the  dues  be  raised  it  would  be  a fairer  thing 
to  do  it  in  such  a manner  as  that. 

THE  CHAIR:  But  included  in  your  motion  the 
implied  or  stated  that  the  deficit  be  made  up  by  using 
such  reserves  as  are  necessary? 

DR.  GAINES:  Yes,  by  using  whatever  reserves  are 
necessary. 

THE  CHAIR:  You  have  heard  the  substitute 
motion  of  Dr.  Gaines,  is  there  any  second  to  that. 
( There  were  seconds  from  the  floor. ) That  is 
seconded,  the  substitute  motion  is  open  to  discussion. 
If  that  is  passed  there  will  be  no  need  to  revert  to 
the  original  motion. 

Dr.  Garrison  is  recognized. 

DR.  GARRISON:  Just  a point  of  clarification,  if 
that  is  passed  at  the  State  meeting  will  it  be  retro- 
active? 

DR.  GAINES:  It  will  apply  to  next  year,  not  1957 
but  to  1958. 

DR.  GARRISON:  It  would  not  be  retroactive  to 
take  up  the  $10  increase,  if  that  is  what  it  is  in- 
creased? 

DR.  GAINES:  That  was  not  the  intent  of  the 
substitute  motion. 

THE  CHAIR:  Dr.  Bachman  Smith  is  recognized. 

DR.  BACHMAN  SMITH:  Mr.  President,  the  thing 
really  should  not  be  put  off.  Howard  has  given  you  a 
break-down  of  the  thing  and  Dr.  Waring  published 
in,  I think  it  was  the  September  or  October  Journal 
of  the  State  Medical  Association  the  relative  fees  or 
dues  that  were  paid  by  the  other  associations  through- 
out the  country.  South  Carolina  is  still  the  lowest  of 
of  the  group,  I think  there  is  one  other  beside  us  that 
is  paying  $20  and  the  rest  of  them  are  paying  more. 
It  is  plain  black  and  white  you  can’t  run  on  a loss 
every  year.  I certainly  don’t  think  that  $10.00  from 
everyone  in  the  Association  is  going  to  hurt  them. 

And  another  thing  is  this  loss  in  revenue  from  the 
journal,  advertising  has  been  tremendous  and  it  has 
just  come  out,  only  really  in  the  last  two  years,  that 
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we  have  been  able  to  not  make  any  money  on  the 
advertising.  This  year  the  journal  is  going  to  just 
about  break  even  and  thev  have  done  a terrific  amount 
of  work  on  getting  advertisements  for  the  Journal.  I 
certainly  would  hate  to  see  this  put  off.  I think  we 
need  it  this  coming  year,  we  don’t  need  to  put  it  off. 

THE  CHAIR:  I think  Dr.  Lesesne  Smith  got  up 
first,  didn’t  you?  You  did  not?  Excuse  me.  Dr.  Evatt, 
recognized. 

DR.  CLAY  EVATT : We  have  1300  members,  at 
$10.00  a piece  is  $13,000  and  if  you  onlv  need  $6000, 
a $5.00  raise  would  raise  $6500. 

THE  CHAIR:  Dr.  Goldsmith  is  recognized. 

DR.  GOLDSMITH:  I would  just  like  to  ask  for  a 
point  of  order. 

THE  CHAIR:  Dr.  Goldsmith,  your  point  of  order. 

DR.  GOLDSMITH:  Does  a called  meeting  like  this 
have  the  authority  to  change  By-Laws  or  the  Con- 
stitution? 

THE  CHAIR:  Yes,  doctor,  it  has,  that  was  carefully 
looked  up. 

FROM  THE  FLOOR:  If  given  thirty  (30)  days 
notice,  and  we  have  not  had  30  days  notice. 

THE  CHAIR:  Mr.  Meadors,  will  you  give  us  that, 
can  you  read  it  right  away?  Oh,  you  can’t? 

MR.  MEADORS:  I don’t  think  there  is  any  pro- 
vision for  certain  notice  in  advance.  We  don’t  find 
anything  like  that. 

THE  CHAIR:  Here  it  is,  excuse  me  (reading) 
“These  by-laws  may  be  amended  at  any  annual  meet- 
ing.” Well,  that  is  an  annual  meeting,  no,  I missed 
that.  It  was  looked  up,  though,  beforehand. 

DR.  GOLDSMITH:  I will  say  this,  I don’t  believe 
a called  meeting  can  change  them. 

MR.  MEADORS:  There  is  no  provision  in  the  by- 
laws or  constitution  for  30  days  notice  with  respect 
to  a special  session.  There  is  no  provision  with  respect 
to  any  particular  notice  as  to  a special  session.  There 
is  none,  so  far  as  I can  find  with  respect  to  the  raising 
of  dues.  Now,  whether  or  not  an  amendment  of  the 
By-Laws  is  limited  to  the  annual  sessions,  I can  not 
answer  that. 

THE  CHAIR:  The  question  comes  up,  apparently 
then,  is  whether  or  not — that  this  should  be  considered 
a By-Law  and  Bv-Laws  may  be  amended  only  at  an 
annual  meeting,  “ONLY  AT” — it  is  not  so  stated  and 
it  is  simply  stated  that  they  may  be  amended  at  an 
annual  meeting  by  two-thirds  vote  of  the  House  of 
Delegates. 

The  Chair  rules  that  it  is  in  order,  an  appeal  can 
be  made,  that  this  subject  is  in  order.  Is  there  any 
appeal  to  that  ruling? 

Dr.  LaBorde  of  Columbia  is  recognized. 

DR.  PIERRE  LaBORDE  of  Columbia,  S.  C : 

As  I understood  Dr.  Stokes’  presentation  of  these 
expenditures,  they  account  for  using  up  more  money 
than  income,  but  I would  like  some  statement,  were 
there  any  unusual  expenditures  that  did  come  out  of 
current  income  that  won’t  be  forthcoming  annually? 
For  instance  I have  in  mind  the  naturopathic  fight, 
that  came  out  of  current  income  and  was  that  to  such 
a degree  as  to  in  any  way  account  for  the  lack  in 
meeting  our  current  operating  expenses? 

THE  CHAIR:  The  discussion  is  now  back  to  Dr. 
Caines’  motion  that  this  matter  be  deferred  and  that 
the  deficit  be  made  up  from  the  reserves.  The  dis- 
cussion is  on  that  motion,  now,  and  nothing  came  of 
the  point  of  order. 

Dr.  Stokes  recognized  by  the  Chair. 

DR.  HOWARD  STOKES:  Mr.  President,  this  might 
be  pertinent,  doctor,  and  answer  your  questions  too. 
There  was  onlv  $1500  used  last  year  for  the  naturo- 
paths; and  in  going  over  this  matter  at  the  recert 
meeting  of  Council,  which  was  done  in  some  detail, 
in  an  effort  to  see — and  we  have  done  this  prior  to 
the  meeting,  to  see  whether  we  had  any  unusual 


current  expenses  that  would  not  be  present  the  next 
year,  we  came  up  with  the  fact  that  we  would  prob- 
ably have  more  next  year.  You  see,  we  keep  jumping 
back  to  the  Journal,  but  last  year  we  had  only,  in  our 
budget  $12,000  for  the  Journal,  this  year  we  have  al- 
ready used  $12,000  and  we  estimate  that  we  will 
need  $2500.00  more.  And  so,  for  the  following  year 
we  have  already  in  our  preliminary  thinking  for  a 
budget,  put  in  $15,000. 

Now,  there  are  certain  others  that  will  be  changed 
and  the  matter  of  directories,  instead  of  using  $1100.00 
every  other  year  the  budget  will  now  include,  say 
$550.00  for  each  year.  So,  I am  sorry  to  tell  you  that 
it  looks  as  if  there  is  nothing  that  we  can  take  out  for 
the  next  year. 

The  matter  of  the  Auxiliary  Bulletin  this  year  ran 
to  approximately  $1,000.  That  is  an  item — there  are 
so  many  items  that  a lot  of  us  are  not  quite  familiar 
with,  that  simply  account  for  a lot  of  money.  And  we 
have  1150  members,  Clay,  instead  of  1300.  And  this 
was  discussed — there  is  no  desire  on  the  part  of  coun- 
cil to  embarrass  you  in  your  respective  counties  when 
you  go  back  home  tomorrow  if  this  thing  is  passed, 
and  this  was  all  discussed  at  the  meeting  of  Council 
and  these  points  were  brought  out.  But  suppose  we 
did  raise  it  $5,  now  I don’t  think  we  should  get  mixed 
up  in  New  Deal  thinking  and  New  Deal  spending 
but  $5  would  just  even  things  off,  iust  barely  crack 
the  ground,  just  barely  level  things  off  from  the  stand- 
point of  revenue  and  expenditures.  If  there  is  a need 
for  instance  for  moneys  for  the  purpose  of  this  very 
thing  we  discussed  this  afternoon,  there  isn’t  any  place 
to  get  it  unless  you  want  to  dig  into  the  reserves.  We 
just  simply  have  set  revenues  and  they  are  becoming 
a little  more  set  every  year. 

For  several  years  the  society  made  $1500  out  of  the 
annual  meeting,  the  expenses  of  the  speakers  and  the 
other  part  of  the  program  at  the  annual  meeting  now 
utilizes  practically  every  dime  of  the  rentals  we  get 
from  the  exhibits.  The  same  thing  with  the  Journal, 
for  a number  of  years  we  obtained  a considerable 
amount  of  revenue  from  the  Journal,  now  it  about 
breaks  even. 

THE  CHAIR:  Dr.  Gaines  is  recognized. 

DR.  GAINES:  Mr.  Chairman,  Dr.  Garrison  just 
called  one  thing  to  my  attention  that  I should  like  to 
make  plain.  He  asked  me  if  I were  opposing  the  in- 
crease and  I told  him  I was  not,  but  we  were  actually 
fust  deferring  it  because  I think  it  would  sound  a little 
better  to  the  membership  of  the  society,  as  a whole, 
of  the  association  as  a whole,  if  they  were  given  some 
notice  of  this.  And  I believe  if  due  publicity  is  given 
through  the  Journal  by  the  May  meeting  that  the 
House  of  Delegates  could  act  rfiore  intelligently  and 
more  in  the  wishes  of  the  membership  of  the  associa- 
tion than  at  the  present  time. 

THE  CHAIR:  Any  further  discussion? 

Dr.  Weston  is  recognized. 

DR.  WILLIAM  WESTON,  JR.  of  Columbia:  Mr. 
President, — Dr.  Gaines,  you  might  have  something  in 
your  approach  to  this  question  but  having  sat  in  with 
Council  from  2:30  until  twenty-five  minutes  to  eight, 
the  other  afternoon,  when  these  questions  were  dis- 
cussed, is  it  not  true  this  same  body  here  is  going  to 
have  to  pass  on  it,  whether  it  is  in  April  or  May  or 
June?  Now,  it  is  going  to  be  the  representatives  of  the 
association,  and  you  are  the  men,  unless  there  is 
another  land  slide  (laughter)  that  will  have  to  be  the 
men  who  will  decide  it,  and  I think  it  might  as  well 
be  decided  now.  We  know  we  are  going  to  have  to  do 
it,  and  I think  now  is  the  time  to  do  it.  Not  that  I 
want  to  be  sent  to  Seattle,  at  all,  because  it  is  going 
to  cost  you  about  $500. 

THE  CHAIR:  The  question  is  simply  on  that  of 
deferment,  not  as  regards  reducing  the  budget  at  this 
particular  time.  Any  further  discussion  of  the  question 
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as  to  the  deferment  of  this  problem  and  giving 
publicity  in  the  Journal  and  spending  reserves  goes 
with  it. 

DR.  GOLDSMITH  (Recognized)  Do  the  by-laws 
state  you  must  have  two-thirds  majority  to  change  the 
by-laws? 

THE  CHAIR:  Two-thirds  is  written  here  to  change 
the  dues,  two-thirds  of  the  House  of  Delegates,  It 
does  not  state  that  it  should  not  be  at  a specially 
called  meeting,  (reading)  “A  change  in  the  amount 
of  annual  dues  shall  not  be  made  except  on  a two- 
thirds  \ote  of  the  delegates  present.” 

Dr.  Wyatt,  recognized. 

DR.  CHARLES  N.  WYATT  (Greenville):  That  is 
at  a regular  meeting? 

THE  CHAIR:  It  doesn’t  state  that  it  has  to  be  at 
a regular  meeting.  If  you  wish  to  make  an  appeal  to 
the  ruling  of  the  Chair  that  is  in  order,  an  appeal  is 
in  order.  No  appeal  has  been  made  and  it  lias  been 
so  ordered  that  this  subject  is  in  order. 

Dr.  Goldsmith,  recognized. 

DR.  GOLDSMITH:  I hate  to  disagree  with  you, 
Mr.  President. 

THE  CHAIR:  That  is  all  right. 

DR.  GOLDSMITH  (Continuing)  But  I think  that 
the  Constitution  and  the  By-Laws  are  fairly  definite, 
it  states  “annual  meeting"  it  doesn’t  say  and/or  an 
annual  meeting  or  a called  meeting. 

THE  CHAIR:  Well.  I shall  read  that,  “These  by- 
laws may  be  amended  at  any  annual  meeting  of  the 
House  of  Delegates  by  two-thirds  vote  of  the  dele- 
gates present."  (reading  again)  "These  by-laws  may 
be”  “at  an  annual  meeting.” 

DR.  GOLDSMITH:  It  doesn’t  mention  a called 
meeting,  so  in  my  way  of  interpreting  Robert  Rules 
of  Order  would  be  that  this  would  be  entirely  out  of 
order. 

THE  CHAIR:  That  would  be  a question  before  the 
House.  You  appeal  to  the  ruling  of  the  Chair? 

DR.  GOLDSMITH:  I just  leave  it  up  to  them. 

THE  CHAIR:  Nobodv  makes  an  appeal  to  the 
ruling  of  the  Chair. 

Dr.  Lesesne  Smith  is  recognized. 

DR.  LESESNE  SMITH  (Spartanburg)  I happen 
to  have  a report  here  that  Dr.  Stokes  made  the  other 
other  day.  The  Naturopathic  bill — we  spent  $1629.00 
on.  We  save  that  this  year;  our  executive  secretary  had 
to  spend  a lot  of  rponey  for  travel  which  would  not 
come  in  the  Naturopathic  bill,  I don't  believe,  his 
travel  was  $1495.00,  so  a good  deal  of  that  will  be 
saved.  Our  delegates  travel  is  $1900  this  year.  Well, 
next  year  the  meeting  will  be  much  closer  and  they 
won't  have  to  go  the  whole  way  over  to  Seattle,  so 
there  will  be  some  money  saved  next  year.  This  re- 
serve was  put  up  for  a rainy  day,  it  looks  to  me  like 
the  rainy  day  is  here,  we  might  as  well  dig  into  it,  get 
back  into  your  hip  pocket  there.  In  the  interest  of 
harmony  and  better  feeling  of  the  Association  I would 
like  to  back  up  what  Dr.  Gaines  said  and  let’s  defer 
this  thing. 

THE  CHAIR:  Any  further  discussion  of  deferring 
this  question,  if  not,  are  you  ready  for  the  question? 

Dr.  Gaines’  substitute  motion,  that  this  question  of 
raising  the  dues  be  deferred  until  the  annual  meeting 
of  the  House  of  Delegates;  that  due  publicity  be  given 
in  the  Journal  and  that  the  treasurer  be  empowered 
to  use  such  reserves  as  necessary, — those  in  favor  of 
that  motion  will  say  “aye”  ( Many  voted  “aye” ) Those 
opposed  “No”.  ( A number  voted  “no” ) It  appears  to 
the  Chair  the  “ayes”  have  it,  is  there  any  call  for 
division?  If  not,  the  “ayes”  have  it  and  the  question 
of  raising  the  dues  is  deferred. 

Is  there  any  further  question  with  regard  to  raising 
the  dues,  that  is  still  open  for  discussion,  for  informa- 
tion, and  so  on,  though  the  action  of  the  House  is 
definite.  If  not, 


Dr.  Wyatt  is  recognized. 

DR.  CHARLES  WYATT  (of  Greenville):  I would 
like  to  ask  permission  of  this  House  of  Delegates  to 
present  a resolution,  and  my  reason  for  requesting 
permission  is  something  pertaining  to  the  annual  meet- 
ing of  the  A.M.A.  coming  up  at  the  latter  part  of  this 
month.  I would  like  to  get  permission  of  the  House 
of  Delegates  to  present  this  resolution. 

DR.  WESTON:  I move  it  be  granted. 

THE  CHAIR:  Dr.  Wyatt,  this  is  a special  order  of 
business,  this  meeting.  Several  such  requests  have 
been  denied.  The  Chair  again  stands  to  be  overruled. 
If  there  is  no  objection,  is  there  any  objection? 

Dr.  Julian  Price  is  recognized. 

DR.  JULIAN  PRICE:  Just  to  clarify  things,  I think 
in  a case  of  this  kind  if  there  is  unanimous  consent 
from  the  House,  new  business  may  be  brought  up. 

THE  CHAIR:  Is  there  any  objection?  If  there  is 
no  objection,  Dr.  Wyatt  may  present  his  resolution. 
Dr.  Wyatt. 

DR.  WYATT:  As  councilor  of  the  fourth  district 
this  was  given  to  me  by  the  Greenville  County  Medi- 
cal Society  and  was  passed  by  the  society  at  its 
monthly  meeting  last  Tuesday,  the  resolution  reads  as 
follows: 

“Whereas  the  proposed  new  code  of  Medical  Ethics 
for  the  A.M.A.  is  felt  to  be  considerable  diluted  and 
weakened  and  not  in  the  best  interest  of  the  Medical 
Profession  and: 

Whereas  the  new  code  is  scheduled  for  a vote  by 
the  House  of  Delegates  to  the  A.M.A.  on  November 
27,  1956  be  it  therefore,  resolved,  that  the  Greenville 
County  Medical  Society  go  on  record  as: 

( 1 ) being  opposed  to  the  new  code  being  brought 
up  for  vote  November  27th  in  order  that  it  may  be 
more  thoroughly  studied  by  the  members  at  large. 

( 2 ) that  the  Delegates  from  the  South  Carolina 
Medical  Association  be  instructed  to  request  the 
House  of  Delegates  to  delay  vote  on  the  proposed 
new  code,  signed  T.  E.  Whitaker,  M.  D.,  Secretary 
of  the  Greenville  County  Medical  Society. 

THE  CHAIR:  You  have  heard  the  resolution  that 
it  be  presented  by  the  delegates  before  the  House  of 
Delegates  of  the  American  Medical  Association  in  the 
coming  meeting.  Is  there  a second  to  that  motion. 
(The  motion  was  seconded) 

Is  there  any  discussion  of  this. 

DR.  GRESSETTE:  Is  that  resolution  going  to  tie 
this  thing  up? 

THE  CHAIR:  Dr.  Gaines  is  recognized,  (as  he  was 
on  the  floor  first  but  Dr.  Gressette  started  speaking 
first. ) 

DR.  GAINES:  This  proposed  change  in  the  ethics 
has  been  publicized  very  thoroughly,  it  has  been  in  at 
least  one  issue  of  the  Journal  of  the  A.M.A.  It  ap- 
peared to  me,  what  little  I know  about  ethics,  to  be  a 
very  fair  and  a very  wise  change  and  I for  one  would 
like  to  see  that  proposal  presented  by  the  Greenville 
Society  and  not  by  the  State,  because  I believe  in  the 
new  code  that  has  been  adopted  and  I think  a good 
many  of  these  men  have  had  an  opportunity  to  read  it 
and  I would  like  to  have  a discussion  from  them. 

THE  CHAIR:  Any  further  discussion?  It  is  open 
on  the  resolution  and  the  proposed  changes  in  the 
Code  of  Ethics.  Any  further  discussion?  If  not,  those 
in  favor  of  the  resolution,  as  presented  bv  the  Green- 
ville Society  will  say  “aye”  (Many  “ayes”)  Those 
opposed  “no”  ( About  the  same  number  of  “noes” ) 
Will  those  in  favor  of  the  resolution  stand.  (Dr. 
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Howard  Stokes  and  Tom were  appointed 

as  tellers) 

(There  were  16  standing  for  the  resolution.) 

Those  opposed  please  stand?  (The  majority  stood) 

It  appears  rather  obvious  that  the  “noes”  have  it, 
and  that  there  is  no  change. 

Is  there  any  further  business?  Dr.  Weston  recog- 
nized. 

DR.  WILLIAM  WESTON,  JR.  Mr.  President,  this 
resolution  that  I have  written  out  here,  on  the  way 
back  from  the  game  yesterday,  where  we  were  de- 
feated,— I will  have  to  ask  your  unanimous  consent 
to  read  it  to  you  and  you  can  then  act  upon  it,  be- 
cause it  has  to  do  with  Social  Security  in  doctors. 

THE  CHAIR:  Is  there  any  objection  to  Dr.  Weston 
reading  the  resolution?  No  objection. 

(From  the  floor)  Are  you  sure  you  know  what  is  in 
it — if  you  wrote  it  coming  from  that  game  yesterday? 
( laughter ) . 

DR.  WESTON  (Reading)  “Whereas,  the  members 
of  the  House  of  Delegates,  the  Trustees  and  the 
Officers  of  the  American  Medical  Association  have 
been  upholding  and  relentless  in  their  support  of  the 
freedom  of  its  eitizenrv  in  their  way  of  life,  liberty 
and  the  pursuit  of  happiness, 

Whereas,  the  membership  in  our  organization  is 
open  to  all  ethical  members  of  the  medical  profession, 
regardless  of  race,  color  and  creed. 

Whereas,  the  Senate,  and  House  of  Representatives 
passed  the  Statute  known  as  H.  R.  7225  by  an  over- 
whelming vote  that  was  endorsed  by  President  Eisen- 
hower, 

Whereas,  the  doctors  are  the  only  profession  or 
vocation  not  included  in  the  Social  Security. 

THEREFORE  BE  IT  RESOLVED,  that  the  medi- 
cal profession,  through  their  officers  and  Board  of 
Trustees,  and  House  of  Delegates  request  that  the 
physicians,  the  M.  D.’s,  be  included  in  the  right  to 
participate  in  the  Social  Security  act.” 

THE  CHAIR:  You  have  heard  the  resolution  that 
has  been  proposed  to  the  House  of  Delegates,  is  there 
a second  to  the  resolution,  as  read?  ( It  was  seconded ) 

The  resolution  is  open  for  discussion. 

Dr.  Gaines  is  recognized. 

DR.  GAINES:  I apoligize  to  the  members,  I am 
sorry  to  be  up  so  much  but  I would  like  to  ask — I 
didn’t  understand  if  that  meant  that  we  should  be 
recruited  compulsorarily  or  voluntarily  under  the 
Social  Security  Act. 

The  Chair  recognizes  Dr.  Weston. 

DR.  WESTON:  Dr.  Gaines,  my  understanding  is 
that  this  has  been  brought  before  the  House  and  the 
Senate,  and  they  have  not  allowed  us,  I had  under- 
neath there  “bv  our  own  free  will  and  accord'  and  I 
struck  that  out  because  I knew  we  had  been  trying 
for  the  last  two  years  to  get  that  through  with  the 
Keogh  Bill  and  others  and  we  were  not  successful  and 
Dr.  Price  told  me  just  before  the  meeting  began  that 
the  ministers  are  the  only  ones  who  have  the  right  to 
decline,  the  rest  of  the  group,  I think,  is  compulsory. 
Dr.  Price  can  answer  that  question,  I know. 

THE  CHAIR:  Dr.  Price  is  recognized. 

DR.  JULIAN  PRICE:  As  you  probably  know'  the 
A.M.A.  has  voted  consistently  for  voluntary  Social 
Security  benefits  for  doctors.  They  have  voted  against 
it  being  compulsory.  Various  questionnaires  have  been 
sent  out  and  polls  taken  and  wherever  the  question 
was  asked  “Do  you  prefer  voluntary  or  compulsory 
social  security  benefits”  the  doctors  have  voted  over- 


whelmingly in  favor  of  the  voluntary,  which  has 
sounded  very  good  but  unfortunately  it  hasn’t  meant 
much  for  there  is  no  such  thing  as  a voluntary  social 
security  benefit,  at  the  present  time,  except  ministers 
and  they  were  given  until  a certain  date  to  decide 
whether  they  wanted  to  get  into  it  or  not. 

Now,  most  of  the  states  that  have  voted  on  this 
have  voted  rather  strongly  against  Social  Security  for 
doctors.  Those  of  you  who  have  followed  the  various 
articles  found  in  the  Journal  of  the  A.M.A.  have  seen 
the  arguments  pro  and  con.  It  is  my  understanding 
that  this  is  probably  going  to  come  up  in  the  meeting 
in  Seattle  at  the  end  of  this  month.  There  is  a trend 
on  the  part  of  some  physicians  to  get  in  under  Social 
Security.  Those  who  have  been  opposed  to  it  say  the 
average  doctor  would  lose  money  and  not  gain  money; 
if  he  does  retire  by  the  time  he  is  sixty-five,  only  15% 
do,  and  that  he  wouldn’t  collect  until  he  was  72  years 
of  age  and  that  he  could  take  the  same  amount  of 
money  that  he  put  into  it  and  if  he  put  it  into  a retire- 
ment policy  of  his  own  that  he  would  make  more 
money  in  the  long  run.  Furthermore,  they  feel  that 
what  we  need  is  something  along  the  line  as  advocated 
by  Mr.  Keogh  in  the  so-called  Jenkins-Keogh  bill  in 
which  we  would  be  allowed  a certain  amount  each 
year  off  of  our  income  tax  in  lieu  of  what  we  put  into 
an  annuity.  On  the  other  hand  there  are  some  w'ho 
say  we  will  never  get  Jenkins-Keogh  unless  we  go 
into  Social  Security.  So  that  I think  that  the  question 
is  wide  open  now  and  there  will  be  a lot  of  discussion 
on  the  subject  at  Seattle.  Now,  whether  we  want  to 
go  in  and  say  flatfootedlv  “We  want  Social  Security 
for  our  members’  I don’t  know.  I don’t  know,  I doubt 
that  it  would  be  wise.  I do  think  it  would  be  wise  and 
insist  that  it  be  brought  up  for  discussion  at  Seattle. 

THE  CHAIR:  Dr.  Goldsmith  recognized. 

DR.  GOLDSMITH:  Mr.  President,  I would  like  to 
say  a word  or  two  on  that,  perhaps  a good  many  of 
vou  don’t  know  the  basic  principles— Social  Security 
dates  back  to  the  Marxian  theory  of  taking  it  away 
from  one  and  giving  it  to  the  other,  and  that  is  com- 
munism. As  the  Social  Security  act  now  stands  it  is 
actuarily  unsound;  it  is  immoral  because  it  takes  from 
one,  without  his  say-so,  and  gives  to  another.  Once  you 
are  in  under  Social  Security  you  will  never  in  the 
world  get  out  from  under  it.  There  is  no  such  thing 
as  a voluntary  entrance  into  Social  Security.  The 
medical  profession  is  the  only  one  who  has  stood  firmly 
against  social  security  and  the  ones  who  are  in  favor 
of  it  are  fighting  tooth  and  toe-nail  to  get  the  medical 
profession  in,  they  know  once  the  medical  profession 
is  in  that  is  the  last  group  who  are  fighting  for  free 
enterprise,  free  medicine  and  our  free  market 
economy.  I would  hate  like  the  dickens  to  see  South 
Carolina  go  on  record  as  favoring  Social  Security.  I 
am  opposed  to  it. 

THE  CHAIR:  Is  there  any  further  discussion. 

A resolution  is  before  the  house.  ( This  in  answer  to 
a question  from  the  floor  asking  if  there  was  a motion 
before  the  House. ) Dr.  Macdonald  recognized. 

DR.  RODERICK  MACDONALD  of  Rock  Hill: 
Was  Dr.  Weston’s  resolution  in  favor  of  Social 
Security? 

THE  CHAIR:  That  resolution  was  that  this  State 
Association  vote  in  favor,  is  that  correct,  Dr.  Weston? 

DR.  MACDONALD:  I move  we  table  that  motion. 

DR.  WESTON:  May  I answer  that? 

THE  CHAIR:  Yes,  Dr.  Weston  is  recognized. 

DR.  WESTON:  It  is  the  right  to  participate  in  the 
Social  Security  Act.  I know  it  is  going  to  be  brought 
up.  I don’t  want  to  discuss  it,  as  Dr.  Price  said,  as  a 
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delegate  I would  like  to  know.  I am  not  much  in 
favor  of  it,  either. 

THE  CHAIR:  A tabling  will  cut  off  the  discussion 
on  it  if  the  motion  to  table  is  carried.  Is  there  a 
second  to  the  motion?  (Several  seconds  from  the  floor) 
The  motion  to  table  is  seconded.  Those  in  favor  of  the 
motion  to  table  Dr.  Weston’s  proposed  resolution  say 
“aye’  ( The  motion  was  carried  unanimously. ) The 
resolution  is  tabled. 

DR.  CAIN:  Mr.  President. 

THE  CHAIR:  The  motion  is  tabled  and  there  is  no 
further  discussion. 

Dr.  Cain  is  recognized. 

DR.  CAIN:  I would  like  to  make  a motion  to  in- 
struct him  to  not  even  think  about  any  such  resolution. 
( Laughter ) 

DR.  WESTON:  Mr.  President,  I just  wanted  to 
bring  it  before  the  House.  I wanted  to  know  where 
we  were  going  to  stand,  because  it  is  like  Dr.  Price 
said,  it  is  going  to  be  brought  up  and  I was  not  in 
favor  of  it,  but  I just  brought  this  resolution  up  so 
that  we  could  have  some  instruction  and  now  I have 
it.  And  I voted  for  your  tabling,  too. 

THE  CHAIR:  Any  further  business. 

( Motions  to  adjourn  from  the  floor. ) 

THE  CHAIR:  If  not,  many  thanks  for  coming,  and 
we  are  adjourned. 
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FROM  ACCIDENT  & SICKNESS  AS  WELL 
AS  HOSPITAL  EXPENSE  BENEFITS  FOR 
YOU  AND  ALL  YOUR  ELIGIBLE  DEPEN- 
DENTS. 


PHYSICIANS  CASUALTY 
& HEALTH  ASSOCIATIONS 
OMAHA  2,  NEBRASKA 

Since  1902 


Abbott  Laboratories 
Allen’s  Invalid  Home 
Ames  Company 
Appalachian  Hall 
Ayerst  Laboratories 
Brawner’s  Sanitarium 
Broadoaks  Sanatorium 
Burroughs- Wellcome  & Co. 
Cambridge  Pharmaceuticals 
California  State  Personnel  Board 
Charles  C.  Haskell  Co. 

Coca-Cola  Company,  The 
Columbus  Pharmacal  Co. 

Corn  Products  Sales  Co. 

Davies,  Rose  & Co.,  Ltd. 

Eli  Lilly  & Company 
Estes  Surgical  Supply  Co. 
Foot-So-Port  Shoe  Co. 

General  Electric  Company 
Geigv  Pharmaceuticals,  Inc. 
Highland  Hospital 
Julius  Schmid,  Inc. 

Knox  Gelatine  Company 
Lakeside  Laboratories 
Lederle  Laboratories 
Merch,  Sharp  & Dohme 
Parke,  Davis  & Company 
Pfizer  Laboratories 
Physicians  Casualty  Company 
Piedmont  Auto  & Truck  Rental 
Pinebluff  Sanitarium 
Riker  Laboratories,  Inc. 

R.  H.  Robins  Company 
Sobering  Corporation 
G.  D.  Searle  & Co. 

Sealy  of  the  Carolinas 
Smith,  Kline,  & French 
E.  R.  Squibb  & Sons 
Tidewater  Hospital 
Wachtel’s  Physician  Supply  Co. 
Walker  Laboratories 
Wallace  Laboratories 
Waverley  Sanitarium,  Inc. 
Westbrook  Sanatorium 
Winchester  Surgical  Supply  Co. 
Winthrop  Laboratories,  Inc. 
World  Insurance  Company 
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Illustration  by  Hans  Elias 

Rolicton  Diuresis  Maintains 
Continuous  Edema  Control 


The  efficacy  of  Rolicton  (brand  of  amiso- 
metradine)  in  maintaining  diuresis  in  the  ede- 
matous patient  has  been  established  on  an 
average  dosage  of  one  tablet  b.i.d.  Larger 
doses  may  be  given  as  initial  therapy  and  as 
maintenance  therapy  in  edema  difficult  to 
control.  Many  patients  will  respond  to  one 
tablet  daily. 

“The  margin  of  safety  and  the  diuretic  index  is 
certainly  an  improvement  over  the  use  of  oral  mer- 
curial diuretics.”1 

Avoiding  “Peaks  and  Valleys” 

A highly  desirable  effect,  and  one  which 
has  been  made  possible  with  Rolicton,  is  the 
maintenance  of  continuous  diuretic  effective- 
ness day  after  day  over  an  extended  period, 
to  avoid  the  up-and-down  weight  pattern 
typical  of  other  edema-control  methods. 


“There  was  an  obvious  stabilization  of  weight 
in  practically  all  of  the  patients  under  observation, 
and  previous  wide  fluctuations  in  poundage  disap- 
peared.”2 

Mercury-S paring 

Typical  of  the  Rolicton  diuresis  pattern  is 
the  ability  of  the  drug  to  reduce  and,  in  a 
large  percentage  of  patients,  to  eliminate  the 
need  for  mercurials  parenterally. 

. . the  drug  represents  a most  useful  addition 
to  our  armamentarium  in  the  treatment  of  edema, 
not  only  because  it  can  be  given  orally  . . . but  more 
so  because  it  permits  [us]  to  replace  or  to  spare  the 
. . . mercurials.”3 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 

1.  Asher,  G : Personal  communication.  June  23,  1956. 

2.  Settel,  E.:  A Clinical  Evaluation  of  a New  Oral  Diuretic, 
Rolicton,  Postgrad.  Med.,  Feb.  1957,  in  press. 

3 Goldncr,  M.  G.:  Personal  communication,  June  29,  1956. 
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WMA  — “The  International  Voice  of  Organized  Medicine” 
is  SPEAKING  FOR  YOU 

THE  WORLD  MEDICAL  ASSOCIATION  is  the  only  world-wide  non-governmental  asso- 
ciation dedicated  to  free  enterprise  in  medicine. 

MEMBERSHIP  in  the  United  States  Committee  of  THE  WORLD  MEDICAL  ASSOCIA- 
TION will  bring  YOU  the  opportunity  to 

PROTECT  AND  PROMOTE  the  freedoms  essential  to  good  medical  practice 

RAISE  THE  STANDARDS  of  medical  service  and  health  throughout  the  world 

ASSOCIATE  WITH  PHYSICIANS  from  all  over  the  world  in  sharing  professional 
knowledge  and  understanding 

JOIN  IN  A WORLD  FORUM  for  solution  of  problems  common  to  medicine  the  world 
over 


READ  THE  “WORLD  MEDICAL  JOURNAL” — the  only  world-wide  medium  for  dis- 
semination of  medical  information 


JOIN  NOW — with  more  than  700,000  physicians  from  nearly  60  countries 
WMA  IS  APPROVED  BY  THE  AMERICAN  MEDICAL  ASSOCIATION 


Dr.  Louis  II.  Bauer,  Secretary-Treasurer 

U.  S.  Committee,  Inc.,  AY  or  Id  Medical  Association 

10  Columbus  Circle,  New  York  1!),  New  York 

I desire  to  become  an  individual  member  of  The  World  Medical  Association,  United  States 
Committee,  Inc.,  and  enclose  a check  for  $ , my  subscription  as  a: 

Member  — $10.00  a year 

Patron  Member  — $100.00  or  more  per  year 

Life  Member  — $250.00  (no  further  assessments) 

Signature 

Address 


(Contributions  are  deductible  for  income  tax  purposes) 

Make  checks  payable  to  the  U.  S.  Committee,  World  Medical  Association. 

This  space  donated  by  the  publisher  in  the  interests  of  the  practicing  physician. 
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MEPROBAMATE  REACTIONS 

John  van  de  Erve,  M.  D.  and  Cdr.,  D.  R.  Childs,  MC,  USN 
Charleston,  S.  C. 


The  occurrence  of  two  severe  allergic  re- 
actions to  meprobamate,  combined  with 
adverse  milder  reactions  in  seven  pa- 
tients, prompts  us  to  call  attention  to  the  fact 
that  meprobamate  is  not  entirely  innocuous.  It 
seems  even  more  important  in  view  of  the  fact 
that  this  drug  now  accounts  for  a large  in- 
dustry of  supply,  distribution,  and  administra- 
tion by  itself.  It  has  been  estimated  recently 
that  millions  of  tablets  have  been  taken  and 
use  of  the  drug  has  been  exceptionally  general 
in  view  of  its  short  history. 

The  relatively  simple  chemical  formula  (an 
aliphatic  compound)  would  seem  to  provide  a 
large  margin  of  safety  and  little  danger  of  re- 
action. The  authors  have  been  using  the  drug 
extensively  for  a year  with  fearless  prodigality. 
Many  of  our  patients  have  been  dosing  their 
friends  and  relatives,  as  well,  with  gay  aban- 
don. Until  the  past  month,  the  only  difficulties 
were  in  several  patients  who  could  not  tolerate 
the  drug  because  of  nausea  or  dizziness  or  ex- 
cessive drowsiness.  It  has  been  the  practice  of 
one  of  us  to  prescribe  only  half  tablets  from 
the  beginning  because  the  200  mg.  dose 
seemed  sufficient  for  the  purpose  and  much 
better  tolerated. 

Pharmacology 

The  parent  compound  of  meprobamate  is 
mephenesin,  a muscle  relaxant  that  also  ex- 
hibits marked  anticonvulsant  action  in  animals 
but  not  in  man.  It  produces  muscle  relaxation 
without  affecting  significantly  the  autonomic- 
functions,  such  as  heartbeat  and  respiration. 
As  little  as  30  mg.  per  kilogram  of  body  weight 
(about  one-thirtieth  the  lethal  dose)  will  pre- 
vent death  in  convulsion  from  pentylenetrazole 
( Metrazol). 


Meprobamate,  or  2-methyl-2-n-propyl-l,  3- 
propane-diel  dicarbamate,  was  first  synthesized 
by  Ludwig  and  Piech  in  1950  and  introduced 
clinically  in  1955.  Approximately  10%  is  ex- 
creted unchanged  and  the  remainder  con- 
jugated with  glucuronic  acid  in  the  urine.  The 
drug  has  an  unusual  and  interesting  property 
of  exercising  a taming  or  tranquilizing  effect. 
This  may  be  related  to  the  effect  of  the  drug 
on  the  diencephalic  areas.  The  toxicity  is  re- 
markably low  as  a rnle.  Two  cases  of  at- 
tempted suicide  have  been  reported  in  which 
50  to  100  tablets  of  400  mg.  each  were  taken 
at  one  time.  Complete  recovery  ensued  in  both 
instances  without  special  treatment.  However, 
in  the  cases  we  report,  such  doses  would  pre- 
sumably have  a serious  effect. 

Case  1 — A Caucasian  female  was  given  mepro- 
bamate, 400  mg.  tablets,  three  times  a day  for  its 
calming  effect.  About  two  hours  after  taking  the  first 
tablet  she  noted  the  onset  of  a diffuse,  papular  rash 
with  severe  itching.  This  increased  in  intensity,  until 
the  entire  body  was  involved,  especially  the  pressure 
areas  where  clothing  rubbed,  and  including  the  face 
and  scalp.  She  first  considered  this  possibly  to  be 
measles,  so  continued  taking  the  medication  as  pre- 
scribed, until  on  the  third  day,  when  she  no  longer 
considered  the  rash  to  be  measles  she  was  seen  again, 
and  the  meprobamate  discontinued.  The  itching  re- 
sponded to  antihistamine  medication,  but  the  rash  per- 
sisted for  about  seven  days,  with  the  papules  becoming 
discolored  and  going  through  the  dark  red,  blue  and 
greenish  stages  of  a resolving  bruise.  No  other  symp- 
toms were  noted  during  the  entire  course  of  this  re- 
action. The  past  history  is  significant  in  that  she  had 
probably  taken  mephenesin  at  some  time  in  the  past, 
though  this  is  not  definite. 

Case  2 — This  Caucasian  female  ingested  one  400 
mg.  tablet  of  meprobamate  on  her  own  initiative, 
anticipating  some  relief  from  an  episode  of  nervous 
tension,  and  supplied  her  by  her  sister.  (Case  1 ).  After 
about  two  hours  she  noted  the  development  of  a diffuse 


redness  and  itching  of  the  entire  body,  marked  about 
pressure  points,  and  accompanied  by  some  swelling 
of  the  face,  feet,  hands,  and  other  joints.  There  was 
marked  aching  of  the  entire  body.  During  the  night 
she  experienced  repeated  episodes  of  chilliness  and 
there  was  apparently  some  fever,  although  she  did  not 
take  her  temperature.  The  following  day,  her  aching, 
malaise  and  weakness  were  so  severe  that  she  could 
not  get  up  to  go  to  work.  The  redness  and  itching  as 
well  as  the  generalized  aching  and  swelling  of  the 
face,  hands,  and  feet  continued  for  about  three  days, 
responding  probably  to  antihistamines  which  she  be- 
gan taking  after  it  was  considered  that  the  symptoms 
were  due  to  drug  reaction.  This  patient  was  not  seen 
by  a physician  at  any  time  during  this  episode.  There 
is  no  history  of  previous  ingestion  of  meprobamate  and 
it  is  unlikely  that  she  has  ever  taken  any  mephenesin. 

Case  3 — This  Caucasian  female  presented  a rather 
marked  allergy  and  sensitivity  background.  About  six 
years  ago  she  had  received  some  tetanus  antitoxin  after 
a rather  severe,  contaminated,  lacerating  injury.  She 
apparently  suffered  a rather  marked  serum  sickness 
subsequently,  with  infection  of  the  wound  in  addition. 
Three  days  after  the  injection  of  the  antitoxin  and 
after  sustained  fever  and  other  evidences  of  serum 
sickness,  she  received  a course  of  penicillin  injections. 
She  subsequently  suffered  severe  penicillin  reaction. 
Altogether  she  was  several  weeks  recovering  from  the 
combined  reactions.  About  one  year  ago  she  had  taken 
mephenesin  for  several  days  incident  to  a rather  un- 
comfortable muscle  sprain.  There  was  no  reaction  to 
this  medication.  Otherwise,  her  health  had  been  ex- 
cellent, and  she  had  never  taken  any  medication  other 
than  aspirin  or  Empirin  compound. 

On  5 November  1956,  on  her  own  initiative,  and 
without  the  ingestion  of  any  other  medication,  she 
took  one  400  mg.  meprobamate  tablet  which  had  been 
prescribed  for  her  husband.  In  about  two  and  a half 
hours  she  noted  the  onset  of  a marked  aching  of  the 
lower  part  of  her  back  and  most  of  the  other  joints  of 
the  body.  Then  about  30  minutes  later  she  noted  the 
onset  of  severe  itching  with  diffuse  redness  of  the  un- 
exposed portions  of  the  body.  There  later  developed 
a temperature  elevation  to  102.0  degrees  F.  with  a 
marked  malaise,  weakness,  nausea,  and  some  vomiting. 

When  she  was  seen,  about  four  hours  after  the  in- 
gestion of  the  tablet,  she  was  in  apparent  acute  dis- 
tress, with  marked  diffuse  redness  of  the  unexposed 
portions  of  the  skin.  There  were  no  wheals  or  papules, 
only  the  diffuse  pinkness  of  the  skin  resembling  a re- 
cent sunburn.  The  skin  was  generally  hot  and  the 
temperature  was  102.0  degrees  F.  The  pulse  was 
rapid  and  thin,  from  100-120  per  minute.  The  blood 
pressure  was  70-80  /40-60.  The  blood  pressure  re- 
turned to  normal  in  about  two  hours,  after  the  employ- 
ment of  a total  dose  of  1.0  ml.  of  1:1000  epinephrine. 
She  was  then  given  some  antihistamine  tablets  to  take, 
and  allowed  to  go  home. 

The  following  morning  she  was  seen  again.  The 
generalized  aching  was  persisting,  but  somewhat 


diminished,  and  the  itching  had  responded  satis- 
factorily to  the  antihistamines  when  taken  regularly. 
The  fever  continued  though  diminished,  with  a reading 
of  100.0  degrees  F.  The  blood  pressure  was  continuing 
at  a normal  level.  Subsequently,  a low  grade  fever 
continued  for  a total  of  about  three  days,  and  the 
itching  continued  for  about  seven  days,  controlled  by 
the  antihistaminic  tablets.  The  marked  weakness  and 
generalized  aching  persisted  for  about  nine  days,  and 
up  to  three  weeks  after  the  ingestion  of  the  tablet, 
she  was  continuing  to  have  severe  headaches  at  rather 
frequent  intervals,  something  to  which  she  had  never 
been  subject  before. 

Case  4 — A female,  age  32,  with  no  previous  history 
or  evidence  of  sensitization  of  any  kind  had  been  under 
treatment  for  fairly  acute  lichen  planus.  She  was  given 
200  mg.  of  meprobamate  and  within  an  hour  de- 
veloped generalized  erythema  and  marked  pruritus.  In 
spite  of  antihistamine  therapy  these  continued  to  get 
worse  and  she  then  developed  urticarial  symptoms 
along  with  mucous  membrane  involvement,  dizziness, 
cerebral  stimulation  in  the  form  of  acute  excitement, 
and  shortness  of  breath  with  some  laryngeal  difficulty 
in  breathing.  This  finally  responded  to  several  in- 
jections of  epinephrin  but  itching  continued  for 
another  24  hours.  Corticosteroid  therapy  was  instituted 
with  good  improvement,  but  the  shock  symptoms  con- 
tinued, with  malaise,  weakness,  and  dizziness  for  five 
days  thereafter.  Even  a week  after  the  onset  of  the 
reaction  she  felt  weak  and  tired.  In  view  of  a possible 
allergic  state  skin  tests  scratch  were  done.  Only  a 
minimal  reaction  to  house  dust  was  present.  She  was 
closely  questioned  as  to  previous  allergic  or  toxic 
episodes  and  none  was  elicited.  Diphenhydramine 
hydrochloride  was  given  in  elixir  form  thereafter  for 
its  sedative  effect  and  all  other  internal  therapy  was 
discontinued. 

Case  5 — A female,  aged  49,  with  moderate  hyper- 
tension and  nervousness  associated  with  menopausal 
changes,  had  been  taking  phenobarbital,  in  32  mg. 
doses  four  times  a day  for  several  years  without  ill 
effects.  She  was  given  half  tablets  (200  mg.)  of 
meprobamate  to  take  four  times  a day.  Moderate  dis- 
turbances of  the  gastrointestinal  tract  in  the  form  of 
diarrhea  and  bloating  resulted,  and  occasional  symp- 
toms of  cerebral  irritation  in  the  form  of  unwarranted 
excitement  were  also  noted.  These  symptoms  subsided 
on  stopping  the  drug  and  recurred  when  it  was  re- 
sumed. The  patient  resumed  the  use  of  phenobarbital 
with  satisfaction  and  relief  of  the  symptoms. 

Case  6 — A female,  aged  56,  with  neurodermatitis 
in  the  form  of  lichenified  plaques  on  the  cubital,  pop- 
liteal, and  nuchal  areas,  was  placed  on  meprobamate 
200  mg.  four  times  daily.  Tranquilizing  effects  were 
satisfactory  but  after  five  days  the  patient  developed 
general  erythema  with  mild  pruritus.  These  dis- 
appeared on  stopping  the  drug. 

Case  7 — A female  aged  48,  with  severe  extensive 
nummular  eczema  of  the  legs,  neurotic  excoriations 
about  the  body,  and  a definite  state  of  chronic  alcohol- 
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ism,  was  placed  on  meprobamate,  200  mg.  four  times 
a day.  She  complained  immediately  of  dizziness  and 
cerebral  excitement.  This  occurred  on  several  further 
trial  periods  of  administration.  No  other  allergic 
history  was  obtained  and  she  tolerated  barbiturates 
well. 

Conclusion  and  Summary 
Meprobamate,  while  a useful  and  effective 
tranquilizing  agent,  nevertheless  has  caused  a 
number  of  severe  toxic  and  allergic  reactions, 
ranging  from  marked  shock  with  coma  to  mild 
pruritus,  erythema  and  diarrhea.  In  patients 
with  a known  allergic  state,  caution  is  in  order 
and  a small  dose  should  he  tried  before  using 
the  larger  usual  dosage.  A tablet  can  be 
crushed  and  a tiny  bit  of  the  powder  admin- 
istered. If  there  is  no  reaction  within  a few 
hours,  200  mg.  doses  may  be  tolerated  without 
difficulty  although  reactions  have  been  re- 
ported after  several  days  of  use. 


Several  of  the  patients  gave  a history  of 
having  previously  taken  mephenesin  for  other 
conditions  (two  for  thoracotomies  and  one  for 
a nephrectomy)  and  the  severity  of  the  re- 
action to  a small  dose  raises  the  question  of 
possible  cross-sensitization  or  of  sensitization 
to  the  two  closely  related  drugs.  The  relation 
of  the  severity  of  the  reaction  to  rather  small 
doses  suggests  more  than  a simple  drug  idio- 
syncracy.  It  would  seem  wise,  therefore,  to 
question  patients  about  previous  medication 
with  mephenesin  and  related  drugs. 

In  several  cases,  cumulative  effects  or  re- 
actions to  larger  than  normal  doses  were  noted. 
Like  all  other  sedatives,  this  drug  should  be 
used  with  reasonable  precautions.  Treatment 
for  the  acute  symptoms  may  require  corti- 
costeroid therapy. 


Mention  of  toxic  effects  may  be  found  in  the  follow- 
ing articles: 

Council  on  Pharmacy  and  Chemistry:  Meprobamate. 
J.A.M.A.  160:1405,  Apr.  21,  1956.  Acceptance  by 
Council  on  Pharmacy  and  Chemistry  includes  state- 
ment “allergic  reactions  have  occurred  rarely.” 

Lemere,  F.:  Drug  habituation.  (Correspondence). 
J.A.M.A.  160:1431,  Apr.  21,  1956.  One  patient  con- 
\ ulsed  after  withdrawal.  Had  been  taking  6.4  gm. 
daily  for  1 month. 

Gottlieb,  F.  I.:  Tranquilizers  and  purpura  hemor- 
rhagica. (Correspondence).  J.A.M.A.  161:96,  May  5, 
1956.  Purpuric  reaction  to  meprobamate.  Therapy  with 
steroids. 

Kositchek,  R.  J.:  Reactions  to  meprobamate. 

J.A.M.A.  161:644,  June  16,  1956.  Two  patients  with 
severe  allergic  reactions.  Treated  with  steroids  after 


antihistamines. 

McGee,  R.  R.:  Drug  reaction.  (Correspondence). 
J.A.M.A.  161:1094,  July  14,  1956.  Skin  and  systemic 
reaction. 

Selling,  L.  S.:  Clinical  study  of  a new  tranquilizing 
drug.  J.A.M.A.  157:  1594,  Apr.  30,  1955.  Article  on 
use  of  Miltown  includes  mention  of  3 patients  who 
were  allergic.  Treated  with  antihistaminics. 

Shane,  A.  M.  and  Hirsch,  S.:  Three  cases  of  mepro- 
bamate poisoning.  Canad.  M.A.J.  74:908,  June  1,  1956. 
Coma  and  shock  symptoms  in  3 cases. 

Friedman,  H.  T.  and  Marmelzat,  W.  L.:  Adverse 
reactions  to  meprobamate.  J.A.M.A.  162:628,  Oct.  13, 
1956.  Six  patients  with  generalized  dermatitis  and 
pruritus,  subsiding  on  cessation  of  therapy  with  mepro- 
bamate. One  case  of  severe  diarrhea  necessitating 
stopping  the  drug. 


The  Use  of  Refrigeration  Anesthesia  ( Regional 
Hypothermia)  for  Amputation  in  Poor-Risk  Patients 
with  Peripheral  Vascular  Disease.  J.  Vernon  Jeffords 
and  J.  M.  Stallworth,  Charleston.  American  Surgeon 
22:998-1004,  October  1956. 

In  order  to  compare  local  hypothermia  (region 
refrigeration  anesthesia)  as  an  anesthetic  agent  to 
spinal  anesthesia  during  the  amputation  of  extremities 
in  patients  with  severe  peripheral  vascular  dseasc,  24 
patients  with  similar  ages  and  diseases  were  selected 
for  a controlled  study.  Of  the  10  patients  who  were 
operated  upon  under  ice  anesthesia,  there  was  no 
evidence  to  indicate  that  tissue  damage  or  delayed 
healing  resulted  because  of  the  anesthesia.  The  two 


to  four  days  preparation  of  the  infected  gangrenous 
limb  by  the  use  of  ice  and  a tourniquet  as  a physio- 
logic amputation  in  several  of  these  patients  was  life- 
saving. The  average  length  of  hospitalization  of  pa- 
tients for  whom  ice  anesthesia  was  used,  was  28  days 
as  compared  to  26  days  in  those  patients  who  were 
subjected  to  spinal  anesthesia.  There  were  fewer 
annoying  complications  such  as  nausea,  vomiting,  ileus, 
and  urinary  retention  in  the  group  of  patients  who  had 
ice  anesthesia.  Local  hypothermia  was  not  only  an 
excellent  adjunt  in  the  preparation  of  patients  who 
were  seriously  ill  because  of  infected  gangrenous  ex- 
tremities, but  could  be  used  safely  as  the  anesthesia  of 
choice  in  the  same  group  of  patients. 


March,  1957 
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EPISODIC  STUPOR  IN  LIVER  DISEASE 

PRECIPITATED  BY  HIGH  PROTEIN  DIET  AND  CERTAIN  DIURECT1C  AGENTS 

A CASE  REPORT 

Naseeb  B.  Baroody,  M.  D.,  Florence,  S.  C.  and  O.  Rhett  Talbert,  M.  D.,  Charleston,  S.  C. 


The  term  “hepatic  coma”  is  commonly 
employed  to  designate  the  disturbance 
of  consciousness  to  which  patients 
suffering  from  severe  liver  disease  are  subject. 
Progressively  deepening  coma  accompanied  by 
stertorous  breathing,  bleeding  diathesis,  and 
widespread  muscular  twitching  or  convulsions 
is  frequently  the  terminal  event  in  fatal  hepatic 
insufficiency.  However,  it  is  important  to 
recognize  that  the  onset  of  stupor  or  coma  in 
the  presence  of  even  severe  liver  disease  does 
not  necessarily  imply  a fatal  outcome.  The 
patient  with  decompensated  liver  function 
may  suffer  repeated  episodes  of  disturbed  con- 
sciousness varying  from  mild  lethargy  to  coma 
of  several  days  duration  in  the  course  of  his 
disease  and  return  to  a normal  or  nearly  nor- 
mal mental  and  neurological  state.  The  term 
“episodic  stupor”  (or  coma)  has  been  used  to 
designate  this  reversible  clinical  state. 

A complete  description  of  the  clinical  and 
pathological  features  of  hepatic  coma  has  re- 
cently been  presented  by  Adams  and  Foley.' 
The  clinical  syndrome  is  essentially  one  of 
impairment  of  consciousness  accompanied  by 
a generalized  motor  disorder.  The  disturbance 
of  consciousness  usually  begins  with  the  in- 
sidious onset  of  lethargy  and  quiet  mental  con- 
fusion which  progresses  gradually  to  stupor 
and  often  profound  coma.  The  general  appear- 
ance of  the  patient  in  the  early  stages  is  strik- 
ingly similar  to  that  of  normal  drowsiness.  On 
close  examination  at  this  stage  one  may  find 
a mild  degree  of  rigidity  of  the  limbs  and  there 
may  be  seen  isolated,  scattered  jerking  or 
twitching  movements.  Also  in  this  stage,  when 
the  patient  is  still  capable  of  being  aroused 
and  of  cooperating  to  some  extent  for  testing, 
a characteristic  “flapping”  tremor  is  often 
demonstrable.  This  will  be  described  in  more 
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Florence,  South  Carolina. 

Dr.  Talbert  is  Assistant  Professor  in  Neurology, 
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detail  presently.  As  stupor  deepens  into  coma, 
some  patients  will  suffer  one  or  more  con- 
vulsions which  may  be  either  focal  or  general- 
ized. If  the  picture  progresses  to  one  of  deep 
coma  the  prognosis  for  recovery  is  poor;  al- 
though occasionally  even  after  several  days  or 
weeks  of  profound  unresponsiveness,  spon- 
taneous recovery  of  consciousness  may  ensue. 

This  clinical  picture  is  most  often  seen  in  pa- 
tients with  chronic,  long  standing  hepatic  dis- 
ease such  as  Laennec’s  cirrhosis.  Less  fre- 
quently the  mental  disturbance  will  take  the 
form  of  an  agitated  confusion  or  delirium 
rapidly  progressing  to  coma  and  convulsions. 
The  underlying  liver  disease  in  these  cases  is 
more  likely  to  be  an  acute  one  such  as  acute 
yellow  atrophy  or  acute  toxic  hepatitis. 

The  “flapping”  tremor  is  one  of  the  most 
characteristic  features  of  impending  hepatic 
coma.  Its  chief  clinical  importance  is  that  it 
can  usually  be  demonstrated,  if  looked  for,  at 
the  earliest  stage  of  the  neurological  disorder 
often  before  any  impairment  of  mental  func- 
tion is  apparent;  therefore,  it  may  be  valuable 
in  making  an  early  diagnosis  of  impending 
disaster.  It  is  best  demonstrated  by  having  the 
patient  hold  the  upper  limbs  extended  in  front 
of  him.  Upon  assumption  of  this  posture  a 
constant  rhythmic  tremor  may  be  evident;  then 
after  a moment  there  develops  a series  of 
coarse,  asymmetrical  transient  lapses  of  muscle 
tone  in  which  the  fingers,  a hand,  or  an  entire 
limb,  will  appear  suddenlv  to  begin  falling 
only  to  be  quickly  restored  toward  the  original 
posture.  The  overall  appearance  is  that  of  a 
series  of  wide-amplitude  flapping  or  jerking 
movements  of  the  extended  limb  as  if  the  pa- 
tient were  repeatedly  relaxing  the  postural 
tone  of  the  limb  The  same  sort  of  tremor  may 
be  demonstrated  in  any  group  of  voluntary 
muscles  by  having  the  patient  put  the  part  in 
sustained  voluntary  contraction.  For  example, 
sustained  tight  closure  of  the  eyelids,  retraction 
of  the  lips,  or  holding  a leg  aloft  will  permit 
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the  motor  disturbance  to  become  manifest  in 
these  muscle  groups.  This  peculiar,  intermit- 
tant  and  fleeting  interruption  of  postural  tone 
was  first  described  by  Adams  and  Foley  and 
designated  asterixis.  Its  demonstration  requires 
some  degree  of  maintained  voluntary  move- 
ment or  reflex  posture  against  gravity.  Once 
the  patient  is  comatose  or  if  the  muscle  group 
being  tested  is  completely  relaxed  it  can  no 
longer  be  seen. 

A patient  suffering  from  chronic  liver  dis- 
ease, recently  treated  at  the  Roper  Hospital, 
underwent  two  episodes  of  stupor  and  impend- 
ing coma  during  hospitalization,  illustrating 
the  described  phenomena.  These  episodes 
were  conditioned  by  therapeutic  measures 
often  employed  in  the  management  of  cirrho- 
sis. It  seems  timely  to  present  the  case  in  detail 
and  review  some  recent  observations  relating 
to  the  problem  of  hepatic  coma  which  have 
brought  about  a re-evaluation  of  certain  prin- 
ciples of  therapy  in  chronic  hepatic  insuffi- 
ciency. 

Case  History:  A 54  year  old  Negro  woman  was  first 
admitted  to  the  Roper  Hospital  on  July  6,  1954  com- 
plaining of  abdominal  swelling  of  six  months  duration. 
She  had  noticed  20  pounds  weight  loss,  anorexia,  and 
low  back  pain  during  this  period.  A paracentesis  per- 
formed one  week  prior  to  admission  produced  4,500 
ml.  of  cloudy,  yellow  fluid.  She  gave  no  history  of 
food  intolerance,  melena,  hematemesis,  abdominal 
pain,  nausea  or  vomiting. 

Review  of  cardiovascular,  respiratory,  and  genito- 
urinary systems  was  entirely  negative.  Past  medical 
history  and  family  history  were  non-contributory.  She 
denied  previous  venereal  disease  or  alcoholism. 

Physical  examination  on  admission:  Temperature 
99.6  orally,  pulse  80/min.,  respirations  20/min.,  and 
blood  pressure  140/90.  She  was  well  developed, 
emaciated,  cooperative  and  oriented.  There  was  evi- 
dence of  recent  weight  loss.  The  eyes  were  normal 
except  for  grade  I arteriosclerotic  changes  of  the 
retinal  arterioles.  The  chest  was  symmetrical  and  the 
lungs  were  normal  except  for  a few  fine  crackling  rales 
heard  at  the  right  base  posteriorly.  Examination  of  the 
abdomen  revealed  evidence  of  ascites.  The  liver  was 
enlarged  5 cm.  below  the  right  costal  margin  and  ex- 
tended into  the  epigastrium.  Its  edge  was  irregular, 
firm,  and  nodular.  It  was  not  tender.  The  spleen  was 
palpable  on  deep  inspiration.  Neurological  examination 
revealed  no  abnormalities. 

Laboratory  studies  on  admission:  Hgb.  8.5  grams. 
RBC  2.8  million.  Volume  of  packed  cells  25%.  WBC 
13,100  with  41%  lymphocytes,  55%  polymorphonu- 


clear leukocytes  (2%  non-filamented  forms)  and  2% 
monocytes.  Specific  gravity  of  the  urine  was  1.013. 
There  was  a trace  of  albumin.  The  test  for  sugar  was 
positive  (one  plus),  and  acetone  negative.  There  were 
15  to  20  white  cells  per  high  power  field,  10  to  15  red 
cells  per  high  power  field,  and  hyaline  and  fine  granu- 
lar casts.  Bence-Jones  protein  was  not  present.  The 
total  serum  protein  was  8.62  grams  per  100  ml.  with 
5.23  grams  gamma  globulin.  Fasting  blood  sugar  was 
112  mgs,  per  100  ml.  and  blood  urea  nitrogen  18  mg. 
per  100  ml.  Cephalincholesterol  flocculation  test  was 
4+.  BSP  retention  was  15%  in  45  minutes.  Alkaline 
phosphatase  was  2.3  units.  Serum  bilirubin  was  1.3 
mg.  per  100  ml.  Prothrombin  time  varied  during  the 
hospital  course  between  82%  activity  and  32% 
activity.  Stools  were  negative  for  blood,  ova,  and 
parasites.  Electrocardiograms  were  normal.  Roentgeno- 
gram of  the  chest  was  normal.  Upper  and  lower  gastro- 
intestinal series  was  normal  except  for  diverticula  of 
the  sigmoid  colon. 

During  the  first  four  weeks  of  hospitalization  the 
patient  was  treated  with  a high  protein,  high  carbo- 
hydrate, low  fat  diet  ( protein  125  grams,  fat  40  grams, 
carbohydrate  250  grams),  whole  blood  transfusions 
(1500  ml.),  liver  supplements,  ferrous  sulphate,  multi- 
vitamins, and  antibiotics.  A paracentesis  was  performed 
on  July  9,  1954  with  the  removal  of  4000  ml.  of  mod- 
erately yellow  turbid  fluid  with  a specific  gravity  of 
1.006.  Because  she  was  emaciated  a protein  supple- 
ment was  added  to  her  diet  on  August  5 giving  a total 
of  approximately  190  grams  of  protein  intake  daily. 
On  August  20  a carbonic  anhydrase  inhibitor,  aceta- 
zoleamide  (Diamox)  500  mg.  daily  was  begun  in  an 
attempt  to  promote  diuresis. 

On  August  25  the  patient  was  noted  by  the  nurse 
to  be  confused  and  to  wander  about  the  ward  unable 
to  find  her  bed.  She  put  her  shoes  on  the  wrong  feet, 
and  seemed  not  to  understand  when  spoken  to.  On 
examination  later  that  day  she  was  found  to  be  lethar- 
gic, confused  and  disoriented  in  time  and  place.  Her 
speech  was  slurred  and  incoherent.  Although  she  would 
respond  when  spoken  to,  her  responses  were  extremely 
slow  and  delayed.  If  left  undisturbed  for  a few  min- 
utes she  would  fall  asleep.  On  having  the  patient  ex- 
tend her  arms  forward  there  immediately  developed 
in  the  extended  limbs  coarse,  bilateral,  asymmetrical 
jerking  or  flapping  movements  characteristic  of  those 
seen  in  impending  hepatic  coma.  These  movements 
involved  the  wrists  and  hands,  and  at  times  an  entire 
arm  would  suddenly  fall  a short  distance  and  be 
maintained  at  this  new  posture.  The  patient  would 
not  extend  the  arms  to  command  for  more  than  a 
fraction  of  a minute;  but  consistently  when  she  was 
asked  to  resume  the  posture  the  tremor  would  manifest 
itself  again. 

At  this  time  the  patient  was  already  refusing  most 
of  her  food;  but  she  was  taken  off  all  oral  feedings 
and  given  only  intravenous  glucose  and  saline  in- 
fusions for  a period  of  4 days.  All  medications  except 
antibiotics  were  stopped.  An  EEC  done  on  August  26 


March,  1957 


87 


showed  a marked  slow  wave  activity  from  all  head 
areas,  the  greatest  degree  being  present  in  both  frontal 
areas.  The  abnormal  waves  were  bilaterally  synchron- 
ous over  comparable  areas  of  the  scalp  tested.  On 
August  27  her  clinical  picture  was  very  little  changed 
but  during  the  ensuing  three  days  she  became  pro- 
gressively more  alert  and  oriented  and  the  tremor  of 
the  extended  arms  subsided.  By  August  29  she  was 
completely  clear  mentally  and  ambulatory,  and  the 
tremor  of  the  extended  limbs  could  not  be  demon- 
strated. 

On  August  29  she  was  begun  on  a high  protein,  high 
carbohydrate,  low  fat  diet  with  a protein  supplement 
to  give  a total  daily  protein  intake  of  approximately 
260  grams.  The  clinical  picture  was  not  noticably 
changed  during  the  next  two  days  but  on  September  3 
she  was  again  found  lethargic,  confused,  and  dis- 
oriented as  to  time  and  place.  Her  memory  span  was 
remarkably  shortened.  The  flapping  tremor  of  the  ex- 
tended limbs  was  again  readily  demonstrable  in  the 
upper  extremities  and  could  also  be  seen  in  the  facial 
muscles  when  she  was  asked  to  close  the  eyelids 
tightly  or  to  retract  the  lips.  She  was  still  taking  part 
of  her  prescribed  oral  diet.  On  that  date  all  oral  feed- 
ings were  again  discontinued  and  she  was  maintained 
on  infusions  of  5%  glucose  and  physiological  saline 
solution  parenterally.  Over  a period  of  four  days  her 
mental  function  gradually  returned  to  normal  and  the 
tremor  of  the  limbs  subsided.  By  September  7 she  was 
ambulatory. 

Thereafter  the  patient  was  maintained  on  the  regu- 
lar hospital  diet  which  contained  80  grams  of  protein 
daily.  The  patient  took  her  diet  well  during  the  re- 
maining two  weeks  of  hospitalization  without  any  de- 
terioration in  her  mental  status  or  recurrence  of  the 
tremor.  She  was  discharged  on  September  22  on  a 
2000  calorie  diet  containing  80  grams  of  protein  daily 
and  in  addition  was  given  a vitamin  supplement  and 
brewers  yeast. 

Discussion 

The  episode  of  stupor  which  occurred  in 
this  patient  on  August  26  was  thought  to  be 
brought  about  by  the  ingestion  of  excess  pro- 
tein in  view  of  previous  observations.5,6  How- 
ever, she  had  been  on  this  diet  for  almost  three 
weeks  when  the  stupor  developed.  A search 
for  other  possible  factors  revealed  that  Dia- 
mox  had  been  begun  five  days  prior  to  the  on- 
set. In  view  of  subsequent  experience  of 
others7  this  was  likely  an  additional  factor  that 
brought  about  such  a sudden  and  unexpected 
onset  of  the  syndrome.  The  administration  of 
a diet  of  260  gm.  of  protein  daily  which  was 
begun  on  August  29  was  a deliberate  attempt 
to  determine  if  the  neurological  picture  of 
hepatic  stupor  could  be  reproduced  by  simply 


increasing  the  dietary  protein.  The  fact  that  on 
this  diet  there  did  develop  an  almost  identical 
picture  with  that  originally  observed  was  evi- 
dence that  high  protein  intake  alone  was 
sufficient  as  a precipitating  factor.  That  a 
moderate  protein  intake  was  not  harmful  to  the 
patient  was  demonstrated  by  the  observation 
that  she  tolerated  a diet  containing  80  grams 
of  protein  daily  for  two  weeks  while  under 
observation  on  the  ward. 

In  considering  the  cause  of  hepatic  coma  it 
is  important  to  realize  that  the  patient  suffering 
from  severe  liver  disease  is  subject  to  a number 
of  conditions  which  may  lead  to  disturbance 
of  f unction  of  the  nervous  system.  For  example, 
a bleeding  diathesis  may  lead  to  hemorrhage 
into  the  brain.  The  rupture  of  esophageal  vari- 
ces with  resulting  massive  gastrointestinal 
hemorrhage  may  cause  peripheral  circulatory 
collapse  with  coma.  Too  rapid  drainage  of 
massive  ascites  may  likewise  precipitate  peri- 
pheral circulatory  collapse,  coma,  and  death. 
Hypoglycemia  and  depletion  of  sodium  or 
potassium  may  lead  to  disturbance  of  con- 
sciousness and  convulsions.  In  the  presence  of 
alcoholism,  which  is  frequently  associated  with 
chronic  cirrhosis,  one  must  consider  its  com- 
plications (e.g.,  delirium  tremens,  Wernicke’s 
encephalopathy,  Korsakoff’s  psychosis,  and 
head  injury)  in  the  differential  diagnosis  of 
coma  or  deranged  nervous  system  function. 
The  administration  of  opiates  and  sedatives, 
particularly  certain  barbiturates,  may  result 
in  prolonged  stupor  or  coma. 

Although  any  of  these  and  other  disorders 
occurring  in  the  course  of  liver  disease  may 
lead  to  mental  and  neurological  impairment, 
none  of  them  with  the  exception  of  gastro- 
intestinal hemorrhage  is  likely  to  bring  about 
the  combination  of  progressive  stupor  and  the 
characteristic  tremor  which  tend  to  undergo 
spontaneous  remission  and  recurrence.  This 
characteristic  clinical  picture  should  be  differ- 
entiated from  the  other  types  of  mental  dis- 
turbance mentioned.  Its  pathogenesis  is  not 
well  understood  but  there  is  evidence  from 
recent  investigations  that  at  least  one  factor 
is  a derangement  in  metabolism  of  ammonia. 
That  patients  with  severe  liver  disease  have  an 
elevation  of  blood  ammonia  has  been  demon- 
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strated;2,3,4  but  correlation  between  high 
blood  ammonia  levels  and  the  presence  of  the 
neurological  signs  and  symptoms  has  not  al- 
ways been  close.  Nevertheless,  since  ammonia 
interferes  with  the  normal  metabolism  of  the 
nervous  system  and  since  venous  blood  levels 
probably  do  not  accurately  reflect  levels  within 
the  nervous  system  tissue,9  the  possibility  re- 
mains that  a defect  in  metabolism  of  ammonia 
is  an  important  factor.  One  of  the  principle 
sources  of  ammonia  in  the  body  is  from  the 
breakdown  of  proteins  in  the  intestinal  tract. 
The  ammonia  is  normally  converted  into  urea 
by  the  liver.  If  ammonia  is  an  important  factor 
in  the  precipitation  of  this  clinical  state  in 
patients  with  liver  disease,  then  it  is  logical 
to  look  to  the  protein  content  of  the  diet  as  a 
possible  source.  The  phenomenon  of  meat  in- 
toxication has  long  been  the  subject  of  study 
in  animals  and  appears  to  be  closely  related  to 
this  episodic  and  reversible  type  of  hepatic 
coma.  It  was  observed  years  ago  that  reversible 
neurological  manifestations,  including  leth- 
argy, ataxia,  coma  and  convulsions  could  be 
induced  in  Eck-fistula  dogs  by  feeding  meat. 
In  this  experimental  situation  there  is  a shunt- 
ing of  the  portal  blood  directly  into  the  vena 
cava,  by-passing  the  liver.  McDermott  and 
Adams12  reported  a case  of  “episodic  stupor" 
closely  resembling  the  clinical  picture  of  hepa- 
tic coma  occurring  in  a patient  with  carcinoma 
of  the  pancreas  in  whom  an  Eck  fistula  had 
been  produced  surgically.  The  attacks  of  stu- 
por accompanied  by  elevation  of  blood  am- 
monia could  be  precipitated  in  their  patient 
by  the  oral  administration  of  ammonium  chlor- 
ide or  urea  as  well  as  by  feeding  a high  protein 
diet.  The  same  phenomenon  has  been  demon- 
strated in  cirrhotic  patients  in  whom  porta- 
caval shunt  was  accomplished  surgically  as 
treatment  for  portal  hypertension.13  Previous 
reports5,6  and  the  case  reported  here  demon- 
strate that  excess  protein  ingestion  is  capable 
of  precipitating  this  syndrome  in  some  patients 
with  severe  cirrhosis.  It  is  known8  that  in  the 
presence  of  long-standing  cirrhosis  there  de- 
velops progressive  communication  between  the 
portal  and  systemic  venous  channels  resulting 
in  virtually  the  same  circulatory  situation  as 
exists  in  a surgically  produced  Eck  fistula.  It 
would  seem,  therefore,  that  in  the  cirrhotic  pa- 


tient the  stage  is  set  for  the  development  of  a 
clinical  phenomenon  comparable  with  that  of 
“meat  intoxication”  as  a result  of  excess  protein 
entering  the  intestinal  tract.  Not  only  does  a 
circulatory  situation  comparable  to  the  Eck 
fistula  exist  in  certain  stages  of  the  disease,  but 
also  the  damage  to  liver  parenchyma  deprives 
the  body  of  its  mechanism  for  detoxifying 
blood  ammonia.  When  protein  is  ingested  to 
the  extent  that  more  ammonia  is  formed  in  the 
intestine  than  the  remaining  body  mechanism 
can  detoxify,  ammonia  accumulates  in  the 
blood  and  tissues.  When  the  ammonia  becomes 
fixed  in  the  cerebral  tissue  in  sufficient  con- 
centration to  materially  interfere  with  certain 
of  its  metabolic  activities,  according  to  an 
hypothesis  offered  by  Bessman  and  Bessman,9 
the  clinical  manifestations  of  altered  cerebral 
function  develop.  If  the  ingestion  of  protein  is 
stopped,  the  excess  ammonia  is  gradually  con- 
verted or  excreted,  and  normal  cerebral  func- 
tion returns. 

The  development  of  the  syndrome  of  epi- 
sodic stupor  in  cirrhotic  patients  has  been  ob- 
served following  the  oral  administration  of 
ammonium  chloride10  and  of  carbonic  anhy- 
drase  inhibitor,7  both  of  which  enjoy  frequent 
use  as  diuretic  agents.  In  the  case  presented 
here  the  latter  appears  to  have  played  a part. 
Both  of  these  agents  have  the  property  of 
causing  an  increase  in  blood  ammonia  in  the 
presence  of  cirrhosis. 

It  is  not  the  purpose  of  this  discussion  to  con- 
demn the  use  of  high  protein  diet  or  diuretics 
in  the  treatment  of  chronic  liver  disease.  One 
is  often  confronted  with  the  emaciated  cir- 
rhotic patient  or  one  in  whom  there  is  hypo- 
proteinemia  and  edema  where  these  measures 
are  quite  necessary.  Furthermore,  it  has  been 
repeatedly  pointed  out  that  many  cirrhotic  pa- 
tients tolerate  quite  high  intake  of  protein  over 
long  periods  of  time  without  untoward  effects. 
The  purpose  here  is  rather  to  emphasize  that 
in  patients  with  severe  degrees  of  cirrhosis  a 
diet  high  in  protein  and  certain  types  of 
diuretic  agents  are  potentially  hazardous  and 
should  be  prescribed  with  caution.  The  physi- 
cian caring  for  such  a patient  should  be  alert 
to  the  possibility  of  impending  coma  under 
the  conditions  cited.  The  characteristic  tremor, 
asterixis,  should  be  looked  for  especially,  as  it 
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may  provide  the  warning  that  enables  one  to 
foresee  and  avoid  the  more  advanced  neuro- 
logical disturbances  by  making  the  necessary 
alterations  in  the  therapeutic  regimen  before 
they  develop.  Finally,  it  should  be  recognized 
that  stupor  or  coma  occurring  in  the  patient 
with  hepatic  insufficiency  may  be  a reversible 
phenomenon,  not  necessarily  indicative  of  a 
terminal  state. 

Summary 

The  clinical  features  of  hepatic  coma  are 
discussed.  A case  is  presented  in  which  one 


type,  “episodic  stupor”,  developed  on  two 
occasions  as  a result  of  excess  protein  intake 
and  the  use  of  a carbonic  anhydrase  inhibitor. 
Evidence  is  cited  which  indicates  that  am- 
monia intoxication  is  an  important  factor  in 
the  pathogenesis  of  this  syndrome.  The  im- 
portance of  recognizing  the  syndrome  as  a re- 
versible one  and  of  the  exercise  of  caution  in 
prescribing  high  protein  diets  and  “ammonia- 
producing”  diuretic  agents  in  cirrhotic  patients 
is  emphasized. 
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The  Treatment  of  Complications  of  Carcinoma  of 
the  Thyroid  Involving  the  Food  and  Air  Passages.  R. 
W.  Hanckel  and  John  C.  Hawk,  Charleston.  Ann. 
Otol.,  Rhin.  & Laryngol.  65:835.  Sept.  1956. 

Carcinoma  of  the  thyroid  occurs  in  only  1 to  2 per 
cent  of  thyroid  glands  removed  surgically  and  is  more 
frequently  found  in  non-toxic  nodular  goiter. 

It  is  classified  pathologically  as  ( 1 ) Follicular  or 
alveolar  (2)  Papillary  (3)  Undifferentiated. 

Local  involvement  may  be  ( 1 ) Compression  only 
(2)  Recurrent  larvngeal  nerve  involvement  (3)  At- 
tachment to  larvngotrachea  or  pharyngoesophagus 


(4)  Actual  invasion  of  the  food  or  the  air  passages  by 
thyroid  carcinoma. 

Involvement  of  the  food  and  air  passages  by  an  un- 
differentiated carcinoma  usually  indicates  a poor  prog- 
nosis although  temporary  palliation  may  be  achieved 
by  relief  of  obstruction  and  the  use  of  radiation 
therapy.  In  the  better-differentiated  follicular  and 
papillary  carcinomas,  even  with  extensive  invasion, 
the  prognosis  may  be  surprisingly  good  and  it  is  there- 
fore imperative  that  emergency  measures  be  carried 
out  promptly  and  effectively,  and  that  more  definite 
forms  of  treatment  in  the  proper  hands  be  made 
available  to  the  patient. 
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G.  C.,  a 21  year  old  gravida  2,  para  2,  abort.  0,  was 
admitted  to  Roper  Hospital  at  7 A.  M.  on  March  5, 
1955  with  a history  obtained  from  her  mother  in- 
dicating that  the  patient  was  quite  well  until  9 P.  M. 
on  March  4,  1955,  at  which  time  she  complained  of 
a severe  headache  accompanied  by  nausea  and  vomit- 
ing of  several  hours  duration.  At  5 A.  M.  on  the  day  of 
admission  she  had  a generalized  convulsion  and  fell 
out  of  bed.  It  was  noted  by  her  mother  that  there  was 
considerable  frothing  at  the  mouth,  but  no  observation 
was  made  as  to  the  localization  of  the  convulsive 
seizure.  On  admission  at  about  6:30  A.  M.  she  had 
another  convulsion  in  the  presence  of  the  intern  on 
duty  and  this  was  described  as  a generalized,  clonic 
convulsion.  On  admission  to  the  ward  at  7 A.  M.  she 
again  had  a generalized  convulsion.  Her  mother  denied 
that  the  patient  had  had  previous  convulsive  seizures 
or  recent  trauma  which  might  contribute  to  the  origin 
of  such  seizures. 

A review  of  her  hospital  admissions  revealed  that 
she  had  been  admitted  on  February  20,  1955  with  a 
diagnosis  of  term  pregnancy  and  labor.  She  progressed 
satisfactorily  and  7 hours  and  15  minutes  after  ad- 
mission, had  a spontaneous  delivery  of  a living  female 
infant  in  good  condition.  Her  physical  examination  at 
the  time  of  delivery  was  completely  within  normal 
limits  with  a blood  pressure  recorded  as  110  80.  All 
routine  laboratory  studies  were  normal.  Standard 
serum  serologic  tests  were  negative.  Her  postpartum 
course  was  uncomplicated  and  she  was  discharged  on 
the  third  postpartum  day. 

A complete  examination  done  as  soon  as  convulsions 
were  controlled  showed  no  significant  physical  find- 
ings. Her  blood  pressure  at  the  time  of  this  admission 
was  130/100  and  a neurological  examination  was 
negative.  A lumbar  puncture  done  on  the  day  of  ad- 
mission revealed  an  opening  pressure  of  116  mm.  of 
water  with  normal  manometries.  Spinal  fluid  cell  count 
and  chemical  analysis  were  all  within  normal  limits. 
Serum  tests  were  negative.  Urinalysis  and  blood 
studies  were  within  normal  limits. 

Consultation  with  the  neurological  service  was  ob- 
tained and  a presumptive  diagnosis  of  postpartum 
cerebral  vein  thrombosis  was  made.  On  the  basis  of 
this  diagnosis  and  in  order  to  prevent  progression  of 
the  thrombosis  she  was  placed  on  anticoagulant 
therapy. 

Three  days  following  admission  to  the  hospital  she 
developed  neurological  findings  which  were  com- 


patible with  the  diagnosis.  There  was  noted  consistent 
tactile  inattention  over  the  left  upper  limb.  This  finding 
existed  for  a period  of  three  days  and  then  disappeared. 
On  the  ninth  day  after  admission  the  patient  de- 
veloped a bilateral  vertical  and  lateral  nystagmus 
along  with  an  ataxia  of  both  upper  and  lower  extremi- 
ties. 

On  the  10th  day  the  neurological  findings  began  re- 
verting to  normal  and  she  was  discharged  on  the  25th 
day  after  admission. 

She  returned  to  the  neurological  clinic  in  a period 
of  three  weeks  at  which  time  a neurological  examina- 
tion revealed  no  residual  findings. 

Discussion 

Aseptic  thrombosis  of  the  cerebral  sinuses  or  veins 
has  been  reported  as  a cause  of  convulsions  from  the 
4th  to  the  137  day  postpartum.  The  case  reported  here 
is  the  first  seen  in  our  Department,  although  two  weeks 
following  this,  another  case  was  admitted  with  a 
history  and  physical  findings  similar  to  the  first. 

Of  the  clinical  features,  headache  is  a very  constant 
early  symptom  and  may  be  generalized  or  unilateral. 
Convulsive  phenomena  are  common  and  were  a 
prominent  part  of  this  patient’s  initial  clinical  picture. 
The  seizures  may  be  focal  or  generalized,  or  the  at- 
tack may  begin  on  one  side  and  spread  to  involve  all 
the  limbs.  Further,  seizures  are  usually  associated  with 
or  followed  by  symptoms  and  signs  indicative  of  a 
localized  cerebral  lesion.  It  is  important  to  note  that 
these  symptoms  and  signs  are  relatively  slow  in  their 
development,  and  may  not  be  fully  established  for 
several  hours  or  even  days.  Evidence  of  raised  intra- 
cranial pressure  may  or  may  not  be  present  and  is 
closely  related  to  the  extent  and  site  of  the  thrombus. 
The  presence  of  papilledema  must  be  taken  to  indicate 
interference  with  absorption  of  cerebrospinal  fluid 
either  by  mural  thrombi  in  the  sagittal  spinus  or  by 
complete  occlusion  of  that  structure.  Other  signs  and 
symptoms  depend  upon  site  and  extent  of  lesion  and 
include  all  degrees  of  monoparesis  or  hemiparesis  with 
or  without  disturbances  of  sensation.  Disturbance  of 
speech  is  likely  to  occur  if  the  limbs  on  the  right  side 
are  involved. 

The  cerebrospinal  fluid  is  likely  to  be  normal  unless 
the  thrombosis  is  extensive,  in  which  event  a small 
number  of  red  cells  may  be  present. 

Confusion  may  exist  in  differentiating  the  etiology 
of  seizures  from  epilepsy,  intracranial  neoplasm  or 
abscess,  and  arterial  embolism.  Confirmation  of  diag- 
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nosis  is  apparent  from  the  tendency  to  spontaneous  re- 
covery in  a relatively  short  time,  and  the  remarkable 
completeness  of  such  recovery. 

Treatment  in  most  cases  is  symptomatic  since  re- 
covery is  usually  spontaneous  and  complete.  Control 
of  convulsive  seizures  with  barbiturates  and  mainten- 
ance of  adequate  nutrition  is  obviously  important. 
Anticoagulants  may  be  indicated  particularly  when  the 
onset  of  the  syndrome  occurs  long  enough  after  de- 
livery to  decrease  possibility  of  uterine  hemorrhage. 
Propagation  of  the  thrombotic  process  as  evidenced  by 
increasing  central  nervous  system  involvement  would 
seem  to  indicate  further  need  for  anticoagulant 
therapy. 

Conclusions 

Convulsions  occurring  more  than  24  hours  post- 
partum are  usually  not  due  to  eclampsia. 

Aseptic  cerebral  sinus  thrombosis  is  known  to  pro- 
duce convulsions  between  the  3rd  and  137th  day  post- 
partum. 

Diagnosis  is  apparent  after  ruling  out  other  causes 
and  is  confirmed  by  clinical  course. 

Anticoagulant  therapy  appears  to  be  indicated  in 
those  cases  demonstrating  extension  of  the  thrombosis 
as  manifest  by  increasing  neurological  involvement. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 

ATRIALgBIGEMINY 

Dale  Groom,  M.  D. 

From  the  Department  ot  Medicine. 

Case  Record — A routine  pre-operative  electro- 
cardiogram on  a 52  year  old  man  admitted  to  the 
hospital  for  gastrointestinal  surgery  revealed  oc- 
casional ectopic  beats  of  supraventricular  origin  and 
inversion  of  T waves  in  the  left  precordial  leads.  Ap- 
proximately two  weeks  following  surgery,  which  in- 
cluded a vagotomy  procedure,  the  tracing  illustrated 
below  was  recorded.  Condition  of  the  patient  at  this 
time  was  satisfactory  except  for  a moderate  degree  of 
abdominal  distention.  The  appearance  of  a bigeminal 
pulse  had  been  noted,  occasioning  the  rej^eat  electro- 
cardiogram. No  digitalis  or  other  cardiac  drugs  had 
been  administered. 

Electrocardiogram — The  arrhythmia  consists  of  a 
coupling  of  beats  which  is  evident  throughout  the 
tracing.  All  ectopic  beats  are  preceded  by  P waves 
which,  in  some  leads,  are  obscured  by  the  preceding 
T waves.  Two  different  P-R  intervals  are  present 
(0.16  and  0.20  sec.)  each  with  a different  configura- 
tion of  P waves.  Furthermore,  the  QRS  complexes 
also  are  of  two  distinct  types  with  associated  differ- 
ences in  their  T waves.  It  can  be  assumed  that  the 
normal  sinq^-conducted  beats  are  those  which  follow 
the  compensatory  pauses,  the  atrial  premature  beats 
occurring  almost  immediately  thereafter.  This  as- 


sumption is  borne  out  by  comparison  with  the  pre- 
operative electrocardiogram. 

High  R waves  in  lead  aVL  with  essentially  Q-S 
deflections  in  aVR  and  aVF  reveal  that  depolarization 
is  predominantly  directed  toward  the  left  shoulder. 
The  electrical  axis  therefore  is  displaced  toward  the 
left;  it  is  horizontal.  Also  some  degree  of  counter- 
clockwise rotation  is  suggested  by  the  appearance  of 
high  R waves  as  far  to  the  right  as  V2. 

The  T wave  inversions  and  diminished  R waves 
observed  pre-operatively  in  V-5  and  V-6  persist  un- 
changed. 

Discussion — Impulses  initiating  ventricular  con- 
traction can  of  course  arise  in  portions  of  the  heart 
other  than  the  usual  pacemaker,  the  sinoatrial  node. 
Although  the  more  rapid  transmission  of  impulses 
through  the  heart’s  normal  conduction  system  is 
thought  to  discriminate  against  this,  stimuli  can  and 
do  commonly  arise  from  foci  in  the  ventricular  or 
atrial  musculature,  or  anywhere  along  the  normal 
conduction  pathway,  to  produce  a variety  of  ectopic 
rhythms.  Logically,  if  the  impulse  travels  an  abnormal 
course  through  a portion  of  the  heart  the  electrocardio- 
graphic representation  of  that  impulse  will  be  ab- 
normal. And,  as  a general  rule,  the  further  the  ectopic 
focus  is  from  the  normal  conduction  pathway  and  the 
more  devious  the  course  the  impulse  must  follow  the 
more  abnormal  will  be  the  corresponding  wave  on  the 
EGG.  Therefore  a normal  QRS  complex  indicates 
that  the  ectopic  stimulus  has  arisen  in  the  A-V  node 
or  above  ( more  strictly,  perhaps,  above  the  bifurca- 
tion of  the  bundle  of  His).  It  is  thus  of  supraventricu- 
lar origin.  If  both  P and  QRS  deflections  of  an  ectopic 
beat  are  normal  its  origin  must  be  in  the  S-A  node  or 
immediate  area.  Abnormalities  of  any  of  the  electro- 
cardiographic deflections  will,  understandably,  be 
more  evident  in  some  leads  than  in  others  since  the 
different  leads  record  different  “views”  of  the  heart’s 
electrical  activity 
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It  follows  that  ectopic  beats  arising  in  the  atria  will 
be  manifested  by  deformed  P waves,  their  QRS  and  T 
wave  complexes  ordinarily  remaining  normal  since 
transmission  into  the  ventricles  is  still  through  the 
A-V  node.  But  this  is  not  always  so.  Sometimes  the 
ventricular  complexes  are  altered  too,  as  in  this  case, 
and  “atrial  premature  beats  with  aberrant  conduction” 
occurs.  Here  the  premature  beats  are  conducted 
differently  through  the  ventricles,  probably  because 
they  come  so  quickly  after  the  normal  beats  that  a 
portion  of  the  bundle  branches,  the  A-V  node,  or  the 
ventricular  musculature  is  still  partially  refractory 
causing  it  to  respond  in  a different  way.  The  fact 
that  the  QRS  complexes  of  the  ectopic  beats  are  not 
widened  appreciably  or  very  greatly  deformed  sug- 
gests that  this  alteration  in  response  takes  place  not 
far  below  the  atrio-ventricular  node.  On  rare  occa- 
sions the  ventricular  response  may  be  blocked  com- 
pletely in  which  case  “blocked  premature  atrial  beat’ 
is  said  to  exist.  Or,  as  in  this  instance,  it  may  be  only 
delayed,  producing  the  longer  P-R  interval. 

The  pairing,  or  coupling  of  normal  sinus  conducted 
beats  with  atrial  ectopic  beats  produces  the  bigeminal 
rhythm,  or  “pulsus  bigeminy”.  Similar  groupings  of 
three  beats  are  termed  “trigeminy”.  The  mechanism 
by  which  coupling  takes  place  in  such  a constant 
and  repetitive  sequence  is  still  poorly  understood. 


but  the  precise  time  relationship  between  the  coupled 
beats  (0.44  sec.  in  this  tracing)  has  given  rise  to  one 
theory  that  stimuli  from  an  ectopic  focus  either 
arise  or  evoke  a response  in  the  myocardium  at  a time 
when  it  has  a “supernormal”  irritability — immediately 
following  repolarization.  In  ventricular  muscle  this 
time  may  coincide  with  the  U wave  of  the  ECG. 

Significance  of  the  bigeminal  rhythm  which  ap- 
peared as  a transitory  phenomenon  in  this  patient  is 
uncertain.  Whereas  coupling  resulting  from  ventricular 
ectopic  beats  has  long  been  associated  with  digitalis 
toxicity  probably  here  it  denotes  only  that  a single 
area  of  the  atria  is  markedly  hyperirritable,  for  what- 
ever reason.  Stimuli  mediated  through  the  vagus  and 
sympathetic  nerves  from  higher  centers  are  known 
to  produce  ectopic  rhythms.  Local  effects  due  to 
drugs  or  to  toxic  or  infectious  states,  and  electrolyte 
abnormalities,  as  well  as  organic  heart  disease,  may 
also  provide  the  basis  of  these  most  common  ar- 
rhythmias. Often  coffee  or  tobacco  or  emotional  dis- 
turbances can  be  held  accountable.  Generally,  ectopic 
beats  of  supraventricular  origin  are  looked  upon  as  of 
less  consequence  than  those  arising  in  the  ventricles, 
probably  because  the  latter  may,  if  very  numerous, 
portend  the  more  serious  arrhythmias  of  ventricular 
tachycardia  or  fibrillation. 


The  Effects  of  Azapetine  Infusion  on  Patients  with 
Vascular  Disease:  Preliminary  Report,  By:  J.  Vernon 
Jeffords,  M.  D.  and  J.  Manly  Stallworth,  M.  D., 
Charleston.  Angiology  7:445-453,  October  1956. 

Recent  clinical  trials  have  demonstrated  the 
effectiveness  of  a new  dibenzasepine  adrenergic  block- 
ing drug  in  the  treatment  of  various  forms  of  peri- 
pheral vascular  disease.  This  paper  was  a preliminary 
report  on  the  evaluation  of  the  clinical  usefulness  of 
the  parenteral  form  of  azapetine  comparing  the  vascu- 
lar changes  as  observed  in  the  bulbar  conjunctival 
vessels  with  the  more  indirect  clinical  methods  of 
evaluation  of  the  blood  flow  and  vascular  response. 

In  every  case  of  peripheral  vascular  disease  studied 


the  bulbar  conjunctival  vessels  became  dilated  result- 
ing in  an  increase  in  vascularity  and  blood  flow  follow- 
ing the  use  of  azapetine.  No  change  was  noted  in 
the  degree  of  intravascular  agglutination  following 
intravenously  administered  azapetine.  The  effective 
dosage  of  azapetine  for  use  in  acute  vaso-spasm  varied 
from  .2  to  .8  mgms.  per  kg.  in  250  ml.  of  saline.  The 
side  effects  were  more  severe  and  frequent  in  intra- 
venous azapetine  than  in  the  oral  form  of  the  drug. 
The  effects  of  azapetine  on  the  conjunctival  vessels 
appears  to  correlate  closely  with  the  effect  on  blood 
flow  in  the  digits  and  as  such,  offers  a readily  access- 
able  system  of  vessels  for  direct  study  in  the  use  of 
vaso-reactive  drugs. 
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Medical  Ethics 

A PANEL  DISCUSSION  HELD  AT  THE  MEETING  OF 
THE  ANDERSON  COUNTY  MEDICAL  SOCIETY 
AT  THE  CALHOUN  HOTEL  ON  AUGUST  14,  1956 

An  Edited  Transcription 

Panel:  W.  H.  Prioleau,  M.  D.,  Charleston,  Hervey  Mead,  M.  D.,  Pendleton, 
George  Wilkinson,  M.  D.,  Greenville,  Moderator:  J.  R.  Young,  M.  D.  Anderson 


Dr.  Young:  It  is  becoming  increasingly  popular 
when  presenting  a subject  before  a group  of  medical 
men  to  do  so  within  the  pattern  of  a panel  discussion. 
Literally  speaking,  a selected  panel  is  supposed  to  be 
composed  of  members  qualified  to  speak  with  author- 
ity. This  may  not  follow  invariably,  but  I think  the 
idea  of  being  set  apart,  as  in  a frame,  for  a specific 
purpose  is  inherent  in  the  concept  of  a panel,  and 
that  is  all  that  the  members  of  this  present  panel  claim 
is  pertinent  to  their  participation  in  this  discussion. 
We  were  asked  or  set  apart  to  discuss  the  matter  of 
medical  ethics,  and  we  perhaps  are  no  more  com- 
petent to  do  this  than  are  other  members  of  the 
audience,  but  since  it  is  our  responsibility  to  do  this, 
we,  therefore  are  glad  to  comply.  We  are  happy  with 
the  men  we  have  invited  to  be  with  us  tonight.  You 
know  them  all.  Dr.  W.  II.  Prioleau  of  Charleston,  is 
clinical  professor  of  Surgery  in  Charleston  and  Presi- 
dent of  our  state  Medical  Association.  All  of  the  men 
in  the  room  who  went  to  school  in  Charleston  know 
him  and  those  of  us  who  didn't  go  to  school  in 
Charleston  have  met  him.  He  is  one  ot  the  best  liked 
men  in  our  profession  and  we  are  very  happy  to  have 
him  visit  us  tonight  and  I introduce  to  you  now,  Dr. 
Prioleau. 

Dr.  Prioleau:  When  I was  invited  to  appear  before 
you  I felt  honored  and  at  the  same  time  had  a great 
deal  of  trepidation  about  appearing  in  a panel  con- 
cerning medical  ethics.  I didn’t  know  exactly  why  I 
should  be  selected  except  for  age  and  a few  things 
like  that,  none  of  which  necessarily  qualify  me.  I had 
read  nothing  of  ethics;  I simply  try  to  practice  medi- 
cine in  an  upright  way.  You  have  forced  me  to  do 
some  reading  and  I don’t  know  that  I am  much  the 
wiser  for  all  that  I have  read  because  I find  that  even 
the  preachers  disagree  on  a great  many  tilings  from 
the  ethical  standpoint. 

To  get  down  to  the  subject  itself,  I would  say  that 
medical  ethics  is  not  a matter  of  rules;  it  cannot  be 
simplified  in  this  manner.  Of  course  you  can  have  a 
few  rules;  it  resolves  itself  into  adhering  to  certain 
principles  and  we  all  have  very  much  the  same  prin- 
ciples. In  adhering  to  these  principles,  one  has  to 
bear  in  mind  and  to  take  into  consideration  certain 
factors,  and  those  factors,  as  we  go  over  them  one  by 
one,  are  rights  of  the  patient,  the  rights  of  the  physi- 
cian, and  the  duty  of  the  physician  toward  the  pro- 
fession and  the  public.  The  reason  for  this  is  that 
what  is  good  for  the  profession  is  good  for  the  public. 


I think  that  if  we  sit  down  and  weigh  the  problem  in 
the  light  of  these  factors,  we  will  arrive  at  a sound 
solution  in  most  instances.  This  is  my  method  of 
approach. 

Dr.  Young:  One  of  the  pioneer  internists  in  the 
Piedmont  region  is  the  next  speaker  on  our  program 
tonight.  He  is  Dr.  George  Wilkinson,  of  Greenville, 
who  for  the  past  thirty  years  or  more  has  carried  on 
a large  practice  in  the  field  of  internal  medicine  in 
the  city  of  Greenville.  Ilis  wide  experience  in  handling 
a large  practice,  much  of  it  referred  work,  we  think 
qualified  him  to  speak  with  some  degree  of  authority 
on  the  subject  of  medical  ethics.  We  take  pleasure  in 
introducing  Dr.  Wilkinson. 

Dr.  Wilkinson:  Back  in  the  story  of  mankind,  we 
are  told  that  the  head  of  the  household  was  priest, 
judge,  and  physician.  Over  the  years  these  functions 
have  been  evoluted  into  very  distinct  professions. 
Having  a common  ancestry,  there  remains  in  the 
breasts  of  most  men  the  anlage  of  all  three  now  dis- 
tinct professions.  Not  too  many  years  ago,  and  per- 
haps still  in  some  quarters,  the  master  of  the  ship  had 
life  and  death  powers  over  his  crew.  He  treated  the 
sick  and  conducted  all  formal  religious  rites  aboard 
ship. 

The  matter  of  ethics,  way  of  life,  a standard  of  be- 
havior, or  perhaps  even  a creed,  is  basically  an 
essential  for  one  man  to  get  along  with  another.  The 
old  saying,  “Behind  every  deed  there  is  a creed”  is 
true.  This  common  understanding  may  be  what  we 
call  ethics. 

Ethics  is  not  taught  as  a distinct  subject  in  medi- 
cal schools  these  days.  The  reason  for  this  is  rather 
apparent,  if  one  traces  the  development  of  medical 
education.  Before  the  turn  of  the  century,  almost 
anybody  who  could  read  or  write  could  get  into  a 
medical  school,  if  he  had  the  tuition  fee.  Many  strong- 
minded  individualists  pushed  their  way  into  the  med- 
ical field  with  almost  no  educational  background. 
This  group  had  to  be  taught  many  things  not  strictly 
in  the  medical  curriculum.  Perhaps  the  most  impor- 
tant subject  to  be  studied  by  some  of  these  wild 
guineas  was  how  to  behave  themselves.  It  was  neces- 
sary for  the  medical  faculty  to  inculcate  into  these 
would-be  doctors,  a way  of  life,  as  well  as  to  instruct 
them  in  the  art  of  medicine.  What  was  right  to  do 
and  what  was  wrong  to  do,  especially  with  relation  to 
each  other  and  their  clients. 

With  the  advancement  of  the  basic  sciences,  medi- 
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cine  has  gradually  become  more  of  a science  than  an 
art.  By  the  time  a student  applies  for  admission  to  a 
medical  school,  he  has  already  spent  four  years  in  a 
high  shcool  and  four  years  in  college.  Here  he  has 
studied  to  the  point  where  he  has  attained  some  pro- 
ficiency, not  only  in  chemistry,  physics,  embryology, 
and  so  forth,  but  also  in  the  study  of  the  humanities. 
Logic,  ethics,  philosophy,  and  human  relations  are 
subjects  used  for  the  development  of  character  and 
understanding.  If  an  applicant  for  a medical  school 
cannot  present  evidence  of  good  conduct,  strong 
character,  and  proficiency  in  his  studies,  it  is  not  like- 
ly that  he  will  attain  admission  to  any  medical  school. 
There  is  no  place  for  ethics  as  a subject  in  the  medi- 
cal school  today.  This  subject,  per  se,  should  be  taken 
for  granted  basically.  Teachers  in  the  medical  schools 
of  today  set  high  standards,  both  in  personal  be- 
haviour, and  in  relationship  with  other  physicians. 
This  influence  has  much  more  effect  in  moulding  the 
character  of  the  medical  students  than  any  formal 
course  could  well  do. 

Moderator:  I believe  that  all  the  men  in  the  room 
will  agree  with  what  Dr.  Wilkinson  has  just  said,  that 
the  general  level  of  medical  ethics  is  better  among  the 
members  of  our  profession  now  than  it  was  half  a 
century  ago  or  even  25  years  ago;  I think  there  has 
been  a definite  improvement  in  the  medical  ethics  in 
that  space  of  time.  I believe  all  the  men  would  agree 
with  that.  Our  next  speaker  is  Dr.  Mead,  who  is 
president  of  our  State  Chapter  of  the  American  Acad- 
emy of  General  Practice,  and  he  is  going  to  talk  to 
us  and  review  the  proposed  revision  of  the  code  of 
ethics  that  is  now  being  done  by  the  AMA. 

Dr.  Mead:  A code  of  ethics  is,  by  simple  definition, 
a pattern  of  behavior  or  a pattern  for  behavior,  and 
there  are  two  aspects  to  the  code  of  ethics  or  our 
code  of  ethics;  the  external  and  the  internal.  The  ex- 
ternal is  the  one  the  public  sees,  the  one  our  patients 
see;  and  the  internal  aspects  of  it  are  the  intraprofes- 
sional relationships,  our  relationships,  one  with  the 
other.  The  forerunner  of  the  AMA  first  drew  up  a 
code  of  ethics  in  1847;  it  was  revised  many  times,  the 
last  major  revision  in  1912  and  right  now  a proposed 
revision  is  being  made  by  which  the  48  sections  are 
being  reduced  to  10  sections  and  that,  I presume,  will 
be  adopted  in  December  at  the  meeting  in  Seattle, 
and  so  I want  to  discuss  those  10  proposed  sections. 

The  first  one,  the  prime  objective  of  the  medical 
profession,  is  to  render  service  to  humanity.  Notice  it 
says  the  prime  objective.  It  does  not  mean  that 
financial  remuneration  could  not  be  one  of  the  ob- 
jectives of  the  medical  profession,  but  if  it  were  to 
become  or  even  approximate  the  prime  objective,  that 
service  to  humanity,  we  would  no  longer  be  on  the 
pedestal  that  we  now  occupy.  The  profession  in  gen- 
eral, perhaps,  does  not  occupy  a very  high  spot  on 
that  pedestal,  but  each  individual  doctor  to  his  pa- 
tients, or  to  a large  number  of  his  patients,  is  more  or 
less  a minor  god  and  we  wouldn't  be  if  we  forgot  that 
objective. 


The  second  one,  doctors  should  try  to  increase 
their  own  knowledge  and  share  it  with  others.  A good 
doctor  never  ceases  to  study  and  never  ceases  to 
learn.  There  are  certain  physicians,  unfortunately, 
that  we  know,  who  don’t  continue  to  study;  they  may 
be  our  friends  and  we  may  respect  them  as  good 
citizens  of  their  community  or  respect  them  for  other 
things  they  have  done,  but  we  can’t  respect  them  as 
up-to-date,  truly  good  doctors.  Medicine  in  these 
days  is  progressing  so  fast  that  if  you  don’t  study  and 
keep  up  with  it  you  not  only  stand  still,  but  you  find 
that  you  have  regressed,  and  if  I may  get  in  a plug 
for  the  American  Academy  of  General  Practice  right 
now,  it  is  the  only  professional  organization  that  re- 
quires continuous,  study  in  order  to  retain  membership. 
About  sharing  your  knowledge  with  others,  this  is 
done  very  well  nowadays  in  our  medical  meetings  and 
in  articles  written  in  periodicals,  but  I believe  there 
is  room  for  improvement,  so  that  the  individual  doc- 
tor can  learn  new  techniques,  whatever  new  tech- 
niques he  wants  to  learn,  under  a preceptorship 
arrangement  or  a better  opportunity  to  learn  by  work- 
ing in  the  various  services  in  his  own  hospital. 

The  third  point,  doctors  should  not  base  practices 
on  an  exclusive  dogma  or  associate  with  those  who 
do.  I can’t  picture  any  doctor  who  is  educated  in  an 
allopathic  medical  school  of  today  who  is  not  broad- 
minded enough  to  accept  all  theories  and  all  methods 
and  diagnostic  techniques  that  have  been  proven  and 
backed  up  by  some  work.  This  does  apply  to  those 
physicians,  I am  sure,  who  might  help  out  some 
cultist,  chiropractor,  osteopath,  and  who  might  help 
them  out  when  they  get  in  a tight  spot  and  advise 
them  what  to  do  with  patients. 

The  fourth  one,  doctors  must  expose  unethical  con- 
duct of  other  doctors.  This  puts  us  in  a very  difficult 
spot  when  we  have  to  be  “stool-pigeons”  and  squeal 
on  our  friends,  but  if  their  unethical  conduct  is  truly 
detrimental  to  the  health  of  their  patients  and  if  it  is 
detrimental  to  the  entire  profession  as  a whole,  it  is 
really  our  duty  to  expose  them  and  correct  it. 

The  fifth  point;  except  in  an  emergency,  doctors 
may  choose  their  patients  but  may  not  neglect  them 
once  chosen.  This  is  a privilege  which  we  don’t  often 
exercise,  that  of  refusing  a patient.  Perhaps  the  medi- 
cal profession  would  be  a little  bit  better  off  if  at 
times  we  were  a little  more  choosy,  and  not  let  the 
patients  just  run  over  us  as  they  often  do.  Actually, 
the  patients  seem  to  choose  us  rather  than  that  we 
choose  our  patients,  and  we  just  let  it  go  at  that  and 
treat  whoever  comes  to  us.  When  the  patients  feel 
that  we  are  not  giving  them  adequate  care  and  treat- 
ment, they  sometimes  let  us  know  in  a roundabout, 
very  nice  way  that  they  don't  feel  that  we  are  treating 
them  correctly  apd  we  refer  them  to  someone  else 
who  can  treat  them  more  correctly.  There  are  a large 
number  of  patients  who  leave  without  telling  us  and 
go  to  someone  else  and,  unfortunately,  the  physician 
who  does  start  to  treat  them  doesn’t  find  out  that  they 
have  been  to  someone  else,  until  he  is  half-way 
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through  a long,  detailed  history,  or  it  is  even  the 
second  or  third  visit  before  they  disclose  to  him  that 
they  have  been  to  someone  else. 

The  sixth  point;  they  should  not  permit  anything 
to  interfere  with  their  independent  medical  judgment. 
This  could  include  unnecessary  procedures  that  might 
be  done  merely  for  the  purpose  of  pecuniary  gain;  it 
could  include  holding  on  to  a patient  when  he  should 
be  referred  to  someone  else  for  better  treatment.  It 
could  include  being  influenced  by  the  patient’s  family. 
Certain  members  of  a patient’s  family  can  sometimes 
bring  quite  strong  pressure  to  bear  and  cloud  your 
medical  thinking  on  a patient,  or  a very  persuasive 
detail  man  might,  if  you  aren’t  on  your  toes,  get  you 
to  adopt  certain  medical  procedures  or  therapeutic 
procedures  that  you  wouldn’t  use  otherwise.  Under 
this  point,  we  might  consider  owning  stock  in  a small 
pharmaceutical  concern.  This  might  influence  the 
drugs  you  prescribe  or  in  the  case  of  a doctor  who 
owns  a drug  store,  exclusively  or  partially,  that  may 
interfere  with  his  independent  medical  judgment. 

The  seventh  point;  they  should  limit  their  profes- 
sional income  to  medical  services.  Now,  notice  that 
word  professional  is  in  there,  and,  therefore,  does  not 
include  a doctor  who  owns  a hotel  or  a gas  station, 
but  we  might  discuss  under  that,  a doctor  who  owns 
a drug  store,  or  a doctor  who  dispenses  drugs.  If 
drugs  are  dispensed  or  given  to  patients  as  a service 
and  the  patient  is  not  exploited,  that  is  perfectly 
ethical,  but  one  big  idea  that  I feel  is  included  in 
this,  to  express  it  in  a rough  and  uncouth  old-fashioned 
way  is  no  jee  splitting.  I think  that  is  the  primary 
interpretation  when  they  say  limit  their  professional 
income  to  medical  services,  because  the  old-fashioned 
fee  splitting  was  truly  receiving  something  without 
contributing  sendees. 

The  eighth  point;  they  should  seek  consultation  on 
difficult  cases.  When  is  a case  difficult?  When  does  it 
become  difficult?  The  only  thing  I can  say  on  that 
point  is  that  each  doctor  really  knows  the  extent  of 
his  ability  and  he  knows  when  he  should  seek  con- 
sultation or  when  he  should  refer  a patient  to  some- 
one else  for  care.  In  the  past  it  has  been  advised  that 
any  doctor,  no  matter  how  excellent  a doctor,  no 
matter  how  good  his  reputation,  should  seek  con- 
sultation when  it  is  apparent  that  that  particular  pa- 
tient’s case  is  going  to  ultimately  result  in  his  death 
and  I believe  in  the  long  run  that  still  is  good  advice. 

Nine,  they  should  maintain  the  confidences  of  the 
patient.  Most  of  the  time  this  is  not  a difficult  thing 
to  do.  Sometimes  we  find  that  we  let  things  slip  when 
we  are  not  thinking  about  it.  We  will  say  something 
about  a patient  that  we  hear  about  two  or  three  days 
later  or  we  realize  immediately  after  we  have  said  it 
that  we  shouldn’t  have,  but  a more, difficult  point  is 
how  much  to  tell  an  employer,  when  the  employer  of 
a patient  calls  and  wants  to  know  what  is  wrong  with 
Joe  Doaks.  If  it  is  not  an  industrial  case  where  they  are 
privileged  to  know  it,  but  we  sometimes  feel  that  it 
may  help  the  patient;  it  will  often  help  to  tell  the 


employer.  Each  case  is  an  individual  situation  and 
you  can't  answer  them  all  with  one  statement.  How 
much  are  we  going  to  tell  members  of  the  family 
about  a patient?  Again,  that  is  an  individual  case. 

The  final  point  is  they  should  participate  in  any 
community  activity  that  has  the  object  of  improving 
the  health  and  welfare  of  the  people.  Our  public  re- 
lations experts  tell  us  that  all  doctors  should  be  better 
citizens  than  they  have  been  in  the  past.  We  have 
isolated  ourselves  somewhat  from  the  general  group 
of  citizens  and  we  should  participate  more  in  all 
civic  activities,  but  more  particularly  we  should  never 
turn  down  the  invitation  to  participate  in  anything 
that  relates  to  improving  the  health  and  welfare  of  the 
people.  The  medical  profession  in  general  is  in  bad 

enough  light  very  often  with  the  public  and  if  any  one 

particular  doctor  were  to  turn  down  an  invitation  to 
participate  in  anything  that  would  help  to  improve  the 
health  and  welfare  of  the  people  it  would  reflect  on 
the  entire  profession. 

Right  in  this  state  is  an  example  of  the  work  the 
entire  profession  has  done  in  protecting  the  health 
and  welfare  of  the  people  and  that  was  in  helping 

get  the  law  passed  whereby  the  practice  of  naturo- 

pathy was  abolished.  Now,  that  is  protecting  the  wel- 
fare of  the  people,  to  protect  them  from  cults  and 
improper  practitioners. 

Now  for  a little  discussion  about  the  intraprofes- 
sional relationships.  This  is  a very  ticklish  subject  to 
discuss  and  the  ticklishness  of  it  is  in  direct  proportion 
to  the  selfishness  and  the  petty  professional  pride  of 
the  doctors  who  are  involved.  The  greatest  source  of 
friction  is  probably  in  the  improper  handling  of 
referrals  and  consultations.  I don’t  believe  that  the 
referrals  from  the  specialist  to  specialist  create  as 
much  friction,  perhaps,  as  the  referrals  from  the  gen- 
eral practitioner  to  the  specialist;  and  the  blame  is 
very  often  shared,  for  the  general  practitioner  is  often 
— much  too  often — vague  as  to  what  he  wants  the 
specialist  to  do  and  the  specialist  doesn’t  know  how 
far  to  go  in  treatment,  or  when  to  send  the  patient 
back,  and  the  specialist  very  often  fails  to  consult  the 
family  doctor  as  to  who  else  should  see  that  patient; 
therefore,  the  patient  gets  started  on  the  grand  medical 
parade  where  he  goes  from  specialty  to  specialty  and 
there  is  no  one  to  correlate  all  the  information  about 
this  patient,  and  therein  is  the  great  lack  of  overall 
supervision  by  the  family  doctor.  As  a patient  once 
told  me,  well,  I can’t  have  17  doctors,  so  he  wanted 
one  family  doctor.  The  AAGP  has  put  out  a consulta- 
tion and  reference  request  form  which  if  used  will 
help  a little  bit  in  cutting  down  on  the  vagueness  of 
the  desires  of  the  family  doctor  very  often,  and  what 
he  wants  the  specialist  to  do.  Now.  I don’t  use  them 
all  the  time,  but  I do  use  them  frequently. 

Moderator:  There  has  always  been  some  difference 
of  opinion  among  the  members  of  our  profession  as  to 
how  much  to  tell  a patient  regarding  his  personal 
illness.  I think  that  this  is  particularly  true  when,  for 
instance,  a patient  has  cancer  or  serious  heart  trouble 


96 


The  Journal  of  the  South  Carolina  Medical  Association 


or  similar  serious  disease.  What  is  the  doctor’s  duty 
in  regard  to  how  much  to  tell  the  patient?  This  is 
definitely  in  the  field  of  the  doctor’s  relation  to  his 
patient  and  to  his  patient’s  family:  how  much  to  tell 
him.  We  ask  Dr.  Prioleau  to  talk  on  this  point. 

Dr.  Prioleau:  That  is  a naturally  constant  recurring 
problem  and  there  can’t  be  any  simple  answer  to  it. 
It  is  going  to  vary  with  the  problem  and  with  the 
circumstances.  In  the  first  place,  I don’t  think  a physi- 
cian should  put  himself  in  the  position  of  mis- 
representing facts.  Now,  what  is  misrepresenting 
facts?  Well,  of  course,  I hold  a very  lenient 
attitude  concerning  this.  1 consider  that  you  may 
tell  a good  deal  of  the  truth  but  not  all  of  the 
truth  and  you  are  not  completely  misrepresenting 
facts.  I realize  you  are  misrepresenting  them  a little 
unless  you  tell  the  whole  truth,  but  this  seems  to  be 
justified  at  times.  Should  the  patient  discover  that  I 
have  not  been  truthful  she  would  never  have  confi- 
dence in  me  again.  She  is  going  to  find  out  the  truth 
sooner  or  later,  when  she  is  much  sicker  than  she  is 
now,  and  she  is  going  to  need  help.  I could  not  help 
her  if  she  had  lost  confidence  in  me.  If  I acquiesced 
to  a request  to  misrepresent  facts,  I would  lose  the 
respect  of  those  who  made  the  request,  and  they 
would  not  trust  me  to  tell  them  the  truth  under 
similar  circumstances.  We  must  bear  in  mind  that 
the  patient  has  a right  to  know  his  condition. 

After  operation  one  is  frequently  asked  to  tell  the 
patient  that  no  malignancy  was  found.  I tell  the  rela- 
tives that  I cannot  do  that,  but  that  I need  not  tell 
her  anything.  Then  they  say,  “suppose  she  asks  you?”. 
I reply,  “I  won’t  tell  her  anything;  I’ll  just  parry  the 
question.  I’ll  evade  it,  skip  it  over,  and  then  if  she 
firmly  tells  me,  ‘Now,  doctor,  take  a seat,  I want  to 
talk  over  things  with  you’  well,  I will  tell  her  the 
truth  in  as  kind  a way  as  I can.  I’m  not  going  to  kill 
her  with  the  truth,  but  I certainly  am  not  going  to 
misrepresent  facts  to  her”.  Now  there  is  still  another 
aspect  that  must  be  considered.  I tell  relatives  that 
misleading  the  patient  only  makes  trouble  for  them- 
selves. The  patient  will  become  dissatisfied  with  her 
treatment  and  will  insist  upon  going  to  some  large 
clinic,  often  at  great  expense  not  well  afforded.  So,  if 
you  tell  patients  the  truth  you  protect  them  a great 
deal.  Then,  you  save  them  from  running  around.  We 
have  all  seen  patients  who  have  gone  elsewhere  to 
find  out  their  trouble  when  the  truth  was  known  at 
home. 

Of  course,  when  a person  is  too  sick  to  think 
clearly,  nothing  is  gained  discussing  matters.  Likewise, 
when  the  patient  is  mentally  incompetent.  There  is  no 
disagreement  about  this.  The  next  question  is  when 
and  how  to  inform  the  patient.  Well,  we  all  know 
that  some  one  time  is  better  than  another.  I often 
put  off  telling  them  though  I may  know  they  have 
cancer.  I wait  until  all  reports  arc  received  and  the 
subject  has  been  carefully  considered  so  that  when 
I do  talk  with  the  patient,  I can  outline  prognosis  and 
treatment.  Such  discussion  is  best  in  the  presence  of 


a close  relative.  The  physician  must  maintain  the 
confidence  of  the  patient,  if  he  is  to  help  him  when 
most  needed. 

Moderator:  I am  sure  that  we  agree  with  the  ap- 
proach Dr.  Prioleau  has  outlined.  I think  that  Oliver 
Wendell  Holmes  in  one  of  his  essays  said  that  truth 
is  like  a medicine:  some  of  it  is  good  for  a patient,  but 
that  you  could  kill  him  with  it.  He  referred  to 
strychnine.  He  said  that  the  proper  dose  of  strychnine 
would  be  good  for  a patient,  but  that  if  you  gave  him 
all  you  had  in  your  bag,  you  might  kill  him.  I agree 
that  there  are  times  such  as  the  doctor  mentioned 
when  the  truth  shoidd  be  broken  down  into  homeo- 
pathic doses  and  gradually  be  revealed.  I agree  with 
others  that  the  patient  has  the  right  to  know  the 
truth  and  this  should  be  told  him  in  the  kindest  way 
at  our  command. 

One  part  of  medical  ethics  that  we  sometimes  don’t 
emphasize  is  the  medical  profession’s  duty,  and  op- 
portunity, and  I think  it  is  their  privilege,  of  instruct- 
ing the  people  in  their  respective  communities  in  re- 
gard to  health  matters.  I believe  we  have  been  im- 
pressed with  the  activity  of  the  Greenville  County 
Society  in  the  last  year  or  two  in  their  radio  programs, 
their  television  programs  and  I would  like  George 
Wilkinson  to  tell  us  something  about  that  and  not 
only  about  that  item  of  news,  but  Iris  ideas  about  the 
implications  of  the  general  theme,  how  may  we 
discharge  it. 

Dr.  Wilkinson:  As  I understand  it,  the  question  is, 
how  we  should  discharge  our  duties,  relative  to  in- 
forming the  people,  particularly  through  the  media 
of  television.  The  medical  television  forum  which  has 
been  conducted  for  the  last  few  years  in  Greenville, 
has  met  with  approval  both  by  the  laity  and  the  pro- 
fession. In  brief,  the  scheme  is  something  like  this. 
A committee  of  the  county  society  is  set  up  to  conduct 
the  forum.  The  committee  appoints  a chairman.  The 
chairman  makes  all  the  arrangements  with  the  local 
broadcasting  facility.  Through  the  local  press,  the 
people  are  asked  to  send  in  to  the  committee,  ques- 
tions that  they  would  like  answered.  Then  the  chair- 
man of  the  committee  will  probably  run  into  you  in 
the  corridors  of  the  hospital  and  ask  you  this  question, 
“Have  you  ever  been  on  the  forum  before?”  If  your 
answer  is  no,  then  he  will  reply,  “Well,  you  are  it.” 
If  you  have  been  on  the  program  before,  you  are  out 
until  everybody  in  the  society  has  a chance  to  “show 
off”  on  the  program.  By  this  method  of  choosing  the 
panel,  peace  has  been  maintained  among  the  brethren. 

Then  the  chairman  calls  a meeting  of  the  three  who 
are  chosen  to  be  on  at  a certain  date.  A general  topic 
for  discussion  is  decided  on.  The  questions  that  are 
sent  in  by  the  public  are  divided  among  the  panel  of 
three  physicians.  Each  participant  is  requested  to 
write  out  in  full  his  answers,  and  to  add  whatever 
questions  he  thinks  apropos  of  the  general  subject.  A 
specific  amount  of  time  is  allotted.  Each  member  is 
asked  to  read  the  questions  given  him  and  the 
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answers  he  has  made,  cutting  his  cloth  to  suit  the 
clock. 

The  second  meeting  of  the  panel  is  a dress  re- 
hearsal, which  is  recorded  on  tape.  Adjustments  are 
made  at  this  time  so  as  to  keep  the  program  going  for 
the  full  time,  but  not  to  run  over.  A few  questions 
with  short  answers  are  put  at  the  last,  so  that  should 
the  panel  get  through  before  the  time  is  up,  the 
interlocutor  may  ask  the  short  questions  so  as  to 
make  the  time  run  out  more  precisely.  The  panel  is 
cautioned  not  to  use  any  trade  names  or  to  put  into 
the  answers  anything  that  might  be  a plug  for  some 
manufacturer,  and  that  the  panel  stick  to  their  written 
answers. 

It’s  really  a lot  of  fun  to  be  on  the  panel,  but  for 
those  who  wear  bifocals,  it  is  sometimes  difficult  to  sit 
up  straight  and  more  or  less  look  in  the  camera,  stick  to 
the  manuscript,  without  bobbing  your  head  up  and 
down.  The  panel  is  instructed  to  maintain  a pleasant 
countenance,  which  might  be  somewhat  of  a strain  to 
long-faced  doctors.  A skillful  interlocutor  is  of  great 
importance.  Fortunately  in  the  local  panel,  everybody 
was  pleased  with  the  performance  of  Dr.  John  Fewell. 
Many  people  did  not  know  he  could  smile  so  pleasantly. 
The  panel  is  conducted  for  a given  number  of  weeks, 
and  if  put  on  about  the  same  time  each  year,  can 
better  be  worked  into  the  schedule  of  the  broadcasting 
facility.  The  Greenville  County  Medical  Society  is 
much  indebted  to  WFBC  for  the  kind  and  efficient 
services  rendered. 

Moderator:  I believe  we  will  heartily  agree  with 
what  the  doctor  has  said.  It  amounts  to  this:  that  our 
concept  of  ethics  and  our  practice  of  ethics  represent 
an  awfully  good  index  to  our  characters.  Anybody  who 
would  tell  me  that  he  had  never  transgressed  the  code 
of  ethics,  even  if  he  had  practiced  medicine  only  a 
few  days,  would  make  me  think  him  a liar.  I imagine 
every  man  in  the  room  at  some  time  has  done  some- 
thing that  he  would  not  be  entirely  pleased  with.  As 
in  ethics  in  general,  it  is  the  pattern  that  one  usually 
follows  that  denotes  his  loyalty  to  the  medical  code 
of  ethics.  I once  heard  one  doctor  say  of  another  mem- 
ber of  his  profession  that  he  believed  that  doctor 
thought  the  Sermon  on  the  Mount  and  the  Ten  Com- 
mandments applied  to  everybody  but  to  himself.  This 
was  not  altogether  fair,  but  all  of  us  know  this:  that 
a person’s  actual  practice  of  ethics  is  boiled  down  to 
what  concept  of  ethics  he  has  in  so  far  as  life  in  gen- 
eral is  concerned.  It  is  told  of  ethics  that  if  a man 
follows  a high  code  of  ethics  in  his  everyday  business 
life  we  will  have  no  trouble  with  medical  ethics.  This 
idea,  I think,  is  worth  thinking  about. 

I would  now  Ike  you,  Dr.  Mead,  to  describe  from 
what  you  think  and  from  what  you  have  read,  the 
proper  method  of  having  a consultation.  As  you 
mentioned,  it  is  an  important  question,  and  we  would 
like  your  ideas  as  to  the  proper  way  to  have  a medical 
consultation,  both  from  the  standpoint  of  the  patient 
and  the  referring  general  physician. 


Dr.  Mead:  Perhaps  at  the  onset  we  had  better  be 
sure  and  separate  consultation  and  referrals,  there 
being  a difference.  I believe  that  correct  and  proper 
handling  of  the  consultation  is  first  in  importance. 
The  doctor  who  requests  the  consultation  with  some- 
one else  is  asking  for  that  doctor’s  opinion  of  the  pa- 
tient and  that  doctor’s  assistance  in  taking  care  of 
that  patient.  He  isn’t  asking  that  doctor  to  take  care 
of  the  patient  for  him.  Now,  when  that  specialist  is 
to  render  an  opinion  of  the  patient,  he  must,  of  course, 
get  an  adequate  history  and  have  the  opportunity  to 
do  all  the  necessary  examinations  and  procedures  that 
he  needs,  which  may  require  more  than  a few  hours; 
it  may  require  a day  or  so  and  then  that  specialist 
who  has  been  asked  to  give  the  consultation  should 
discuss  the  case  with  the  doctor  who  has  requested 
the  consultation  and  then  the  patient’s  doctor  should, 
along  with  the  consultant,  talk  with  the  family  about 
the  future  handling  of  the  patient.  Now,  I don’t  feel 
qualified  to  speak  on  it  from  the  viewpoint  of  the 
specialist;  we  could  ask  Dr.  Prioleau  or  Dr.  Wilkinson 
to  speak  on  it  from  the  viewpoint  of  the  specialist. 

Moderator:  Dr.  Wilkinson,  you  continue  the  subject 
and  discuss  the  matter.  Just  suppose  I have  a patient 
I am  treating  and  I refer  him  to  you  and  give  the  idea 
now  about  the  proper  ethical  handling  of  that. 

Dr.  Wilkinson:  In  answer  to  the  question,  “How 
should  one  limiting  his  practice  handle  referrals  from 
a general  practitioner?”  Time  was  when  most  of  the 
patients  seen  in  my  office  came  at  the  behest  of  gen- 
eral practitioners.  Now,  the  vast  majority  of  referrals 
come  from  physicians  in  other  fields  who  limit  their 
practices.  Perhaps  the  proportion  would  be  about  1 
to  3.  If  a patient  is  referred  to  another  doctor,  it  is 
pretty  much  assumed  that  he  is  referred  for  diagnosis 
and  treatment.  It  is  commonly  expected  that  the  re- 
cipient will  send  a report  back  to  the  referring  physi- 
cian. What  necessary  treatment  may  be  done  in  the 
hospital,  in  this  office,  or  in  the  office  of  the  referring 
physician,  depends  entirely  on  circumstances.  A sur- 
geon may  refer  a patient  for  examination  and,  say,  a 
carcinoma  of  the  stomach  is  found,  or  some  other  sur- 
gical condition.  Here,  the  patient,  of  course,  would 
be  directed  to  go  back  to  the  surgeon  who  sent  him. 
Should  the  patient  have  diabetes  or  some  other  dis- 
ease, requiring  continuous  supervision  with  laboratory 
facilities  readily  and  economically  available,  he,  of 
course,  would  be  treated  in  my  office.  The  hardest 
job  I have  to  do  is  to  manage  patients  who  come  in 
and  say,  “Now,  doctor,  I don’t  want  anvbody  to  know 
I have  been  over  here  to  see  you.  My  doctor  is  some 
kin  to  my  wife,  is  deacon  in  my  church,  and  a good 
friend;  and  I don’t  want  to  offend  him.  So  I would 
like  to  have  any  reports  that  you  may  have  sent  to 
me  directly.”  Well,  it  takes  more  time  sometimes  to 
get  the  patient  to  understand  that  his  own  doctor  next 
door  is  his  best  friend,  and  lies  mid-way  in  his  path- 
way towards  good  health,  than  it  does  to  find  what  is 
the  matter  with  him  and  decide  what  to  advise  him 
to  do.  That  is,  to  get  the  patient  sold  on  going  back 
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to  his  doctor,  when  he  has  gone  on  his  own  to  see 
you,  is  quite  a problem;  but  my  experience  has  been 
that  an  enormous  majority  of  these  people  are  happy 
to  go  back  to  their  doctors  if  they  are  assured  that 
the  doctor  will  not  be  sore  about  them  slipping  off  and 
coming  to  see  you.  Here,  it  may  be  important  to  re- 
member that  it  is  still  a free  country,  and  people  may 
vote  for  whom  they  like,  drink  the  kind  of  whiskey 
they  prefer,  and  choose  their  own  doctors.  There  is  no 
reason  why  any  physician  or  any  group  of  physicians 
should  have  a chip  on  their  shoulder.  There  are  only 
two  things  which  should  bother  a doctor  in  this  re- 
spect. First,  that  the  patient  come  back  to  him,  and, 
second,  that  he  pays  for  what  he  gets.  Next  in  impor- 
tance is  to  reconcile  the  patient  with  regard  to  pre- 
vious diagnoses.  If  physicians  all  thought  exactly  alike 
and  invariably  made  the  same  diagnosis  and  offered 
the  same  treatment,  there  would  be  no  reason  for  a 
person  to  see  but  one  doctor.  This,  of  course,  is  not 
true.  To  explain  to  a patient  why  your  findings  are 
different  from  those  already  made,  I usually  tell  these 
folks  that  the  findings  that  we  made  are  as  of  today, 
are  based  on  what  the  patient  has  said,  the  physical 
findings,  and  the  multiple  laboratory  procedures  under- 
taken. Further,  that  the  patient  has  been  given  very 
much  more  time  and  thought,  much  more  so  than  his 
doctor  could  have  well  given  him,  and  see  the  rest  of 
the  people  in  the  waiting  room.  The  number  of  patients 
that  an  internist  can  see  in  a day  is  small.  Then,  many 
patients  like  to  have  their  day  in  court,  so  to  speak,  to 
see  somebody  that  they  can  unburden  their  whole 
accumulation  of  difficulties  upon.  Frequently,  the  pa- 
tient feels  much  better  when  you  sit  right  down  and 
call  up  his  doctor  and  talk  with  him  about  his  case 
with  the  patient  sitting  there  listening.  Many  times, 
additional  information  can  be  obtained  from  the  phy- 
sician who  has  seen  the  patient  much  more  often. 

As  one  gets  older  in  practice,  referrals  come  more 
and  more  from  patients  and  their  friends  than  from 


physicians.  In  looking  back  over  some  of  the  records, 
I frequently  find  that  the  patient’s  record  in  this  office 
extends  over  a period  of  25  to  30  years  and  during 
that  time,  perhaps,  letters  have  been  written  to  as 
many  as  five  or  six  different  physicians.  The  other  day 
a patient  came  in,  and  his  present  personal  physician 
was  very  much  upset  because  he  had  come  to  this 
office.  The  fellow  lived  in  a small  town  and  during 
the  last  25  years  he  had  had  five  different  personal 
physicians.  Three  of  them  had  died,  one  of  them  is  a 
chronic  alcoholic,  and  his  present  physician  is  a young 
healthy  buck,  sober,  well  trained,  and  well  behaved. 
This  young  physician  was  rather  sore  because  the  man 
had  come  back  to  this  office,  but  after  reading  over  the 
telephone  to  him  some  of  the  previous  experiences 
with  this  fellow,  he  became  much  more  reconciled. 
After  all,  none  of  us  has  any  right  or  title  to  any  pa- 
tient, except  in  so  far  as  he  depends  on  us  for  care 
and  seeks  our  advice  and  services.  Actually,  we  are 
all  more  or  less  competitors.  To  keep  the  peace  is  one 
of  the  most  important  functions  of  a doctor;  to  try  to 
give  the  patient  some  peace  of  mind;  to  keep  the 
peace  with  our  fellow  practitioner  is  a must  in  the 
modern  practice  of  medicine. 

At  times  patients  will  go  away  to  large  well- 
established  clinics.  They  will  receive  a report,  and 
presently  a report  will  come  back  to  me.  What  should 
my  attitude  be?  Well,  I have  the  patient  come  in  at 
an  appointed  time,  go  over  the  report  with  him,  look 
over  the  previous  findings  here,  and  endeavor  to  ex- 
plain to  the  patient  what  his  situation  is,  what  they 
thought,  and  what  I think.  Periodic  checks  are  very 
instructive.  I do  not  believe  it  is  wise  to  tell  people 
when  they  have  gone  somewhere  else  and  have  had 
a careful  examination  that  their  money  and  time  have 
been  thrown  away.  If  one  stops  to  think  how  much 
they  spend  on  automobiles,  cigarettes,  and  whiskey, 
why  should  we  feel  sorry  about  them  having  some 
additional  medical  expense  that  we  don’t  pay  for? 


Nitrofurazone  in  Anorectal  Wounds.  Leon  Banov, 
Jr.,  Charleston.  Sinai  IIosp.  J.  5:57  (Oct.  1956) 

This  is  a preliminary  report  of  a clinical  study  to 
evaluate  the  locally  acting  nitrofurazone  in  the  heal- 
ing of  postoperative  anorectal  wounds.  All  patients 
included  in  this  report  had  either  hemorrhoidal  dis- 
ease, or  an  anal  fissure,  or  both.  Hemorrhoidectomies 
were  performed  using  a modified  ligature-excision 
open  technique.  Fissurectomies  were  patterned  after 
the  procedure  described  by  Gabriel.  Serial  color  photo- 
graphs were  made  of  the  wound  immediately  after 


the  operation,  and  at  weekly  (or  near  weekly)  inter- 
vals until  the  wound  was  healed.  Fifty-one  cases  were 
treated  with  daily  applications  of  nitrofurazone  until 
the  anorectal  wound  was  healed.  Seventeen  cases  did 
not  receive  nitrofurazone  and  served  as  a control 
group.  Nitrofurazone  skin  sensitivity  occurred  in  only 
one  patient  who  received  the  drug  for  a relatively 
longer  period  of  time.  This  clinical  study  demon- 
strated the  effectiveness  of  nitrofurazone  in  improving 
postoperative  anorectal  wound  healing. 
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At  a meeting  of  Council,  which  is  the  committee  on  finance  of  the  South 
Carolina  Medical  Association,  it  was  reported  by  the  treasurer  that  it  is  necessary 
to  raise  the  annual  dues.  Until  recently  the  Journal  was  a source  of  income.  At 
present  it  is  just  about  self-supporting.  The  cost  of  printing  has  increased  steadily. 
The  proceeds  from  advertising  is  more  or  less  fixed,  as  the  advertising  is  obtained 
from  a central  agency  and  the  amount  of  advertising  has  to  bear  a certain  ratio  to 
scientific  and  other  articles.  The  activities  of  the  Association  are  steadily  increasing. 
Supporting  proper  legislation  in  public  health  matters  is  costly.  The  subject  of 
raising  dues  was  discussed  freely  at  a special  meeting  of  the  House  of  Delegates 
in  November.  It  was  decided  to  defer  any  action  until  the  annual  meeting,  and 
in  the  meantime  to  inform  the  members  of  the  Association  through  the  Journal 
and  the  county  societies.  The  Association  is  now  going  heavily  into  its  surplus, 
which  will  soon  be  exhausted  unless  an  increase  in  dues  is  authorized  by  the 
House  of  Delegates  at  the  annual  meeting. 

In  this  connection  it  seems  timely  to  make  some  remarks  concerning  the 
Journal.  It  can  be  stated  categorically  that  the  State  Association  could  not  function 
satisfactorily  without  a well  managed  journal.  It  is  the  means  of  communication 
between  the  physicians  of  the  state.  In  its  pages  are  important  announcements 
and  official  reports.  It  affords  a means  by  which  individuals  and  groups  can  ex- 
press their  views  on  various  problems.  It  serves  an  important  function  in  publish- 
ing scientific  articles  by  physicians  of  the  state.  National  journals  keep  us  abreast 
of  scientific  developments,  in  general,  but  the  State  Journal  serves  the  additional 
purpose  of  keeping  us  informed  about  activities  in  our  own  institutions.  The  pub- 
lishing of  a state  association  journal  is  a task  requiring  ability,  industry,  judgment 
and  discretion.  The  editor  must  be  not  only  gifted  but  dedicated  to  the  job.  To  our 
editor,  Dr.  Joseph  I.  Waring,  goes  most  of  the  credit  that  our  Journal  fulfills  its 
purpose  so  well.  We  should  constantly  bear  the  Journal  in  mind  and  send  to  it 
news  of  professional  interest  and  scientific  articles. 

By  the  time  this  appears  in  print  it  is  hoped  that  the  proposed  amendment  to 
the  Optometry  Bill  will  have  been  defeated.  The  amendment  is  based  upon  the 
false  assumption  that  optometrists  can  detect  the  presence  of  disease  in  the  eyes. 
Becognition  of  disease  processes  in  the  eyes  requires  medical  training.  Certain 
eye  diseases,  particularly  in  the  early  stages  are  recognized  with  difficulty  even 
by  trained  ophthalmologists.  It  would  not  be  sound  for  the  state  to  legislate  that 
optometrists,  who  are  not  physicians,  are  competent  in  this  field. 

William  H.  Prioleau,  President 
South  Carolina  Medical  Association. 

February  9,  1957 
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TENTATIVE  SCIENTIFIC  PROGRAM 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

MAY  1,  2,  1957 
Myrtle  Reach,  S.  C. 

WEDNESDAY,  MAY  1 


2:55  P.  M. 
3:00  P.  M. 
3:30  P.  M. 

4:00  P.  M. 
4:30  P.  M. 


9:00  A.  M. 
9:15  A.  M. 

9:45  A.  M. 

10:15  A.  M. 

10:45  A.  M. 
11:15  A.  M. 

11:45  A.  M. 


12:45  P.  M. 
2:15  P.  M. 

2:45  P.  M. 

3:15  P.  M. 

4:30  P.  M. 


Call  to  Order. 

Subject  To  Be  Announced — Eugene  Ferris,  M.  D.,  Atlanta,  Ga. 

“Psychiatric  Problems  Best  Not  Managed  by  a Psychiatrist” — 
Joseph  Hughes,  M.  D.,  Philadelphia,  Pa. 

Becess  to  visit  exhibits. 

Panel:  “Use  and  Abuse  of  Drugs  in  Emotional  illness” 

Moderator:  Eugene  Ferris,  M.  D.,  Atlanta,  Ga. — Internist  Joseph 
Hughes,  M.  D.,  Philadelphia,  Pa.,  Psychiatrist 
E.  Ivan  Bruce,  Jr.,  M.  D.,  Galveston,  Texas,  Psychiatrist 
Frank  E.  Whitacre,  M.  D.,  Nashville,  Tenn.,  Obstetrician  and 
Gynecologist. 

THURSDAY,  MAY  2 

Memorial  Service 

The  President’s  Address 

William  H.  Prioleau,  M.  D.,  Charleston,  S.  C. 

“Management  of  Breast  Lesions” — W.  Emory  Burnett,  M.  D., 
Philadelphia,  Pa. 

“Newer  Concepts  & Approaches  in  the  Etiology  and  Treatment  of 
Cancer” — R.  Lee  Clarke,  Jr.,  M.  D.,  Houston,  Texas 

Recess  to  visit  exhibits. 

Subject  to  be  Announced — Eugene  A.  Stead,  Jr.,  M.  D.,  Durham, 
N.  C. 

Forum:  “Gastrointestinal  Hemorrhage” 

Moderator — W.  Emory  Burnett,  M.  D.,  Philadelphia,  Pa.,  Surgeon 
Panelists:  R.  Lee  Clarke,  Jr.,  M.  D.,  Houston,  Texas,  Surgeon 
Eugene  Ferris,  M.  D.,  Atlanta,  Ga.,  Internist 
Eugene  A.  Stead,  Jr.,  M.  D.,  Durham,  N.  C.,  Internist. 

Luncheon  Recess 

E.  Ivan  Bruce,  Jr.,  M.  D..  Galveston,  Texas 
(Subject  to  be  announced — Psychiatric) 

“Management  of  Breech  Presentations” — Frank  E.  Whitacre,  M.  D., 
Nashville,  Tenn. 

Clinico-Pathologie  Conference.  (See  Protocol). 

Eugene  A.  Stead,  Jr.,  Nl.  D.,  Durham,  N.  C. 

Adjournment. 
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Editorials 


A NEW  POLIO  VACCINATION 
PROGRAM 

Following  a preliminary  conference  in 
Washington  proposed  by  our  Julian  Price,  a 
larger  and  more  representative  meeting  was 
held  in  Chicago  to  discuss  what  part  physicians 
should  take  in  promoting  the  use  of  polio  vac- 
cine. In  discussion  it  was  reiterated  that  the 
vaccine  has  been  proven  to  be  as  safe  and  as 
effective  as  might  be  hoped  for  any  vaccine, 
that  careful  and  extensive  surveys  have  shown 
its  great  value  in  the  prevention  of  paralytic 
poliomyelitis,  that  everyone  up  to  the  age  of 
40  years  should  have  it,  that  many  physicians 
are  as  apathetic  about  the  vaccine  as  is  the 
public,  and  that  valuable  vaccine  material  is 
spoiling  from  disuse. 

It  was  agreed  that  since  current  efforts  by 
health  officials  and  by  the  N.F.I.P.  have  failed 
to  incite  the  public  to  general  use  of  the  vac- 
cine, it  should  become  the  duty  of  the  medical 
profession  itself  to  arouse  its  own  apathetic 
members  and  to  devise  means  of  making  vac- 
cine easily  and  cheaply  available  to  all  who 
will  take  it.  In  promoting  such  an  endeavor, 
the  profession  is  taking  a priceless  opportunity 
to  improve  public  relations  by  demonstrating 
a desire  to  do  something  valuable  and  im- 
portant for  the  people,  and  by  offering  a ser- 
vice which  is  positive  and  constructive,  and 
potentially  invaluable  to  all  concerned. 

It  was  thought  that  any  such  campaign 
should  work  best  on  a local  level.  The  Council 
of  the  South  Carolina  Medical  Association 
has  met  and  discussed  the  matter  at  length, 
agreeing  fully  to  its  desirability  and  early 
implementation.  A committee  representing 
various  bodies  has  been  appointed  by  the 
President,  as  follows: 

Dr.  Charles  Wyatt,  Chairman,  Academy  of 
General  Practice 

Dr.  Bachman  Smith,  Council  of  the  S.  C. 
M.  A. 

Dr.  Walter  S.  Hart,  S.  C.  Pediatric  Society 

Dr.  William  Bryan,  S.  C.  Society  of  Obstet- 
rics & Gynecology 


Dr.  G.  S.  T.  Peeples,  State  Health  Officer 
It  is  planned  that  this  Committee  will  work 
with  various  other  interested  organizations  and 
people  to  set  up  activity  all  over  the  state. 
Local  conditions  will  determine  details  to  a 
large  extent. 

This  Committee  will  be  the  leaders  in  a 
most  important  effort,  valuable  from  many 
standpoints.  Every  member  of  the  Association 
should  give  it  hearty  support  by  word  and 
deed. 


POLIO  VACCINATION  IN  SOUTH 
CAROLINA  TO  JANUARY  1957 

Children  under  5 years  who  have  had  3 
doses  of  vaccine  make  up  only  6.5  per  cent  of 
that  age  group. 

Those  who  had  2 doses,  25.4  per  cent. 

Those  who  had  1 dose,  30  per  cent. 

There  are  nearly  a million  people  under  20 
years  of  age  in  South  Carolina  who  are  eligible 
for  free  vaccine.  It  is  not  anticipated  that  vac- 
cine will  be  provided  free  after  July  1,  1957. 


FIGURE  4 
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OPTOMETRY  AND  MEDICINE 

It  is  believed  that  the  medical  profession  of 
South  Carolina  should  be  informed  of  the  at- 
titude of  organized  optometry  toward  our 
profession.  The  following  is  quoted  from  a 
bulletin  from  the  office  of  legal  counsel  of  the 
American  Optometric  Association  dated  July 
25,  1956: 

“There  is  no  doubt  that  medicine  has  many 
times  taken  positions  which  transcend  the 
law.  Many  learned  writers  have  pointed  out 
that  the  medical  oligarchy  ranks  with  the 
world’s  greatest  autocrats  of  all  ages.  Medicine 
has  even  compelled  the  Congress  of  the  United 
States  to  yield.  Medicine  has  convinced  itself 
that  it  supersedes  Government  in  the  care  of 
health.” 

The  leaders  in  American  Ophthalmology 
have  set  up  standards  for  orthoptic  technicians 
which  are  recognized  throughout  the  world 
for  their  high  caliber.  After  completing  a pre- 
scribed course  in  orthoptics  given  under  the 
supervision  of  ophthalmologists,  they  are  re- 
quired to  take  examinations  by  a board  of 
ophthalmologists  before  being  allowed  to 
practice.  Following  this,  they  are  allowed  to 
carry  out  their  work  only  under  the  sponsor- 
ship and  direction  of  an  ophthalmologist.  The 
following  is  what  the  optometrists  have  to 
say  regarding  these  highly-trained  orthoptic 
technicians  and  is  taken  from  the  above-quoted 
bulletin: 

“The  medical  man  steeped  in  his  own 
autocracy  and  drunk  with  his  own  power,  sets 
up  a course  of  training  which  he,  in  his  sole 
judgment,  believes  to  be  adequate  and  if  a lay 
person  subjects  himself  to  this  training  and  is 
thereafter  certified  by  receiving  a certificate 
of  completion  or  approval  from  the  medical 
group,  this  lay  person  becomes  a ‘medical 
technician’  untouchable  by  the  law  or  Govern- 
ment.” 

Thomas  R.  Gaines,  M.  D. 


THE  PROPOSED  AMENDMENT  TO 
THE  OPTOMETRIC  LAW 
The  action  of  the  House  of  Delegates  and 
the  Council  of  the  South  Carolina  Medical 
Association  respectively  in  opposing  House 
Rill  #1094  in  the  South  Carolina  House  of 


Representatives,  is  convincing  proof  of  organ- 
ized medicine’s  concern  for  the  welfare  of  the 
citizens  of  this  state. 

This  bill  is  an  amendment  to  the  existing 
law  regulating  the  practice  of  optometry  in 
South  Carolina. 

The  present  law  reads  as  follows:  “When- 
ever it  is  required  by  law  that  a visual  test  of 
the  eye  be  made  or  optometric  care  of  the  eye 
be  required  of  any  person  by  any  school  or 
college,  State  or  County  Roard  or  other  agency 
of  the  Government,  such  test  or  care  may  be 
made  or  had  by  an  optometrist  duly  licensed 
in  this  State.  When  any  person  is  required  to 
furnish  evidence  of  visual  efficiency  a report 
of  any  such  optometrist  shall  be  a compliance 
with  the  law  requiring  such  certificate  or  re- 
port.” 

The  proposed  amendment  embodied  in 
House  Rill  #1094  reads:  “Provided  that  in  the 
selection  of  such  person  to  make  such  test  that 
none  of  said  institutions,  boards,  or  agencies 
shall  discriminate  against  an  optometrist  or 
any  other  ocular  practitioner.” 

On  its  face  this  amendment  at  first  glance 
seems  innocuous. 

Careful  consideration,  however,  of  such  an 
enactment  if  it  became  law,  would  restrict  and 
seriously  limit  the  exercise  of  medical  judge- 
ment by  doctors  of  medicine  whether  they  be 
health  officers,  school  physicians,  or  others 
concerned  with  health,  supervising,  or  ad- 
ministrative capacities  in  institutions  on  boards 
or  agencies. 

Such  limitations  of  the  proper  exercise  of 
judgement  by  a doctor  of  medicine  would  in 
turn  affect  in  many  instances  the  welfare  and 
health  of  the  individual  examined. 

This,  therefore,  is  essentially  a medical 
problem  and  the  certification  as  to  eye  health 
certainly  falls  in  that  category  as  much  as  any 
part  of  the  human  body.  Therefore  such  cer- 
tification should  be  in  the  province  of  a doctor 
of  medicine. 

The  provisions  of  the  present  State  law 
regulating  optometry  are  adequate  for  those 
practicing  optometry,  and  there  is  no  necessity 
for  extending  this  practice  beyond  its  present 
area. 
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Actually  if  the  motive  behind  the  amend- 
ment is  solely  one  to  prevent  discrimination, 
such  a fear  is  hardly  justified.  It  is  known  that 
many  schools  in  counties  in  this  state  already 
instruct  the  parents  of  school  children  to  send 
those  children  with  defective  vision  to  optome- 
trists. Those  that  do  not,  instruct  them  to  re- 
port to  the  family  doctor  or  to  “an  eye  special- 
ist.” 

It  is  our  impression  that  the  rank  and  file  of 
optometrists  in  South  Carolina  are  quite  satis- 
fied with  the  present  law  under  which  they 
now  practice.  They  are  not  eager  to  follow 
the  militant  and  disturbing  leadership  of  some 
of  their  number  who  annually  attempt  to 
grasp  new  prerogatives  under  sanction  of  legal 
amendments. 

The  vicious  and  vituperative  attacks  on  or- 
ganized medicine  in  general,  as  published  in 
the  bulletin  from  the  legal  counsel  of  the  Amer- 
ican Optometric  Association,  Inc.,  volume  XV, 
Bui.  No.  6 — July  25,  1956,  is  further  evidence 
of  a radical  leadership  which  will  do  optom- 
etry no  good,  when  they  speak  among  other 
epithets  of  “the  medical  men  steeped  in  his 
own  autocracy  and  drunk  with  his  own 
power,”  and  “that  the  medical  oligarcy  ranks 
with  the  world’s  greatest  autocrats  of  all  ages. 
Medicine  has  even  compelled  the  congress  of 
the  United  States  to  yield — Medicine  has  con- 
vinced itself  that  it  supersedes  Government  in 
the  care  of  health.” 

Such  descriptions  of  organized  medicine  bv 
legal  counsel  of  the  American  Optometric 
Association,  Inc.  is  a libel  on  organized  medi- 
cine in  South  Carolina,  as  well  as  each  mem- 
ber of  the  South  Carolina  Medical  Associa- 
tion. 

It  is  nothing  new  for  non-medical  so  called 
professional  practitioners  who  have  been 
allowed  by  law  to  practice  on  human  beings 
to  use  the  appealing  cry  of  “discrimination" 
in  their  efforts  to  expand  into  areas  of  practice 
which  is  not  for  the  best  interest  of  the  public 
health  and  welfare. 

All  members  of  the  South  Carolina  Medical 
Association  would  serve  the  cause  of  the  pub- 
lic by  individually  urging  their  representatives 
in  the  South  Carolina  General  Assembly  to 
oppose  this  legislation. 


MATERNAL  HEALTH  COMMITTEE 

This  valuable  Committee  of  the  Association 
continues  to  carry  on  its  important  activities. 
It  has  been  in  continuous  existence  for  many 
years  and  owes  its  present  status  to  the  en- 
thusiasm of  many  former  members,  of  whom 
Dr.  Robert  Seibels  and  Dr.  Decherd  Guess 
have  been  the  leading  spirits.  Its  effort  has 
been  directed  toward  discovering  the  reason 
for  South  Carolina’s  high  maternal  mortality, 
in  recent  times  much  higher  than  it  is  now,  but 
showing  at  present  a pleasing  reduction  which 
will  be  encouraged  further. 

The  Committee  is  in  no  sense  a police  com- 
mittee, but  a group  which  endeavors  to  dis- 
cover where  accident  or  error  may  have  been 
responsible  for  maternal  deaths,  and  by  friend- 
ly discussion  attempts  to  clarify  the  reasons 
for  these  catastrophes.  It  carries  no  personal 
animus  against  any  physician,  but  aims  to 
clarify  situations  which  might  recur  with  bet- 
ter outcome. 

The  Committee  depends  on  the  cooperation 
and  interest  of  its  fellow-members  of  the  Asso- 
ciation in  furnishing  necessary  information 
which  may  be  reviewed.  Its  hope  is  to  reduce 
maternal  mortality  in  South  Carolina  to  a 
minimum,  and  to  bring  our  techniques  and  re- 
sults up  to  the  highest  plane. 

It  may  well  be  assumed  that  the  efforts  of 
this  Committee  over  the  years  past  have  had 
no  small  part  in  the  decline  in  the  number  of 
maternal  deaths  in  the  state. 


ON  KEEPING  UP  WITH  MEDICINE 
Whatever  in  the  light  of  modern  knowledge 
the  deficiencies  of  the  physician  of  a century 
ago  might  have  been,  the  practitioner  of  the 
day  had  a tremendous  advantage  over  us 
present  plodders  in  that  his  medicine  was 
static,  more  or  less,  and  he  needed  little  re- 
freshment to  keep  it  in  order.  New  methods 
and  new  drugs  were  few  and  relatively  far  be- 
tween. The  doctor  was  not  impelled  to  travel 
great  distances — a difficult  job  in  those  days — 
to  keep  himself  abreast  of  the  times,  nor  did 
he  need  to  penetrate  great  stacks  of  journals 
to  read  the  latest  word.  Especially  was  he 
spared  the  deluge  of  advertising  matter  which 
drowns  our  desks  daily,  promising,  encourag- 
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ing,  and  pleading  with  us  to  use  in  profusion 
a confusion  of  products. 

Medical  life  was  simpler  then.  It  is  not  likely 
that  we  would  trade  the  present  stimulating 
harassment  of  our  day  for  it. 

POISON  CONTROL  CENTER 

Among  the  man-made  diseases  may  be  in- 
cluded many  forms  of  poisoning  by  substances 
which  are  intended  for  the  control  of  various 
pests,  and  which  seem  to  multiply  as  rapidly 
as  do  the  antimicrobials  and  the  tranquilizers. 
It  is  as  difficult  to  follow  the  possible  harmful 
effects  of  these  substances  as  it  is  to  keep  up 
with  the  toxic  effects  of  the  many  new  drugs 
which  are  pouring  into  the  market.  Neither  is 
the  practitioner  always  conversant  with  the 
treatment  of  poisoning  due  to  the  overdose  of 
older  and  common  remedies,  since  emergencies 
with  such  substances  are  fortunately  not  com- 
mon enough  to  keep  the  memory  polished. 

Now  if  the  doctor’s  book  or  journal  isn’t 
handy,  he  can  obtain  without  cost  full  informa- 
tion on  poisoning  of  any  kind.  A letter  has  been 
sent  to  all  physicians  of  the  state  announcing 
the  opening  of  an  information  bureau  which 
may  be  reached  at  all  times.  Instigated  by  the 
Committee  on  Accident  Prevention  of  the 
South  Carolina  chapter  of  the  American  Acad- 
emy of  Pediatrics,  and  encouraged  by  the 
State  Health  Officer,  the  South  Carolina  Pedi- 
atric Society,  and  the  Columbia  Hospital,  this 
Center  at  the  Columbia  Hospital  now  main- 
tains a full  file  of  all  information  available  on 
the  subject  of  poisoning,  and  is  eager  to  dis- 
pense it  to  all  who  ask  at  any  hour. 

This  should  be  a most  useful  advance  in  the 
direction  of  reduction  of  accidents  and  is  one 
of  the  first  definite  steps  taken  in  South  Caro- 
lina in  the  field  outside  of  the  range  of  the 
deadly  automobile. 

REPORT  OF  A DELEGATE  TO  THE  A.  M.  A. 

SEATTLE,  WASH.  NOV.  1956 

Dr.  Dwight  Murray  before  the  House  of  Delegates 
made  one  of  the  best  speeches  I have  ever  heard.  He 
pointed  out  that  physicians  cannot  be  content  to  care 
for  the  sick  alone,  but  that  they  must  also  be  ready 
to  participate  in  local,  state,  and  national  affairs. 
Whether  we  like  it  or  not  the  central  government  is 
in  our  medical  lives  already.  Soon  Law  569,  or  Medi- 
care, will  go  into  effect — most  state  associations  have 
already  signed  contracts  with  the  federal  government. 


Public  Law  880,  previously  known  to  us  as  H.  R 
7225,  is  another  that  doctors  will  have  to  work  with. 
These  laws  are  on  the  books  and  the  doctors  must 
provide  the  leadership  to  see  that  they  function 
properly. 

He  quoted  Mr.  Ezra  Taft  Benson,  Secretary  of 
Agriculture,  who  said,  addressing  the  American  Asso- 
ciation of  Land  Grant  Colleges  and  Universities, 
“sooner  or  later  the  accumulation  of  power  in  a central 
government  leads  to  a loss  of  freedom.  Raids  on  the 
federal  treasury  can  be  all  too  readily  accomplished 
by  an  organized  few  over  the  feeble  protests  of  an 
apathetic  majority.  With  more  and  more  activity 
centered  in  the  federal  government,  the  relationship 
between  the  costs  and  the  benefits  of  government  pro- 
grams becomes  obscure.  What  follows  is  the  voting  of 
public  money  without  having  to  accept  direct  local 
responsibility  for  higher  taxes. 

“If  the  present  shift  of  power  from  state  to  federal 
authority  which  started  25  years  ago  is  allowed  to 
continue,  the  states  may  be  left  hollow  shells.”  It  is 
encouraging  to  hear  a cabinet  member  so  statesrights- 
minded. 

Unfortunately,  lately,  a benevolent  federal  govern- 
ment appears  more  attractive  to  the  voting  public  than 
the  preservation  of  individual  freedoms.  If  an  apa- 
thetic medical  profession  takes  its  freedom  for  granted, 
it  will  be  the  beginning  of  the  end  — and  history 
tells  us  that  once  medicine  loses  its  freedom,  other 
fields  of  private  endeavor  are  immediately  in  danger. 
Dr.  Murray  went  on  to  say  that  if  he  had  only  one 
wish  for  the  coming  year  it  would  be  to  command  the 
time  and  talents  of  the  160,000  physicians  of  the 
A.  M.  A.  and  set  us  all  the  task  of  emphasizing  and 
re-emphasizing  the  absolute  necessity  of  patient  and 
profession  freedom.  It  is  essential  to  the  practice  of 
good  medicine  that  the  patient  and  physician  continue 
to  enjoy  their  personal  relationship  which  means  so 
much  to  both. 

This  year  the  average  family  wall  pay  $54.61  for 
the  U.  S.  Government’s  health  and  medical  activities. 
The  total  expenditure  amounts  to  2%  billion  dollars  — 
290  millions  more  than  last  year.-  Even  in  a total  bud- 
get of  61  billion  dollars  the  amount  is  not  insignificant. 

Our  unparalleled  public  health  system  demands 
money,  but  the  trend  is  to  spend  more  and  more  for 
health  and  medical  activities  because  it’s  good  politics. 
People  — all  of  us  — should  combat  the  attitude  of 
“what’s  in  it  for  me”  and  should  promote  “what’s  best 
for  all  Americans  and  our  free  society.” 

In  Belgium  recently  is  a good  demonstration  of 
what  a unified  medical  profession  can  accomplish. 
6,500  out  of  8,500  doctors  belong  to  the  state  associa- 
tion. A bill  was  passed  placing  them  under  the  juris- 
diction of  the  Ministry  of  Labor.  They  refused  to 
cooperate  and  the  government  soon  saw  its  mistake 
and  agreed  to  the  doctors’  plan. 

In  closing  Dr.  Murray  urged  us  all  to  dedicate  our- 
selves to  the  words  used  in  the  oath  of  office  taken  by 
the  president  of  the  American  Medical  Association. 
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“I  shall  champion  the  cause  of  freedom  in  medical 
practice  and  freedom  for  all  my  fellow  Americans.” 

The  cost  and  value  of  the  interim  or  clinical  sessions 
were  brought  out.  Each  such  session  costs  the  A.  M.  A. 
about  $50,000. 00  when  intake  and  outgo  are  recorded. 
Yet  is  was  pointed  out  that  physicians  in  a great  many 
smaller  centers  were  inspired  and  attended  when 
otherwise  they  would  not.  The  chairman  of  the  host 
committee  in  Seattle  made  a stirring  talk  to  this  effect. 
On  the  other  hand,  for  states  like  New  York  the  cost 
of  sending  its  18  delegates  was  a drain  on  the  budget 
of  the  state  society. 

Another  reasonable  solution  was  to  have  a meeting 
of  the  Councils,  Committees,  and  House  of  Delegates 
in  Chicago  every  November  for  two  days  only  on 
Saturday  and  Sunday  and  let  the  Clinical  session  go 
to  any  place  that  it  cares  to.  This  would  be  much 
cheaper  for  the  A.  M.  A.  and  yet  the  clinical  or  interim 
session  would  continue  to  fulfill  its  function.  For  the 
present,  it  was  decided  to  continue  to  have  the  House 
of  Delegates  meet  in  the  same  place  and  at  the  same 
time  as  the  clinical  session. 

The  reference  committee  that  studied  several 
resolutions  concerning  Medical  Ethics  referred  the 
subject  back  to  the  judicial  council.  The  meeting 
which  lasted  all  day  was  heavily  attended  and  there 
was  much,  and  at  times  bitter,  discussion.  Every 
imaginable  phase  of  thought  and  interpretation  was 
brought  up.  This  long  discussion  pointed  up  the 
obvious  fact  that  it  will  be  impossible  to  please  every- 
one when  such  a document  as  the  Principles  of  Medi- 
cal Ethics  is  simplified  or  clarified.  Some  wag  sug- 
gested that  next  year  the  Ten  Commandments  would 
be  put  before  the  House  to  be  simplified,  clarified,  and 
discussed.  The  reference  committee  did  the  wise 
thing. 

Dr.  Gunnar  Gundersen,  Chairman  of  the  Board  of 
Trustees,  made  a strong  plea  for  the  World  Medical 
Associaton  and  pointed  out  its  importance  in  world 
affairs.  The  last  meeting  was  held  in  Havana  — all 
the  European  nations  sent  representatives  and  none 
of  those  behind  the  Iron  Curtain.  Few  of  the  Asiatic 
nations  sent  delegates  because  of  the  cost  of  travel 
over  great  distances.  The  next  meeting  will  be  in 
Istanbul,  September  29  - October  5,  1957. 

The  question  of  fluoridation  of  water  was  brought 
up  again.  The  subject  was  referred  to  the  council  on 
foods  and  nutrition  and  the  council  on  pharmacology 
and  chemistry  for  evaluation.  Report  is  to  be  made  in 
Philadelphia  in  1957. 

A resolution  urging  that  all  Blue  Shield  Plans  extend 
coverage  to  as  nearly  complete  as  possible  was  passed. 

Several  resolutions  were  introduced  pointing  out 
that  in  some  veterans  hospitals  it  is  common  practice 
for  the  hospital  to  apply  for  money  when  a patient  is 
covered  by  industrial  compensation  or  private  insur- 
ance. It  was  never  intended  that  veterans  covered  by 
this  type  insurance  should  be  covered  by  V.  A.  Reg. 
6047-D1. 


Medicare  has  gone  into  effect  nationwide.  In  many 
states,  the  fiscal  agency  is  the  state  Blue  Shield  Plan. 
Such  is  the  case  in  South  Carolina.  In  others  a private 
company  or  the  state  medical  society  handles  the 
money.  It  must  be  remembered  that  although  Blue 
Shield  handles  this  money  in  South  Carolina  — there 
is  no  other  connection  between  Medicare  and  Blue 
Shield.  Medicare  is  the  result  of  a federal  law  and  pays 
the  private  physician  for  attendance  on  dependents 
of  service  men  who  are  not  near  a service  dispensary 
or  hospital.  The  fees  are  based  on  a point  value  sys- 
tem and  are  generally  considerably  higher  than  the 
Blue  Shield  fees.  This  is  as  it  should  be.  Blue  Shield 
is  between  doctor  and  patient  in  South  Carolina. 
Medicare  is  between  the  federal  government  and  the 
doctor  in  South  Carolina. 

Public  Law  880  is  the  one  whereby  cash  benefits 
are  paid  for  permanently  and  totally  disabled  persons. 
It  was  recommended  to  the  Board  of  Trustees  that 
the  findings  of  the  doctors  first  applying  for  benefits 
for  a patient  be  submitted  to  a rotating  committee  of 
physicians  appointed  by  the  state  or  regional  society 
involved.  This  committee  will  have  full  authority  to 
investigate  and  make  the  final  decision  as  to  whether 
benefits  are  deserved. 

The  House  of  Delegates  approved  a resolution 
urging  that  all  hospitals  voluntarily  reduce  the  num- 
ber of  interns  by  25%.  In  1955  there  were  11,048 
internships  approved  with  only  6,960  American  grad- 
uates to  fill  them.  A resolution  doing  away  with  the 
25%  rule  was  disapproved.  In  other  words  approval 
for  internship  will  be  withdrawn  from  those  hospitals 
that  are  unable  to  get  25%  of  their  quota  of  interns 
for  two  years.  This  has  always  seemed  unfair  to  me. 
It  places  the  requisite  of  more  than  25%  of  the  quota 
for  interns  as  a necessity  for  approval. 

The  widely  discussed  use  of  isotopes  was  brought 
up.  The  House  of  Delegates  concurred  in  the  report 
of  the  Board  of  Trustees  that  radioactive  isotopes 
should  be  used  under  the  direction  of  a committee 
composed  of  a radiologist,  a surgeon,  an  internist,  a 
gynecologist,  a urologist,  and  a pathologist.  The  com- 
mittee may  vary  with  different  circumstances,  but  only 
those  with  a full  knowledge  of  isotopes  should  ever 
use  them.  Dr.  Pendergrass  representing  the  section  on 
radiology  talked  against  this  recommendation  but  it 
was  overruled. 

It  will  be  interesting  here  to  mention  two  items  of 
interest  that  Dr.  Pendergrass  mentioned  in  a discus- 
sion. He  does  not  approve  or  use  radioactive  isotopes 
in  the  treatment  or  diagnosis  of  thyrotoxicosis  in 
women  under  40  because  he  has  found  that  the  ovaries 
also  take  up  iodine — not  as  much  as  the  thyroid  but  to 
an  appreciable  extent.  Damage  if  any  is  not  known. 

A study  in  England  showed  that  of  500  pregnant 
women  who  had  an  x-ray  film  or  x-rays  film  taken 
the  percentage  of  mutations  was  4 and  in  a series  of 
500  pregnant  women  who  did  not  have  x-ray  there 
were  no  mutations. 
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He  agreed  that  the  more  one  discovers  about  radium 
and  radioactive  substances  the  more  conservative  one 
becomes. 

A resolution  commending  the  Association  of  Amer- 
ican Physicians  and  Surgeons  for  sponsoring  its  annual 
essay  contest  was  disapproved.  The  House  of  Dele- 
gates could  see  no  valid  reason  why  it  should  endorse 
or  disapprove  the  efforts  of  another  organization  over 
which  it  has  no  authority  or  influence. 

The  Oklahoma  State  Medical  Association  entered 
one  of  the  most  interesting  resolutions  that  has  ever 
been  brought  up.  It  urged  the  developing  of  better 
understanding  between  peoples  of  different  nations 
bv  acts  of  neighborliness.  It  subscribed  to  the  state- 
ment of  President  Eisenhower  when  he  said  “if  our 
American  ideology  is  eventually  to  win  out  in  the 
great  struggle  being  waged  between  the  two  opposing 
ways  of  life,  it  must  have  the  active  support  of  thou- 
nands  of  independent  private  groups  and  institutions 
and  of  millions  of  individual  Americans  acting  through 
person-to  person  communication  in  foreign  lands.” 

This  concluded  the  important  resolutions.  The 
following  excerpts  are  from  various  reports  — secre- 
tary, trustees,  and  councils.  The  number  of  physicians 
holding  membership  in  the  A.  M.  A.  increased  by 
4,509  over  the  previous  year.  The  income  from  dues 
was  increased  by  $202,940.00  over  the  previous  same 
period.  A move  to  try  to  increase  membership  in  the 
A.  M.  A.  is  to  be  made  especially  in  New  York, 
Massachusetts,  and  several  other  large  states  where 
the  proportion  of  A.  M.  A.  members  to  state  members 
is  small.  The  delinquency  date  will  be  advanced  to 
June  1st  in  1957. 

The  following  are  meetings  already  scheduled. 
Annual  1957  — New  York,  June  3-7;  1958  San  Fran- 
cisco, June  23-27;  1959  Atlantic  City.  June  8-12;  1960 
Chicago.  The  Clinical  meetings:  1957  Philadelphia, 
December  3-6;  1958  Minneapolis,  December  2-5;  1959 
Dallas. 

Dr.  Edward  M.  Gans  of  Montana,  an  80  year  old 
physician,  was  announced  as  the  General  Practitioner 
of  the  Year.  He  has  practiced  medicine  51  years  — 44 
in  the  same  town.  He  said  that  he  had  never  said  a 
mean  or  ugly  thing  about  another  physician. 

California  Medical  Association  contributed  $132,- 
981.00  to  the  American  Medical  Education  Founda- 
tion; New  Jersey  $25,000.00;  Utah  $11,870.00;  and 
Arizona  $3,695.00.  A number  of  states  have  assessed 
each  member  $10.00  a member  for  this  worthy  cause. 
Part  of  the  California  contribution  came  from  the 
physician  Audio-Digest  which  a great  many  doctors 
in  South  Carolina  as  well  as  the  nation  subscribe  to. 
The  A.  M.  A.  this  year  has  given  a total  of  about 
$343,000.00.  $118,000.00,  the  cost  >>1  operating  the 
foundation,  is  contributed  by  the  A.  M.  A.  Anyone 
wishing  to  make  a contribution  to  any  medical  school 
should  do  so  through  the  American  Education  Founda- 
tion. 

George  Dean  Johnson,  \1.  D. 


ANNOUNCEMENTS 


EMORY  UNIVERSITY  SCHOOL  OF  MEDICINE 
Announces 
a Two-Day  Course  in 
ELECTROLYTES 
March  29  and  30,  1957 
Course  will  be  under  the  direction  of 
Dr.  Arthur  Merrill, 

Associate  Professor  of  Medicine, 
and 

other  faculty  members  of  Emory  University, 
(visiting  faculty  includes)  Dr.  Arnold  S.  Reiman, 
Associate  Professor  of  Medicine,  Boston  University 
School  of  Medicine,  and  Dr.  T.  S.  Danowski,  Profes- 
sor of  Research  Medicine,  University  of  Pittsburgh 
School  of  Medicine. 

Address:  Postgraduate  Teaching  Program, 

Emory  University  School  of  Medicine, 

Atlanta,  Georgia 


THE  SOUTHEASTERN  SURGICAL  CONGRESS 
St.  Petersburg,  Florida 
April  1-4,  1957 


DOCTOR  - LAWYER  MEETING 
SCHEDULED  FOR  ATLANTA 

The  American  Medical  Association  has  invited  doc- 
tors and  lawyers  in  the  South  and  Southeast  to  a 
medicolegal  symposium  in  Atlanta,  Ga.,  March  15  and 
16. 

One  of  a series  of  three  such  symposiums  to  be  held 
during  March  in  various  sections  of  the  United  States, 
the  Atlanta  symposium  will  feature  such  subjects  as 
trauma  and  disease,  medical  expert  testimony  and  the 
medical  witness.  In  addition,  a mock  trial  demonstra- 
tion will  take  up  the  introduction  in  court  of  chemical 
tests  for  intoxication. 

Registration  fee  for  the  meeting  — to  be  held  at 
the  Atlanta-Biltmore  Hotel  — is  $5.00.  This  will  cover 
the  cost  of  a luncheon  session  and  a copy  of  any  pro- 
ceedings that  are  published.  Plans  are  being  made  to 
accommodate  350  attorneys  and  physicians.  However, 
Mr.  Stetlcr  pointed  out  that  advance  interest  in  the 
symposium  is  so  great  that  early  registrations  are  ad- 
visable. 

Applications  for  attendance,  together  with  the 
registration  fee,  should  be  sent  to  the  Law  Depart- 
ment, American  Medical  Association,  535  North 
Dearborn,  Chicago  10,  Illinois. 
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THE  1957  11TH  ANNUAL  NATIONAL 
ESSAY  CONTEST  FOR  HIGH  SCHOOL 
STUDENTS 

County  and  state  medical  societies  and  their  auxiliaries 
are  cordially  invited  to  sponsor  the  1956  Essay  Con- 
test for  high  school  students. 

A Choice  of  Topics 

“The  Advantages  of  Private  Medical  Care” 
or 

“The  Advantages  of  The  American  Free  Enterprise 
System” 

$1,000  First  Prize 

Once  again,  the  AAPS’  Freedom  Programs,  Inc.  will 
award  six  national  prizes  — first,  $1,000;  2nd,  $500; 
3rd,  $100;  4th,  5th  and  6th  of  $25.00  each. 

All  students  of  the  10th,  11th  and  12th  grades  of 
public  and  parochial  schools  are  urged  to  participate 
in  the  Essay  competition. 

It  is  optional  with  sponsoring  bodies  to  have  stu- 
dents from  the  7th,  8th  and  9th  grades  participate 
in  the  Contest. 

Small  packaged  libraries  with  bibliography  may  be 
proeured  ( free  of  charge ) by  writing  AAPS,  185 
North  Wabash  Avenue,  Suite  318,  Chicago  1,  Illinois. 


CORRESPONDENCE 


NEW  YORK  UNIVERSITY— 
11ELLEVUE  MEDICAL  CENTER 
of  New  York  University 

Institute  of  Physical  Medicine  and  Rehabilitation 
400  East  34th  Street 
New  York  16,  N.  Y. 

February  7,  1957 

My  dear  Dr.  Waring: 

I am  pleased  to  inform  you,  the  physicians  of  South 
Carolina  and  all  persons  within  South  Carolina  who 
are  interested  in  rehabilitation  and  services  to  the 
handicapped,  that  the  Department  of  Physical  Medi- 
cine and  Rehabilitation,  New  York  University — 
Bellevue  Medical  Center,  through  a grant  given  to 
it  by  Miss  Belle  Baruch,  has  created  a Two  Year 
Fellowship  for  post  graduate  training  in  Physical 
Medicine  and  Rehabilitation  which  will  be  known  as 
the  Frances  Milam  Fellowship. 

Miss  Baruch  and  the  Department  of  Physical  Medi- 
cine and  Rehabilitation,  New  York  University — Belle- 
vue Medical  Center  have  named  this  Fellowship  for 
Miss  Milam,  a resident  of  Georgetown,  who  is  severely 
handicapped  from  poliomyelitis,  because  of  the  tre- 
mendous courage  that  Miss  Milam  has  shown  in  her 
own  rehabilitation  and  the  great  inspiration  she  has 
been,  both  to  other  handicapped  individuals  and  to 


the  physicians  and  other  rehabilitation  workers  who 
had  the  privilege  of  working  with  her.  At  Miss 
Baruch’s  request,  the  first  consideration  in  awarding 
this  Fellowship  will  be  given  to  physicians  who  are 
residents  of  South  Carolina. 

The  direct  patient  services  which  are  the  re- 
sponsibility of  the  Department  of  Physical  Medicine 
and  Rehabilitation,  New  York  University — Bellevue 
Medical  Center  constitute  the  largest  known  such  ser- 
vice in  the  world.  They  include  109  physical  medicine 
and  rehabilitation  beds  at  Bellevue  Hospital,  ( 65 
adult,  20  children  and  24  chest  patients);  188  beds 
at  Goldwater  Memorial  Hospital,  of  which  94  are 
general  rehabilitation  beds  and  94  are  geriatric  re- 
habilitation beds;  84  beds  at  the  Institute  of  Physical 
Medicine  and  Rehabilitation  of  which  24  are  in  the 
Children’s  Division;  20  beds  at  University  Hospital; 
and  the  New  York  Regional  Respirator  and  Rehabilita- 
tion Center  which  has  facilities  for  62  patients  ( 22 
respirator  and  40  post-respirator).  Building  construc- 
tion will  begin  in  March  which,  when  completed,  will 
mean  an  additional  100  beds  at  the  Institute  of  Physi- 
cal Medicine  and  Rehabilitation.  In  addition,  the  De- 
partment is  responsible  for  the  physical  medicine  and 
rehabilitation  services  given  patients  throughout 
Bellevue,  Goldwater  and  University  Hospital  and  for 
out-patient  service  at  Bellevue,  University  Hospital 
and  at  the  Institute  of  Physical  Medicine  and  Re- 
habilitation. The  Department  also  has  formal  relation- 
ships for  postgraduate  residency  and  Fellowship  train- 
ing with  the  Departments  of  Physical  Medicine  and 
Rehabilitation  at  St.  Barnabas  Hospital,  St.  Vincents 
Hospital,  Montefiore  Hospital,  the  Veterans  Ad- 
ministration Hospital  (New  York  City)  and  Grass- 
lands Hospital,  Valhalla,  New  York. 

Post  graduate  training  is  for  a period  of  one  to 
three  years  depending  upon  the  previous  experience 
of  the  trainee  and  leads  to  fulfillment  of  the  require- 
ments of  the  American  Board  of  Physical  Medicine 
and  Rehabilitation.  Direct  patient  responsibility  is 
assumed  by  the  trainee  who  serves  as  a house  officer. 
In  addition  to  the  clinical  training,  a didactic  program 
of  instructions  is  conducted  for  residents  and  Fellows. 
Dumg  the  current  1956-1957  residency  training  year, 
the  Department  had  48  physicians  participating  in 
long  term  residency  or  Fellowship  post  graduate  in- 
struction in  Physical  Medicine  and  Rehabilitation. 

Post  graduate  training  under  the  Frances  Milam 
Fellowship  may  begin  on  July  1,  1957  or  January  1, 
1958.  The  Fellowship  carries  an  annual  stipend  of 
$3600.  Application  forms  may  be  secured  by  writing 
to  Joseph  G.  Benton,  M.  D.,  Institute  of  Physical 
Medicine  and  Rehabilitation,  New  York  University — 
Bellevue  Medical  Center,  400  East  34th  Street,  New 
York,  N.  Y. 

Sincerely, 

Howard  A.  Rusk,  M.  D. 

Director 
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BLUE  CROSS 
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BLUE  SHIELD 


The  pattern  of  medical  practice  in  South  Carolina 
has  changed  significantly  within  the  last  few  years. 
With  that  change  has  come  an  increase  in  medical 
costs  and  an  increased  demand  for  insurance  pro- 
tection against  those  increased  costs. 

It  is  not  my  intention  in  this  article  to  discuss 
whether  or  not  the  changes  in  the  pattern  of  practice 
has  been  predominantly  good  or  bad.  Rather,  I shall 
try  to  indicate  some  phases  of  the  change  and  to  in- 
dicate how  they  have  influenced  the  demand  for  and 
the  utilization  of  health  insurance. 

With  the  availability  of  a vast  number  of  specific 
drugs  which  the  profession  did  not  have  before,  and 
the  widely  increased  range  of  relatively  safe  surgical 
approach  to  many  structural  bodily  changes,  there  has 
developed  an  increased  effort  to  arrive  at  a com- 
prehensive diagnosis  of  the  conditions  affecting  the 
patient,  even  though  his  presenting  symptoms  at  the 
moment  may  be  mild.  X-ray  and  other  laboratory 
facilities  have  become  easily  available  as  an  adjunct 
to  such  comprehensive  diagnostic  efforts.  The  patient’s 
attitude  toward  complete  diagnostic  diagnoses  has  also 
changed.  His  medical  knowledge  and  psuedo- 
knowledge  has  been  increased  by  the  multiplicity  of 
reports  and  articles  in  all  the  popular  reading  media. 
With  this  information,  there  has  come  a compelling 
demand  for  investigation  of  every7  ache,  pain,  or  other 
symptom. 

For  many  years,  we  have  had  in  our  group  a rela- 
tively small  number  of  internists  who  are  termed 
“diagnosticians”  by  the  general  public.  These  men 
have  equipped  their  offices  with  x-ray  and  other  diag- 
nostic equipment  and  with  reliable  laboratories.  Al- 
though their  services  should  not  have  been  evaluated 
as  diagnostic  within  the  whole  range  of  medicine  they 
have  rendered  a most  valuable  service  to  their  col  - 
leagues  and  to  the  general  public.  However,  their 
equipment  and  overhead  has  been  expensive  and  their 
fees  had  to  be  relatively  large.  Perhaps  because  of 
the  great  capital  investment  involved  and  the  rela- 
tively small  net  return,  this  kind  of  an  office  is  on 
the  wane,  and  doctors  and  public  are  the  worse  for  it. 

There  has  been  a great  increase  in  the  number  of 
community  hospitals  that  have  been  opened  within 
the  past  few  years.  These  hospitals  have  installed 
x-ray  and  other  diagnostic  equipment  and  they  main- 
tain clinical  laboratories.  They  have  made  available 
to  the  small-town  practitioner  the  same  kind  of  physi- 
cal equipment  that  the  old-style  “diagnostician”  had 
to  provide  for  himself.  Not  only  the  general  practi- 
tioner, but  also  the  specialist  trained  internist,  has 
available  for  his  use  these  facilities.  The  urge  to  pro- 
vide general  diagnoses  and  diagnostic  surveys,  to  be 
more  than  the  alleviator  of  aches  and  pains,  and  the 
administrator  of  sedatives  and  placebos  has  become 


general.  The  doctor,  no  matter  what  his  field,  whether 
it  be  that  of  a generalist  or  that  of  the  restricted 
specialist,  likes  to  think  of  himself  as  a practitioner 
of  scientific  medicine. 

The  doctor’s  inclination  and  the  facilities  at  his  dis- 
posal are  matched  by  the  eagerness  of  the  people  to 
receive  scientific  treatment.  With  hospital  beds  avail- 
able and  in  many  localities  with  beds  to  spare,  hospi- 
tals have  encouraged  the  idea  that  they  be  the  center 
of  medical  activity  in  their  communities.  With  the 
general  fear  of  hospitalization  gone,  patients  now  wish 
to  enter  the  hospital.  Both  doctors  and  hospitals  en- 
courage them  to  do  so.  Outpatient  hospital  or  office 
treatment  is  discouraged  and  home  treatment  is 
rapidly  becoming  rare.  Once  in  the  hospital,  regard- 
less of  how  seemingly  minor  the  illness,  the  patient 
wishes  and  the  doctor  is  inclined  to  make  a general 
diagnostic  survey.  In  fact,  the  more  minor  the  illness, 
the  more  likely  is  this  to  be  the  case.  A serious  illness 
seems  to  require  all  the  energy  and  vis  a tergo  of 
mind  and  body,  and  to  prevent  excursions  far  afield 
to  the  problems  presented  by  it. 

Hospital  residence  is  expensive.  Diagnostic  surveys 
involving  as  they  do  many  x-ray  and  other  diagnostic 
examinations,  are  more  expensive.  Thus  where  the  old 
type  “diagnosticians”  used  to  charge  a cover-all  fee 
approximating  about  $75.00,  now  the  patient  is 
charged  often  that  much  for  x-ray  examinations  alone. 
He  still  has  additional  charges  for  bed  and  board,  for 
clinical  laboratory  examinations,  for  expensive  drugs, 
for  other  special  diagnostic  determinations,  and  for 
his  doctor’s  services. 

Granting  the  demand  of  the  patient,  the  inclination 
of  the  doctor,  the  availability  of  the  facilities,  and  the 
high  costs,  it  is  no  wonder  that  the  public  is  buying 
sickness  insurance  in  increasing  amounts. 

That  would  all  be  well,  were-  it  not  for  the  fact 
that  the  public  is  buying  sickness  insurance  and  de- 
manding that  he  receive  protection  against  costs  of 
medical  care  which  do  not  involve  actual  sickness.  He 
expects  to  be  protected  against  the  costs  of  what 
he  and  his  doctor  demand  in  the  way  of  diagnostic 
surveys  and  in  interest  of  real  or  fancied  prophylactic- 
medicine. 

Those  costs  are  actually  not  insurable  risks.  No  re- 
liable incidence  can  be  determined.  If  an  incidence 
rate  be  established  for  general  hospital  admissions 
during  any  one  year,  based  on  admissions  of  both  in- 
sured and  non-insured  people,  the  incidence  would 
jump  in  a parallel  manner  with  the  increase  in  the 
number  of  insured  persons  in  the  community. 

The  public  is  demanding  not  only  sickness  insur- 
ance, but  they  want  insurance  offering  service  bene- 
fits. Commercial  carriers  do  not  and  cannot  offer  this 
type  of  coverage  and  they  arc  always  protected  against 
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unexpected  claims  loss  by  placing  dollar  limits  to  their 
respective  liabilities.  Blue  Cross  and  Blue  Shield 
could  use  the  same  method  of  protection,  but  to  do 
so  they  would  have  to  surrender  the  service  benefit 
philosophy  unique  with  them,  and  would  become  just 
another  commercial  type  company  operating  on  a 
non-profit  basis. 

It  seems  likely  that  the  Blues  shall  have  to  make  a 
compromise  between  the  principle  of  service  benefits 
and  that  of  dollar-limited  liability  insurance.  It  is 
probably  true  that  they  will  have  to  provide  contracts 
offering  strictly  diagnostic  benefits  on  either  a co- 
insurance  or  deductible  basis  with  a dollar  limit.  These 
contracts  should  provide  a differential  between  diag- 
nostic surveys  made  in  hospital  and  those  made  on  an 
outpatient  basis.  The  public  and  the  doctors  will  be 
served  and  the  Blues  will  have  to  bend  to  the  demand. 

However,  no  one  should  be  fooled  when  and  if  the 
Blues  add  such  a coverage  or  coverages  to  their  con- 
tracts. Those  contracts  will  still  contain  basic  service 
benefits  witli  a carefully  calculated  rate  and  specific 
cost  of  sickness  coverages,  aetuarially  determined.  The 
coverages  over  and  above  the  basic  contract,  since 
they  will  cover  non-insurable  risks,  will  demand  an 
additional  fee  covering  costs  of  such  risks  on  the  basis 
of  100%  utilization,  or  nearly  so,  plus  an  additional 
charge  for  administration.  It  would  be  economically 
sounder  for  the  individual  or  the  family  to  budget 
for  his  diagnostic  work,  and  control  the  costs  by  his 
need  and  his  ability  to  pay.  It  took  the  general  public 
a long  time  to  learn  that  about  automobile  collision 
insurance,  and  some  have  not  yet  learned  it.  It  will 
probably  take  the  public  even  longer  to  learn  these 
facts  of  life  about  sickness  insurance  with  added  diag- 
nostic benefits. 

J.  Decherd  Guess,  M.  D. 

Medical  Director 


NEWS 


At  the  Southeastern  Surgical  Congress  at  St. 
Petersburg  in  April  there  will  be  included  among  the 
speakers  Dr.  Furman  T.  Wallace,  Spartanburg,  on  A 
New  External  Cutter  in  Varicose  Vein  Surgery  and 
Dr.  Robert  Hagerty,  Charleston,  on  Hypospadias. 


Two  Public  Health  Service  officers,  John  M. 
Henderson,  and  Dr.  Martin  D.  Young,  have  been 
assigned  to  help  evaluate  the  malaria  control  program 
in  India. 

Dr.  Young  is  head  of  the  National  Institutes  of 
Health  Epidemiology  Section,  Laboratory  of  Tropical 
Diseases,  in  Columbia,  South  Carolina.  He  is  a mem- 
ber of  the  Expert  Panel  on  Malaria  of  the  World 
Health  Organization,  and  is  a past  president  of  the 
American  Society  of  Tropical  Medicine  and  Hygiene. 


EYE  BANK  GROUP  IS  ORGANIZED 

The  South  Carolina  Eye  Bank,  Inc.,  a clearing 
house  for  eye  donations,  held  an  organizational  meet- 
ing recently  in  Columbia. 

Organization  of  the  bank  was  made  possible  by  an 
act  of  the  South  Carolina  General  Assembly  last  year. 
Clearing  house  for  the  organization  will  be  in  Colum- 
bia. 

The  bank  and  laboratory  will  be  maintained  at  the 
Medical  College  of  South  Carolina. 

Dr.  Clay  W.  Evatt  of  Charleston  was  named  medi- 
cal advisor  to  the  organization.  Other  officers  elected 
include; 

William  A.  Dallas  of  Columbia,  president;  Dr. 
John  H.  Young  of  Columbia,  vice  president;  Earl  M. 
Moffett  of  Greenville,  secretary;  and  J.  Smith  Har- 
rison of  Columbia,  treasurer. 

The  purpose  of  the  organization  is  to  establish, 
maintain,  operate  and  carry  on  an  eye  bank  and 
corneal  eye  clinic  to  be  organized  and  operated  ex- 
elusivelv  for  obtaining  eyes  and  corneal  transplants, 
to  preserve  and  transplant  the  same  for  the  scientific 
and  charitable  purpose  of  the  advancement  and  de- 
velopment of  medical  science  and  surgery  in  corneal 
transplants  and  the  restoration  of  sight. 

( The  Charleston  Evening  Post 
January  17,  1957) 


MARLBORO  NEW  YEAR’S  MEETING 
HELD  JANUARY  10TH 

The  first  records  available  indicating  the  existence  of 
the  Marlboro  County  Medical  Society  date  back  to 
1904.  Very  little  is  known  about  the  Society  until  the 
year  1920  when  four  of  its  members,  C.  R.  May, 
Thomas  H.  Smith,  J.  F.  Kinney,  and  Douglas  Jennings 
made  plans  for  a meeting  to  be  known  as  the  Annual 
New  Year’s  Meeting  to  be  held  in  January  of  each 
year.  The  purpose  of  this  meeting  was  to  afford  the 
physicians  from  the  bordering  counties  of  the  two 
Carolinas  the  opportunity  of  meeting  together  for  a 
dinner  and  to  discuss  current  scientific  matters.  The 
first  meeting  held  in  1920  in  one  of  the  homes  was 
attended  by  approximately  12  doctors.  Over  a period 
of  years  this  gathering  gradually  grew  too  large  for 
the  home  and  the  main  speakers  were  selected  from 
the  larger  cities  and  medical  schools. 

The  year  1957  marked  the  thirty-sixth  Annual  New 
Year’s  Meeting  and  a large  number  of  old  friends 
were  present.  Several  of  these  guests  have  attended 
many  meetings  and  always  look  forward  with  great 
anticipation  to  the  food,  frolic,  and  fellowship. 

The  present  membership  of  the  Marlboro  County 
Society  is  composed  of  twelve  active  members,  all  of 
whom  feel  a certain  amount  of  pride  in  the  fact  that 
this  meeting  attracts  135  to  150  physicians  from 
several  states. 

Dr.  Guy  F.  Robbins  of  Memorial  Hospital  in  New 
York  was  the  speaker  of  the  evening.  Dr.  Robbins’  ad- 
dress was  a delightful  combination  of  down  to  earth 
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thinking,  practical  application,  and  dry  wit. 

His  was  a very  definite  contribution  to  the  manage- 
ment of  advanced  cases  of  carcinoma  of  the  breast. 


Dr.  John  D.  Reese,  pathologist,  has  assumed  his 
duties  as  head  of  the  Tuomey  Hospital  Clinical  Lab- 
oratory. 

Dr.  Reese  is  a native  Californian  and  is  a graduate 
of  the  California  School  of  Medicine.  He  is  a diplo- 
mate  of  the  American  Board  of  Pathology;  a fellow  of 
the  College  of  American  Pathologists,  and  a member 
of  the  American  Society  of  Experimental  Pathology. 

He  comes  to  Tuomey  from  Orange  County  (Calif.) 
General  Hospital,  where  he  was  chief  pathologist.  He 
practiced  in  North  Carolina  and  has  taught  in  several 
schools  of  medicine.  He  has  been  active  in  practice 
since  1949. 

Plans  have  been  made  for  enlarging  the  Tuomey 
Laboratory. 

Dr.  Ripon  Wilson  LaRoache,  Camden  physician, 
was  recently  promoted  to  the  rank  of  lieutenant 
colonel  in  the  United  States  Reserves. 

Colonel  LaRoache  is  a member  of  the  396th  General 
Hospital,  a Columbia  Army  Reserve  unit. 

Dr.  William  K.  Brumbach,  Gaffney  physician  and 
surgeon,  has  been  promoted  to  lieutenant-colonel  in 
the  South  Carolina  National  Guard. 

Dr.  Brumbach  is  regimental  surgeon  of  the  218th 
Infantry  Regiment  of  the  51st  National  Guard  Divi- 
sion. A veteran  of  World  War  II,  Dr.  Brumbach 
served  as  a medical  officer  in  the  European  Theater 
of  Operations. 

As  a major,  Dr.  Brumbach  was  the  first  command- 
ing officer  of  the  post-war  National  Guard  medical 
platoon  organized  here. 

Dr.  Edwin  Boyle,  Jr.,  currently  engaged  in  an  ex- 
tensive research  program  on  heart  disease,  spoke  to 
the  Greenville  County  Medical  Society  January  8. 

Dr.  James  G.  Halford  was  elected  president  of  the 
Anderson  County  Medical  Society. 

Other  new  officers  include  Dr.  Leo  Davison,  vice 
president;  Dr.  James  Belk,  treasurer,  Dr.  William  F. 
Lummus,  secretary;  and  Dr.  Bill  Hunter,  state  dele- 
gate. 

Dr.  Joe  H.  King  was  re-elected  chairman  of  the 
Board  of  Directors  of  Peace  Haven,  refuge  for 
alcoholics  at  the  annual  board  meeting. 


The  Columbia  Museum  of  Art  will  receive  the 
largest  cash  bequest  in  its  history,  $200,000,  under 
the  will  of  Dr.  Robert  W.  Gibbes. 


Dr.  Lowry  Shuler  was  elected  chief  of  staff  of 
Oconee  Memorial  hospital  at  a meeting  of  the  county 
medical  society  December  13. 


Dr.  J.  P.  Booker,  was  named  chief  of  surgery;  Dr. 
S.  B.  Moyle,  chief  of  obstetrics  and  gynecology;  and 
Dr.  J.  T.  Davis,  chief  of  medical  service.  New  secre- 
tary and  treasurer  for  the  hospital  staff  is  Dr.  F.  B. 
Adams,  Jr. 

The  Medical  Society  re-elected  Dr.  R.  K.  Nimmons, 
Jr.,  president,  Dr.  J.  T.  Davis  was  elected  vice-presi- 
dent; Dr.  D.  O.  Royals,  secretary  and  treasurer;  and 
Dr.  R.  K.  Nimmons,  Jr.,  delegate. 


Greenville  Civil  Defense  Council  is  the  first  CD 
authority  in  South  Carolina  to  get  a 200-bed  portable 
emergency  hospital  following  negotiations  between 
the  Federal  Civil  Defense  Administration,  South  Caro- 
lina State  CD  headquarters  in  Columbia  and  Gen. 
G.  M.  Halloran,  Ret.,  Greenville’s  CD  chief. 

This  hospital,  based  on  the  Army’s  60-bed  portable 
field  hospital  comes  all-equipped,  even  with  a porta- 
ble x-ray  machine  which  takes  and  develops  a photo 
in  one  minute  using  the  poloroid  process. 

Ewell  Black,  Deputy  State  Civil  Defense  director, 
announced  yesterday,  that  Maj.  Gen.  James  S.  Dozier, 
South  Carolina  CD  Director,  had  completed  arrange- 
ments with  Greenville  CD  to  loan  the  200-bed  hospi- 
tal for  six  months  at  no  cost. 

In  other  states  these  hospitals  cost  $26,000  a piece, 
half  being  borne  by  local  authorities.  Pennsylvania  CD 
headquarters  just  announced  on  Saturday  that  these 
portable  hospitals  would  be  offered  for  sale  to  local 
CD  units. 


Dr.  William  F.  Early,  a native  Darlingtonian,  has 
returned  to  become  associated  in  the  practice  of  gen- 
eral medicine  with  Dr.  John  M.  Wilson  at  Wilson 
clinic. 

Following  graduation  in  1941  from  Clemson  college, 
he  served  for  five  years  in  the  Army.  Three  and  one- 
half  years  of  his  active  military  service  was  with 
the  infantry  overseas,  and  when  he  was  released  in 
1946  he  held  the  rank  of  captain. 

The  new  Darlington  general  practitioner  attended 
medical  school  at  the  University  of  Virginia  and  re- 
ceived his  M.  D.  degree  in  1954.  He  served  his  intern- 
ship at  Norfolk  General  hospital  and  completed  his 
residency  in  general  practice  there. 


Dr.  Julian  P.  Price  has  been  elected  chairman  of 
the  Joint  Commission  of  Accreditation  of  Hospitals. 
He  was  chosen  at  a December  meeting  of  the  Com- 
mission in  Chicago  to  succeed  Dr.  Leroy  Sloan.  A 
member  of  the  Commission  since  its  creation  five 
years  ago,  Dr.  Price  has  been  active  in  the  work  of 
this  important  body.  He  is  one  of  the  representatives 
of  the  American  Medical  Association  on  the  Joint  Com- 
mittee, which  includes  also  representatives  of  the 
American  College  of  Physicians,  American  College  of 
Surgeons,  American  Hospital  Association,  and 
Canadian  Medical  Association. 
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DEATHS 


DR.  JENKINS  Nl.  POPE 

Dr.  Jenkins  M.  Pope  of  Middleton  Plantation,  Edisto 
Island  died  recently. 

Dr.  Pope  was  born  November  11,  1872,  on  Edisto 
Island,  a son  of  Dr.  Daniel  T.  Pope  and  Mrs.  Sarah 
Eddings  Pope.  He  attended  Presbyterian  College  and 
graduated  from  the  University  of  South  Carolina.  He 
was  an  honor  graduate  of  the  Medical  College  of 
South  Carolina. 

Dr.  Pope  had  retired  as  a physician.  In  addition  to 
his  medical  practice  he  also  had  devoted  time  to  plant- 
ing. He  was  an  elder  in  the  Edisto  Island  Presbyterian 
Church. 


DR.  CHARLES  WOFFORD  GENTRY 

Dr.  Charles  Wofford  Gentry,  79,  a native  of 
Spartanburg,  died  at  his  home  in  Greenville  on  De- 
cember 30,  1956. 

He  was  a graduate  of  Clemson  College  and  received 
his  medical  degree  from  the  University  of  Maryland. 

Dr.  Gentry  first  practiced  medicine  in  Enoree  and 
came  to  Greenville  in  1907.  Until  his  retirement  sev- 
aral  years  ago,  he  maintained  offices  in  Greenville, 
Taylors  and  Greer. 


DR.  ROBERT  W.  GIBBES 

Dr.  Robert  W.  Gibbes,  who  was  laid  to  rest  yester- 
day after  a long  and  useful  life,  was  a man  whose 
good  deeds  will  live  on  for  many  years  to  come. 

A humanitarian,  a real  patron  of  the  arts,  a physi- 
cian of  distinction,  a person  of  fine  scientific  mind  and 
varied  interest,  Doctor  Gibbes  put  to  good  use  his 
many  talents,  and  by  his  generosity  and  foresight  in- 
vested in  things  that  did  not  die  with  him. 

Such  cultural  efforts  as  the  Town  Theatre  and  the 
Columbia  Museum  of  Art  were  great  beneficiaries  of 
his  time  and  means,  and  his  unfailing  interest.  lie  had 
a deep  faith  in  young  people,  many  of  whom  he 
helped  in  a very  practical  way.  He  was  a pioneer  in 
the  use  of  radium,  and  of  x-ray  in  the  treatment  of 
disease.  He  was  an  expert  on  photography,  and  on 
such  unusual  subjects  as  fluorescent  minerals  and  sea 
shells.  And  he  was  a good  writer  as  readers  of  articles 
from  his  pen  printed  in  The  State  will  testify. 

A man  of  quick  mind  and  with  a full  storehouse  of 
information,  Doctor  Gibbes  could  converse  intelligently 
on  a variety  of  subjects.  And  he  was  a hospitable 
host  both  at  his  home  on  Calhoun  Street  and  at  Sea- 
foam,  his  Myrtle  Beach  residence,  where  he  spent  the 
summers.  . . . 

May  God  rest  his  noble  soul. 

The  State,  December  13 


DR.  ROBERT  W.  GIBBES 

Dr.  Robert  W.  Gibbes  died  December  10,  1956 

His  age  was  84. 

For  many  years,  until  his  retirement,  Dr.  Gibbes 
was  a leading  Columbia  physician.  He  was  one  of  the 
first  physicians  in  the  South  to  use  x-ray  in  the  treat- 
ment of  cancer.  His  pioneer  work  in  this  field  resulted 
in  the  cure  of  many  sufferers,  particularly  of  skin  can- 
cer. 

Dr.  Gibbes'  practice  went  back  to  the  horse-and- 
buggy  days,  when  physicians  used  several  fast  horses 
to  take  them  to  the  sick.  Dr.  Gibbes  was  one  of  these 
physicians  and  older  residents  of  Columbia  still  speak 
of  the  sight  of  him  hurrying  to  a call  in  his  buggy. 

Since  his  retirement  from  active  practice,  Doctor 
Gibbes  had  developed  to  a high  degree  several  hobbies. 
He  was  a recognized  authority  on  sea  shells  and  had 
written  and  lectured  on  the  subject  in  recent  years. 

Also,  Doctor  Gibbes  had  a widely-recognized  col- 
lection of  flourescent  rocks  which  he  had  gathered  over 
a wide  area  of  the  country.  His  are  now  on  display  at 
the  Columbia  Museum  of  Art. 

One  of  the  first  physicians  in  South  Carolina  to 
equip  himself  with  an  automobile,  Doctor  Gibbes 
demonstrated  with  this  his  readiness  to  keep  apace  of 
the  times,  as  he  had  in  pioneering  with  x-ray.  He  was 
the  very  first  South  Carolina  physician  to  obtain  and 
use  x-ray  equipment  and  people  came  from  all  over 
the  state  to  receive  his  treatments.  At  one  time  he 
owned  $7,000  worth  of  radium,  all  of  which  easily  fit 
into  a very  small  tube. 

Doctor  Gibbes  was  born  in  Quincy,  Fla.  He  was 
graduated  from  the  Medical  College  of  South  Caro- 
lina in  1898. 


MINUTES  OF  COUNCIL  MEETING 
COLUMBIA,  S.  C„  JANUARY  30,  1957 

A special  meeting  of  Council  was  held  at  the  Col- 
umbia Hotel,  Columbia,  S.  C.  January  30,  1957  and 
was  called  to  order  by  the  Chairman,  Dr.  J.  P.  Cain 
at  5:00  p.  m.  Members  present  were  Drs.  Cain,  Flem- 
ing, Waring,  Wyatt,  Weston,  Mayer,  Stokes,  Bozard, 
Price,  D.  L.  Smith,  Gressette,  Burnside,  Prioleau, 
Johnston,  Owens,  Wilson,  and  Mr.  M.  L.  Meadors. 
Also  present  were  Drs.  R.  MacDonald,  P.  Jenkins,  N. 
Eaddy,  R.  Anderson,  T.  Peeples,  and  Mr.  W.  F.  Prio- 
leau, attorney. 

The  minutes  of  the  meeting  of  November  7,  1956 
were  approved  as  published. 

Dr.  Charles  Wyatt  who  attended  the  AMA  con- 
ference on  poliomyelitis  in  Chicago  in  January  1957 
as  the  representative  of  the  Association  reported  on 
the  meeting  in  regard  to  the  polio  vaccine  program. 
The  conclusion  of  the  conference  was  to  urge  the 
medical  profession  to  take  over  an  intensive  campaign 
to  encourage  more  extensive  use  of  the  Salk  vaccine 
and  to  try  an  immunize  everyone  under  the  age  of  40. 
Dr.  Julian  Price  spoke  feelingly  on  the  necessity  for 
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an  active  campaign  and  Dr.  Tom  Peeples  gave  a 
statistical  picture  of  the  vaccine  distributed  in  South 
Carolina  to  the  end  of  1956.  After  some  further  dis- 
cussion in  which  Dr.  D.  L.  Smith  and  Dr.  W.  H. 
Prioleau  participated,  Dr.  Wyatt  moved  that  the 
Chairman  of  Council  and  the  President  of  the  Associa- 
tion together  appoint  a special  Committee  on  Polio- 
myelitis, to  include  one  representative  each  from  the 
Council,  from  the  S.  C.  Pediatric  Society,  from  the 
S.  C.  Society  of  Obstetrics  and  Gynecology,  from  the 
Academy  of  General  Practice,  and  from  the  State 
Board  of  Health;  this  Committee  would  be  instructed 
to  make  plans  for  the  mobilization  of  a vigorous  cam- 
paign throughout  the  state  to  encourage  the  utilization 
of  polio  vaccine  and  the  immunization  of  all  individ- 
uals under  the  age  of  40.  This  motion  was  passed. 

The  Chairman,  Dr.  Cain  then  read  a resolution 
passed  by  the  House  of  Delegates  on  May  10,  1955 
regarding  the  stand  of  the  State  Medical  Association 
in  opposition  to  the  Optometrists  Amendment  now 
pending  before  the  General  Assembly  and  opened 
this  matter  for  discussion.  Dr.  Gressette  reported  on 
the  action  of  a Committee  of  the  Ophthalmological 
Association  and  Dr.  R.  MacDonald  spoke  regarding 
a request  that  the  South  Carolina  Medical  Association 
take  over  the  fight  against  the  passage  of  this  bill, 
with  the  complete  cooperation  of  the  Ophthalmologi- 
cal Association.  Mr.  M.  L.  Meadors,  Dr.  Eaddy,  Dr. 
Stokes,  Dr.  Jenkins,  Dr.  Peeples  and  Dr.  W.  F.  Prio- 
leau discussed  this  matter. 

T1  le  Chairman  then  said  that  the  purpose  of  the 
Council  meeting  was  to  crystallize  the  thinking  of 
the  medical  profession  in  regard  to  how  the  State 
Medical  Association  should  act  in  this  matter  and  a 
general  dscussion  ensued.  It  was  then  moved  by  Dr. 
Weston,  seconded  by  Dr.  Wyatt  that  Council  reaffirm 
the  decision  of  the  House  of  Delegates  in  supporting 
the  attitude  of  the  S.  C.  Ophthalmological  and  Oto- 
logical  Society  in  opposition  to  the  amendment  to  the 
Optometrists  Bill  pending  in  the  General  Assembly, 
and  give  its  wholehearted  support  to  assisting  in  the 
defeat  of  this  amendment;  it  was  further  moved  that 
the  Chairman  of  Council  be  instructed  to  activate  this 
report.  This  motion  was  passed. 

The  Chairman  then  designated  Drs.  Gressette  an 
Stokes  as  Chairmen  of  a Committee  of  the  Society 
to  work  in  this  regard,  and  directed  Mr.  M.  L. 
Meadors,  Executive  Secretary,  to  work  with  the 
Ophthalmological  Society  and  its  attorney. 

Dr.  Gressette  extended  the  thanks  of  the  Ophthal- 
malogical  Society  to  Council  for  its  action. 

The  Chairman  directed  the  Secretary  to  include  in 
this  meeting  the  approval  of  the  following  resolutions: 

WHEREAS:  The  Supreme  Court  of  the  United 
States  on  December  10,  1956  declined  to  hear  an  ap- 
peal by  the  South  Carolina  Naturopathic  Association, 
thereby  allowing  to  stand  the  validity  of  the  Act 
repealing  the  Naturopathic  Licensing  Law; 


and,  WHEREAS,  this  action  brings  to  an  end  the 
interest  of  the  South  Carolina  Medical  Association  in 
the  particular  legislation. 

THEREFORE,  Be  it  hereby  resolved  by  the  Coun- 
cil of  the  South  Carolina  Medical  Association  that 

1.  Mr.  M.  L.  Meadors  be  paid  a sum  of  $2500 
for  legal  services  performed  by  him  during  the  past 
two  years  in  connection  with  this  Naturopathic  Bill. 
This  amount  is  to  represent  fair  payment  for  services 
rendered  to  the  Association  far  and  above  that  ex- 
pected of  him  in  his  part  time  position  as  Executive 
Secretary,  such  extra  legal  services  being  performed 
during  those  periods  which  ordinarily  would  be  util- 
ized in  his  regular  practice  of  law. 

2.  That  this  payment  be  made  before  Christmas, 
1956. 

A poll  had  been  taken  by  mail  in  December  1956 
with  15  members  of  the  Council  voting  in  the  affirma- 
tive, 3 members  in  the  negative,  and  2 qualified  in 
their  vote. 

The  Secretary  reported  briefly  on  charges  made  by 
a member  of  the  General  Assembly,  Mr.  F.  J.  Lea- 
Mond  of  Charleston,  regarding  collusion  between 
physicians  and  lawyers  and  accusing  physicians  of 
unethical  conduct  and  testimony  in  accident  cases; 
the  Secretary  further  noted  that  Mr.  LeaMond  had 
introduced  a bill  into  the  House  of  Representatives 
and  suggested  that  the  Committee  on  Legislation 
take  this  matter  under  advisement.  Dr.  Frank  Owens 
reported  that  there  were  several  other  matters  under 
advisement  by  his  committee  and  that  a further  re- 
port would  be  made  to  Council  at  its  next  meeting. 

There  was  no  further  business  and  Council  ad- 
journed at  7:15  p.  m. 

Respectfully  submitted, 

Robert  Wilson,  M.  D. 

Secretary 


BOOK  REVIEW 


Ciba  Foundation  Symposium  on  PAPER  ELECTRO- 
PHORESIS. Edited  by  G.  E.  W.  Wolstenholme,  and 
Elaine  C.  P.  Millar.  Cloth.  $6.75.  74  illustrations,  224 
pages.  Little,  Brown  and  Company,  Boston  1956. 

This  book  is  a report  of  the  proceedings  of  the 
symposia  for  1955  at  the  Ciba  Foundation  on  Paper 
Electrophoresis.  Eighteen  chapters  present  the  various 
aspects  of  paper  electrophoresis  and  describe  methods, 
applications  and  evaluations  of  result's.  Special  ap- 
plications to  a variety  of  problems,  such  as  design, 
dyeing,  measurement  of  areas,  high  voltage  tech- 
niques and  the  staining  of  lipoproteins  are  discussed 
in  detail.  Twenty-two  international  authorities  upon 
the  subject  participated  in  the  symposium.  This  book 
is  of  great  value  to  the  investigator  but  would  be  of 
little  value  to  non-laboratory  practitioners. 

W.  M.  McCord,  M.  D. 
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WOMAN’S  AUXILIARY 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

President:  Mrs.  E.  Gordon  Able.  Newberry.  S.  C.  Bulletin  Secretary:  Mrs.  Ritchie  Belser,  Charleston,  S.  C. 


4TH  FUTURE  CLUB  NURSES  RALLY  HELD 

The  fourth  annual  session  of  the  South  Carolina 
Future  Nurses  Clubs  met  at  Winthrop  College  on 
February  8 and  9.  Those  in  attendance  were  enter- 
tained at  a reception  at  the  home  of  Mrs.  R.  E.  Sum- 
ner, Nurse  Recruitment  Chairman  of  the  York  County 
Medical  Auxiliary. 

Saturday  morning  the  program  included  the  election 
of  officers,  a program  on  the  subject  of  General  In- 
formation on  Nursing  and  the  meeting  was  divided 
into  buzz  groups  on  Special  Fields  of  Nursing.  The 
rally  adjourned  following  lunch  in  the  Winthrop  Col- 
lege Dining  Hall. 

Mrs.  John  T.  Cuttino  of  Charleston  is  Chairman  of 
the  Nurse  Recruitment  Committee  of  the  Woman’s 
Auxiliary  to  the  South  Carolina  Medical  Association 
which  has  sponsored  the  Rally  each  year.  Serving 
with  Mrs.  Cuttino  are  Mrs.  T.  P.  Valley  of  Pickens 
as  Co-Chairman  and  Mrs.  John  Brewer,  Treasurer,  of 
Kershaw. 

Mrs.  W.  II.  Williams  of  Rock  Hill  was  Chairman  of 
the  Future  Nurses  Club  Rally  this  year.  Mrs.  Williams 
said  that  the  aim  of  the  Rally  this  year  was  to  give 
11th  and  12th  grade  high  school  girls  interested  in 
the  nursing  profession  ample  opportunity  to  have  all 
their  questions  on  nursing  answered.  Providing  the 
answers  and  inspiration  for  these  students  was  a stu- 
dent representative  and  a faculty  advisor  from  each  of 
the  nursing  schools  in  the  state. 

It  is  the  feeling  of  the  Chairman  and  her  committee 
that  we  cannot  do  too  much  to  encourage  more  inter- 


est in  the  field  of  nursing,  particularly  now  when  there 
is  such  a shortage  of  trained  nursing  personnel.  Every- 
one attending  the  rally  in  Rock  Hill  felt  that  it  was 
very  successful  and  provided  inspiration  to  those  seek- 
ing information  on  the  profession  of  nursing. 


Forty-nine  new  members  have  recently  joined  the 
Auxiliary.  Congratulations  are  in  order  for  those 
County  Auxiliaries  who  are  lucky  enough  to  have 
these  fine  women  as  new  members,  and  both  the  or- 
ganization and  the  individual  members  will  benefit 
from  the  association.  An  extra  pat  on  the  back  to 
Charleston  County  which  has  added  26  of  the  new 
members  to  their  group. 


NEW  MEDICAL  AUXILIARY  ESTABLISHED 
IN  BERKLEY  COUNTY 

A delightful  luncheon  at  the  Berkley  Restaurant  in 
Monck’s  Corner  on  Tuesday,  November  6th  was  the 
birthplace  of  the  Berkley  county  Medical  Auxiliary. 

Mrs.  Wayne  Reeser  of  Conway,  third  vice  president 
of  the  Auxiliary  called  the  meeting  to  order.  Mrs. 
Reeser  gave  a brief  outline  of  the  organization,  pro- 
grams, purposes  and  policies.  Mrs.  George  Dawson 
of  Florence,  Chairman  of  the  Finance  Committee  of 
the  State  Woman’s  Auxiliary  acted  as  secretary  pro- 
tein. A constitution  was  adopted  and  these  officers 
elected:  Mrs.  W.  Henry  Lacey,  Pinopolis,  president; 
Mrs.  Robert  S.  Soloman,  Monck’s  Corner,  president- 
elect and  Mrs.  Peter  E.  Myers,  III,  Monck’s  Corner, 
Secretary-treasurer. 


BOOK  REVIEWS 


CARE  OF  THE  LONG  TERM  PATIENT : Chronic 
Illness  in  the  United  States  — Volume  II.  A Com- 
monwealth Fund  Book,  Harvard  University  Press. 

This  is  one  of  a four-volume  series  on  chronic  illness 
in  the  United  States,  published  by  the  Commission 
on  Chronic  Illness.  It  is  based  to  a considerable  extent 
on  material  prepared  for  the  National  Conference  on 
Care  of  the  Long  Term  Patient,  which  was  held  in 
Chicago  in  1954.  The  book  is  not  limited  to  a dis- 
cussion of  the  conference  material  but  draws  freely 
on  additional  sources  in  order  to  make  the  discussion 
of  the  subject  more  comprehensive. 

The  opening  chapter  emphasizes  the  magnitude  of 
the  problem  by  pointing  out  that  at  least  4.19  million 
long-term  patients  are  now  living  in  their  own  or 
relative’s  home  or  in  foster  homes  or  boarding  houses 
in  the  United  States.  These  patients  are  in  need  of 


not  only  medical  care,  but  also  nursing  care,  in- 
struction and  guidance,  and  emotional  support;  while 
both  the  patient  and  his  family  need  guidance  in  the 
use  of  community  services,  including  of  course,  social 
service. 

In  addition  to  the  above,  1.1  million  patients  may 
be  found  housed  in  long-term  institutions  on  any 
given  day,  and  it  is  estimated  that  at  least  45,000  long- 
term patients  are  to  be  found  in  short-term  general 
hospitals. 

The  volume  is  divided  into  nine  chapters  discussing 
such  items  as  the  following:  The  long-term  patient, 
who  he  is,  and  what  are  his  problems;  the  patient  at 
home;  rehabilitation  at  home  and  in  institutions;  per- 
sonnel and  education;  coordination  and  integration; 
research  for  planning  and  financing. 

The  last  chapter  represents  a summary  that  is  well 
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worth  reading  and  re-reading,  because  it  points  out 
the  needs  of  the  long-term  patient,  with  suggestions 
for  meeting  those  needs.  While  lack  of  space  in  this 
column  prohibits  a discussion  of  the  23  items  of  the 
summary,  a few  salient  thoughts  have  been  culled 
from  the  summation  as  shown: 

“Care  of  the  chronically  ill  is  inseparable  from  gen- 
eral medical  care.” 

“Care  and  prevention  are  inseparable;  and  re- 
habilitation is  an  innate  element  of  adequate  care  of 
the  long-term  patients.” 

Recognition  should  be  given  to  the  emotional  atti- 
tude of  those  whose  illness  become  long  drawn  out; 
and  mental  illness  problems  permeate  the  entire 
field  of  care  of  the  long-term  patient. 

With  full  appreciation  of  the  necessity  for  adequate 
institutional  facilities,  communites  generally  must 
necessarily  place  the  greater  emphasis  on  planning 
for  care  in  and  around  the  home. 

Hospitals,  Out-patient  Departments,  health  depart- 
ments and  nursing  organizations  should  reexamine 
their  policies  and  practices  to  assure  the  long-term 
patient  the  best  of  modern  medical  care  — with 
frequent  evaluation  of  the  patient  needs  and  easy 
How  back  and  forth  among  home,  hospital  and  re- 
lated institutions  ( as  Out-patient  departments,  etc. ) 

Adequate  housing  is  a fundamental  requirement. 

The  book  is  well  written,  highly  informative  and 
directs  attention  in  a practical  manner  to  a subject 
that  should  be  of  great  and  growing  interest  to  the 
medical  profession. 

Leon  Banov,  Nl.  D. 


THE  OFFICE  ASSISTANT  IN  MEDICAL  OR 
DENTAL  PRACTICE  by  Portia  M.  Frederick  and 
Carl  Towner.  351  pages.  55  figures.  Price  $4.75. 
Philadelphia,  W.  B.  Saunders  Company 

This  handy  volume  furnishes  just  about  all  the  in- 
formation an  office  assistant  could  need.  The  presenta- 
tion is  good,  and  the  book  can  be  recommended  to 
both  the  doctor  and  the  assistant,  whose  mutual  inter- 
ests should  be  furtherecUby  a careful  reading  by  both 
parties. 

J.  I.  W. 


PRACTICAL  PEDIATRIC  DERMATOLOGY  by 
Morris  Leider,  M.  D.  The  C.  V.  Mosby  Co.,  St.  Louis 
— 1956.  Price  $10.50. 

This  is  a book  covering  dermatology  as  applied  to 
the  pediatric  age,  written  by  the  dermatologist  for 
other  dermatologists  or  for  the  general  practitioner. 
It  is  a practical  manual  which  should  be  very  useful 
to  both,  and  for  the  pediatrician.  It  includes  many 
tables  and  many  prescriptions;  the  latter  have  the 


virtue  of  reasonable  simplicity  and  proven  worth.  A 
twenty  page  formulary  is  perhaps  the  most  useful 
part  of  the  book. 

The  pediatrician  does  not  usually  pretend  to  any 
great  specialized  knowledge  of  the  skin,  but  enjoys 
the  benefit  of  dealing  with  skin  diseases  of  which 
most  are  not  complicated  and  may  be  treated  simply 
without  reference  to  the  dermatologist.  In  fact,  pedi- 
atric experience  is  that  the  specialist  has  relatively 
little  more  practical  therapeutic  knowledge  to  offer 
than  he  has  himself,  and  is  inclined  to  prolonged 
treatment  which  is  no  more  successful  than  the  briefer 
and  perhaps  more  pessimistic  approaches. 

If  this  book  is  intended  for  pediatric  use,  the 
pediatrician  might  quarrel  with  the  rather  firm  pro- 
nouncements of  the  author  in  the  matter  of  food 
allergies  and  the  use  of  dietary  substitutes  (such  as 
soybean  “milks”),  for  which  the  author  has  less  than 
a little  regard.  He  might  also  question  the  fixed  dis- 
belief in  the  structural  production  of  changes  from 
emotional  sources,  although  it  is  true  that  firm  proof 
may  still  be  lacking  in  this  matter. 

This  book  should  be  handy  and  helpful. 

J.I.W. 


DISEASES  OF  THE  HEART.  By  Charles  K. 
Friedberg,  M.  D.,  2nd  edition,  1161  pages.  W.  B. 
Saunders  Company,  Philadelphia.  Price  $18.00. 

Since  the  first  edition  in  1949,  this  text  has  been 
widely  recognized  as  one  of  the  most  outstanding 
among  the  many  books  on  cardiology.  Stimulated  by 
the  swift  pace  of  recent  advances  in  the  field,  Dr. 
Friedberg  has  created  extensive  revisions  in  all  sections 
of  his  text,  requiring  the  addition  of  80  pages  and  the 
use  of  larger,  double-columned  pages.  Three  valuable 
new  chapters  have  been  added  on  graphic  methods  of 
examination,  including  roentgenology,  electrocardio- 
graphy and  vectorcardiography,  ballistocardiography, 
cardiac  catheterization,  etc. 

Appropriately,  considerable  attention  has  been  paid 
to  cardiac  surgery  and  the  newer  techniques  of  direct 
vision  surgery.  Newer  aspects  of  medical  treatment 
and  of  cardiac  physiology  have  not  been  neglected 
and  many  valuable  new  references  have  been  included. 
Major  revisions  and  additions  have  been  made  to  the 
chapters  on  congestive  heart  failure,  coronary  athero- 
sclerosis, congenital  heart  disease  and  chronic  pul- 
monary heart  disease.  Extensive  documentation  of  in- 
formation continues  to  be  an  outstanding  feature. 

This  is  a comprehensive,  up-to-date  exposition 
which  well  deserves  the  esteem  gained  by  the  first 
edition.  As  a text  and  reference  for  all  physicians 
interested  in  this  important  field,  this  book  is  heartily 
recommended. 

F.  E.  Nigels,  M.  D. 

115 


March,  1957 


TEN  POINT  PROGRAM 
OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


1.  Cooperation 

To  promote  closer  cooperation  and 
better  understanding  between  all 
agencies,  groups  and  individuals  con- 
cerned with  providing  and  improving 
medical  care  for  the  people  of  Bontli 
Carolina. 

2.  Extension  of  Medical  Care 

To  study  constantly  the  need  and 
availability  of  medical  care  in  each 
county  of  the  State  and  in  the  State  at 
large. 

To  promote  plans  for  providing  or 
improving  medical  care  where  is  a 
need,  particularly  in  the  rural  areas. 

3.  Pre-Paid  Hospital  and  Medical  Care 

To  make  voluntary  pre-paid  hospital 
and  sickness  insurance  available  to  all 
the  people  of  the  State  (through  Blue 
Cross,  Blue  Shield,  and  commercial  in- 
surance policies),  and  to  promote  the 
widespread  purchase  of  such  insurance. 

4.  Care  of  Indigent 

To  work  with  local  county  and  state 
agencies,  and  with  philanthropic  or- 
ganizations, toward  securing  good 
medical  care  for  the  indigent. 

5.  Public  Health 

To  support  the  South  Carolina  State 
Board  of  Health  in  its  broad  program 
of  preventing  diseases  and  of  safe- 
guarding the  health  of  onr  people. 

6.  Health  Councils 

To  support  the  State  Health  Council 
in  its  announced  program.  To  sponsor 


the  formation  of  a County  Health 
Conned  in  every  county  of  the  state, 
and  to  encourage  our  members  to  sup- 
port and  to  work  with  these  organiza- 
tions. 

7.  Hospitals 

To  promote  the  expansion  of  present 
hospital  facilities  and  the  building  of 
new  hospitals — where  there  is  a definite 
need. 

To  strive  for  highest  standards  of 
professional  care  in  the  hospitals  in  the 
State. 

8.  Medical  Colleges 

To  support  the  Medical  College  of 
South  Carolina  and  to  bend  our  efforts 
toward  keeping  its  standards  of  educa- 
tion on  a par  with  other  medical  col- 
leges throughout  the  country. 

To  promote  good  nursing  education 
and  good  nursing  care  throughout  the 
State. 

9.  Education  of  the  Public 

To  acquaint  the  citizens  of  the  State 
with  regard  to  the  problems  of  medical 
care  in  existence  today,  tp  inform  them 
as  to  what  is  being  done  to  solve  these 
problems,  and  to  advise  with  them  as 
to  further  plans  for  securing  better 
health  and  better  medical  care  for  the 
people  of  South  Carolina. 

10.  Political  Medicine 

To  prevent  political  control  or 
domination  of  medical  practice  or  of 
medical  education. 
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TRUE  ANTICHOLINERGIC  ACTION 


Pro-Banthine  Inhibits  Excess 
Parasympathetic  Stimuli  in  Peptic  Ulcer 


Medical  literature  now  contains  more  than 
500  references  to  the  beneficial  role  of  Pro- 
Banthlne  Bromide  (brand  of  propantheline 
bromide)  and  Banthlne®  Bromide  (brand  of 
methantheline  bromide)  as  evidenced  by  a 
marked  healing  response  of  peptic  ulcers. 
Rapid  symptomatic  improvement,  particu- 
larly with  reference  to  pain  relief,  is  followed 
by  roentgenographic  demonstration  of 
crater  filling. 

The  therapeutic  action  of  Pro-Banthine  in 


decreasing  hypermotility  and  hyperacidity, 
together  with  the  remarkable  early  subjective 
benefit,  is  a desired  approach  in  the  manage- 
ment of  ulcers. 

The  initial  suggested  dosage  is  one  tablet, 
15  mg.,  with  meals  and  two  tablets  at  bed- 
time. An  increased  dosage  may  be  necessary 
for  severe  manifestations  and  then  two  or 
more  tablets  four  times  a day  may  be  indi- 
cated. G.  D.  Searle  & Co.,  Chicago  80,  Illi- 
nois, Research  in  the  Service  of  Medicine. 
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HANDBOOK  OF  PEDIATRIC  MEDICAL  EMER- 
GENCIES. Adolph  G.  DeSanctis,  M.  D.  with  col- 
laboration of  Charles  Varga,  M.  D.,  and  ten  con- 
tributors. C.  V.  Mosby  Co.  1956.  371  pp.  $6.25. 

Since  its  first  appearance  in  1951  this  book  has 
proven  thoroughly  its  practical  worth  by  going  through 
four  printings  and  several  translations  into  foreign 
languages.  This  second  edition  covers  not  only  emer- 
gencies of  the  kind  commonly  considered  as  such,  but 
also  in  brief  almost  all  of  the  serious  acute  ailments 
of  childhood.  The  advice  is  practical  and  succinct. 
Useful  tables  and  a proper  index  are  included.  This 
is  a book  which  every  practitioner  might  well  have 
readily  available. 

J.I.W. 


THE  OFFICIAL  AMERICAN  MEDICAL  ASSO- 
CIATION BOOK  OF  HEALTH.  Edited  by  Dr. 
W.  W.  Bauer.  Dell  Publishing  Co.,  Inc.  1957.  320 
pp.  35  cents. 

Matters  of  health  and  disease  make  intensely  inter- 
esting reading  for  the  public.  Unfortunately,  the  pub- 
lic is  often  led  to  read  articles  in  this  field  which  are 
sensational  or  slanted  badly  or  actually  dangerously 
inaccurate,  or  which  even  offer  to  make  diagnosticians 
and  therapists  of  every  reader. 


* 


PROTECTION  AGAINST  LOSS  OF  INCOME 
FROM  ACCIDENT  & SICKNESS  AS  WELL 
AS  HOSPITAL  EXPENSE  BENEFITS  FOR 
YOU  AND  ALL  YOUR  ELIGIBLE  DEPEN- 
DENTS. 


PHYSICIANS  CASUALTY 
& HEALTH  ASSOCIATIONS 
OMAHA  2,  NEBRASKA 

Since  1902 


Today's  Health,  a magazine  for  the  general  public, 
published  by  The  American  Medical  Association,  has 
been  a foil  to  these  undesirable  publications.  Its  con- 
tributors are  people  of  high  medical  standing  and  of 
literary  ability.  From  its  pages  have  been  collected 
this  series  of  articles  on  a variety  of  subjects.  They 
are  concerned  neither  with  cures  nor  lists  of  symptoms 
but  they  provide  sound  suggestions  for  making  the 
best  of  one’s  capabilities  for  health. 

The  articles  are  written  simply  and  attractively. 
How  fine  it  would  be  if  all  patients  would  read  them 
with  understanding!  A physician  would  not  do  badly 
by  placing  this  book  in  every  patient's  hands.  The 
cost  of  this  paper  back  (35  cents)  would  be  repaid 
tremendously. 

J.I.W. 


THE  LABYRINTH.  Physiology  and  functional  tests. 
By  Joseph  J.  Fischer.  Grune  & Stratton  Co.  New  York, 
1956,  Price  $6.00. 

This  small  book  of  about  200  pages  gives  an  excel- 
lent and  clear  picture  of  the  labyrinth.  After  a short 
survey  of  the  anatomy,  the  physiology  and  functions 
of  the  different  parts  of  the  inner  ear  are  explained. 
Next  the  author  evaluates  spontaneous  manifestations 
such  as  vertigo,  and  nystagmus.  The  reviewer  was 
especially  interested  in  the  practical  and  clinical  ap- 
plications of  the  theories  as  e.g.  in  the  description  and 
evaluation  of  the  caloric  tests,  turning,  and  galvanic 
reactions,  etc.  Dr.  Fischer  discusses  the  abnormal  re- 
actions to  different  stimuli,  the  hypo-  and  hyperexcita- 
bility of  the  labyrinth,  which  are  facts  of  great 
importance.  The  use  of  diagrams,  photographs  and 
microphotographs  helps  the  understanding  of  this 
difficult  subject  greatly.  Examples  from  the  actual 
sickbed  are  discussed  as  e.g.  intracranial  lesions,  differ- 
entiation between  peripheral  and  central  lesions  and 
many  others. 

It  is  very  easy  to  get  lost  in  the  “labyrinth”  of  the 
literature  about  the  inner  ear.  There  are  so  many  con- 
flicting theories  that  it  is  hard  to  acquire  a working 
knowledge  for  theoretical  and  practical  purposes.  This 
book  has  a very  excellent  bibliography  after  each 
chapter  for  the  serious  student,  but  it  also  has  a 
critical  discussion  of  different  ideas;  the  author  at- 
tempts to  guide  the  reader  through  this  maze  with 
his  own  personal  experience  in  this  difficult  subject. 

This  book  not  only  fills  a great  need,  but  should  be 
a “must”  reading  for  every  specialist  in  otolaryngol- 
ogy or  neurology,  and  will  be  of  great  help  to  solve 
many  a problem  for  any  practitioner  who  attempts  to 
make  a diagnosis  on  “dizzy”  patients  in  his  practice. 

George  Laub,  M.  D. 
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SERUM  TRANSAMINASE  AS  AN  AID 
IN  DIAGNOSIS  OF  ACUTE 
MYOCARDIAL  INFARCTION 

Dale  Groom,  M.  D.,  Leonard  Douglas,  E.  G.  Herbert,  M.  S.,  and  W.  M.  McCord,  M.  D. 

Charleston,  S.  C. 


eldom  does  a new  laboratory  test  appear 
which  is  helpful  in  the  diagnosis  of  so 
common  a disease  as  coronary  occlusion. 
The  serum  transaminase  test,  introduced  about 
two  years  ago,  has  evoked  widespread  clinical 
interest.  Although  its  applications  are  by  no 
means  confined  to  cardiology,  the  studies  re- 
ported herein  pertain  primarily  to  its  use  as 
a diagnostic  aid  in  acute  myocardial  infarc- 
tion. 

Glutamic  oxaloacetic  transaminase  (GO  T) 
is  a tissue  enzyme.  Normally  a small  amount 
of  this  enzyme  is  present  in  blood  serum.1 
The  mechanism  of  release  of  transaminase 
into  the  blood  stream  is  not  entirely  clear,  but 
present  thought  is  that  it  is  released  in  in- 
ordinately large  amounts  from  the  cells  of 
damaged  tissue.2  The  enzyme  is  present  in 
various  body  tissues,  its  highest  concentration 
being  in  heart  muscle,  skeletal  muscle,  brain, 
liver,  and  kidney  in  decreasing  order.3  De- 
terminations of  GO  T in  the  sera  of  patients 
with  neoplastic,  infectious,  degenerative,  or 
allergic  diseases  reveal  no  significant  increase 
in  the  enzyme  levels  unless  there  is  concurrent 
damage  to  the  heart,  skeletal  muscle,  or 
liver.4,5  Highest  transaminase  activities  re- 
ported thus  far  have  been  in  cases  of  acute 
myocardial  infarction  and  liver  disease.  Some 

Presented  at  the  annual  meeting  of  the  S.  C.  Heart 
Association,  Spartanburg,  S.  C.,  February  4,  1957. 

From  the  departments  of  Medicine  and  Chemistry, 
Medical  College  of  S.  C.,  Charleston,  S.  C. 

This  study  was  supported  in  part  by  grants  from  the 
S.  C.  Heart  Association  and  the  National  Heart  In- 
stitute. 


investigators  have  found  blood  levels  of  the 
enzyme  to  rise  as  much  as  20-100  times  the 
normal  values  in  acute  hepatitis  due  to  toxic 
or  infectious  agents.4 
Laboratory  Methods 

Chemical  determination  of  transaminase  activity  is 
based  upon  an  enzymatic  reaction  in  which  alpha- 
amino  nitrogen  of  aspartic  acid  is  transferred  to 
alpha-ketoglutaric  acid.  This  results  in  the  synthesis 
of  two  new  acids — glutamic  acid  and  oxaloacetic 
acid.6 

Relative  transaminase  concentrations  have  been 
determined  by  manometric  means7,6, 9 by  use  of 
paper  chromatography6, to  by  colorimetry”  and  by 
spectrophotometry.  The  first  three  methods  have  not 
been  widely  accepted  as  clinical  laboratory  pro- 
cedures either  because  they  are  too  cumbersome  or 
have  not  been  adequately  evaluated  for  use  in  serum 
determinations.  Earlier  spectrophotometric  meth- 
ods1 2,1 3 employed  light  wavelengths  on  the  order  of 
280-300  millimicrons  which  are  perhaps  not  optimum 
for  analysis  of  serum  with  the  dilutions  that  must  be 
used. 

The  standard  method  followed  in  this  laboratory  is 
that  developed  by  Karmen14  and  further  evaluated 
by  Steinberg,  et  al.15  Because  it  has  the  advantage  of 
showing  any  possible  non-linearity  of  reaction  rates 
by  recording  instantaneous  changes  in  optical  density, 
a Beckman  Ratio  Recording  Spectrophotometer  is 
used  for  measuring  reactions.  According  to  Steinberg 
the  standard  deviation  of  several  successive  determina- 
tions on  the  same  serum  is  ±6%.  General  observations 
in  our  laboratory  substantiate  this  conclusion  and  in- 
dicate the  primary  factors  producing  error  to  be: 
temperature  variations,  deterioration  of  malic  dehy- 
drogenase, and  use  of  serum  which  is  not  free  of  cells 
or  which  has  been  taken  from  partially  hemolyzed 
blood.  Another  source  of  error,  capable  of  producing 
falsely  elevated  transaminase  levels,  was  traced  to 
bacterial  contamination  of  the  reagent  amino  acids. 


DAYS  FOLLOWING  ONSET  OF  SYMPTOMS 

Fig.  7.  Graph  illustrating  fluctuations  of  transaminase  levels  in  eight  patients  with  unequivocal  diagnoses  of 
acute  myocardial  infarction.  In  some  cases  the  exact  time  of  onset  of  symptoms  was  uncertain.  Also,  not  all  the 
SGO-T  determinations  were  made  on  the  time  schedule  outlined  in  the  text,  peak  levels  undoubtedly  being 
missed  in  some  instances. 


A recently  developed  method16  of  transaminase  de- 
termination employing  light  wavelengths  in  the  visible 
spectrum  is  now  being  utilized  for  most  routine  tests. 
It  is  a shorter,  easier  procedure  for  which  a standard 
colorimeter  can  be  used  in  place  of  the  far  more 
costly  ultra-violet  spectrophotometer.  Results  check 
closely  with  those  obtained  by  the  standard  procedure, 
indicating  that  the  colorimeter  method  is  entirely  ade- 
quate for  routine  use  in  the  average  clinical  laboratory. 
Normal  values  for  transaminase  by  both  methods  in 
our  laboratory  range  from  10  to  50  units  /ml.  of  serum. 
This  coincides  with  ranges  of  normal  reported  from 
other  laboratories. 

Cost  of  reagents — quite  high  when  the  test  was 
introduced — has  steadily  declined.  Reagents  for  a 
single  determination  can  be  reduced  in  cost  to  less 
than  fifty  cents  provided  the  laboratory  runs  a mini- 
mum of  a dozen  or  so  determinations  a week.  On  the 
same  basis  the  technician’s  time  requirement  will 
average  about  one  half  hour  per  test. 

Clinical  Studies 

During  a five  month  period  in  1956  serum 
transaminase  determinations  were  made  on  51 
patients  admitted  to  the  Medical  College  and 
Roper  Hospitals.  In  all  of  these  cases  acute 
myocardial  infarction  was  considered  a pos- 
sible, if  not  probable,  diagnosis.  Ten  of  them 
had  both  electrocardiographic  changes  and 
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clinical  evidence  which  were  virtually  diag- 
nostic of  acute  infarction,  and  in  41  cases  the 
ECG  was  deemed  to  be  either  suggestive, 
equivocal,  or  non-contributory. 

Of  the  entire  series  of  patients,  22,  or  43%, 
showed  elevations  of  serum  transaminase 
ranging  from  2 to  25  times  the  levels  found  in 
normal  subjects.  All  the  10  cases  having 
electrocardiographic  and  clinical  evidence 
which  was  considered  incontrovertible  fell 
within  this  group  showing  abnormally  high 
transaminase  levels.  Highest  value  recorded 
in  any  of  them  was  550  units.  And,  without 
exception,  all  the  22  cases  showed  a sub- 
sequent fall  in  serum  transaminase  levels  to 
normal.  In  6 of  them  the  levels  were  normal 
on  admission  to  the  hospital  ( within  12  hours 
after  onset  of  symptoms),  and  in  other  cases 
which  had  symptoms  of  somewhat  longer 
duration  before  the  blood  samples  were  taken 
results  of  the  tests  were  abnormally  high  on 
admission.  Following  the  rise  in  transaminase 
all  values  returned  to  normal  levels  within  one 
week  after  the  onset  of  chest  pain,  about  half 
of  them  reverting  to  normal  or  near  normal 
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within  seventy-two  hours  .The  time  relation- 
ship of  the  rise  and  fall  of  serum  transaminase 
levels  in  8 representative  cases  is  illustrated 
in  fig.  I.  In  none  of  the  cases  which  failed  to 
show  transaminase  elevations  was  the  electro- 
cardiogram considered  to  be  diagnostic  of 
acute  myocardial  infarction. 

Animal  Experimentation 

Coronary  occlusions  were  produced  experi- 
mentally in  10  dogs.  An  incision  was  made 
through  the  5th  intercostal  space  of  the  right 
side  of  the  thoracic  wall,  the  pericardium  was 
opened,  and  the  anterior  descending  coronary 
artery  was  ligated  with  silk  suture.  A major 
portion,  probably  up  to  one-half  of  the  left 
ventricle  was  rendered  ischemic  by  this  pro- 
cedure. Seven  of  the  10  dogs  survived,  and  in 
them  the  ligature  was  left  in  place  and  the  in- 
cision closed.  In  each  case  blood  samples  were 
taken  before  surgery,  again  12-24  hrs.  follow- 
ing surgery,  and  again  on  the  2nd  and  6-7th 
days  after  production  of  the  infarct.  Extremely 
high  levels  of  SGO-T — as  much  as  15  times 
the  values  in  the  control  samples — were  ob- 
tained in  all  7 of  the  surviving  animals.  In- 
variably these  transaminase  levels  returned  to 
normal  within  the  first  post-operative  week. 
Results  of  the  animal  experiments  are  com- 
piled in  Table  I. 

Autopsy  examinations  were  made  on  the 
hearts  of  the  animals  from  one  to  six  weeks 
following  surgery  and  in  each  case  there  was 
gross  evidence  of  extensive  myocardial  in- 
farction. Four  of  the  dogs  who  appeared  to 
have  the  largest  areas  of  infarcted  myocardium 
were  among  those  showing  the  highest  trans- 
aminase levels.  However,  the  line  of  demarca- 
tion between  normal  and  ischemic  myo- 
cardium was  not  clearly  defined  in  most  of  the 
hearts  so  that  an  accurate  correlation  between 
the  extent  of  infarction  and  the  increase  in 
serum  transaminase  was  not  possible. 

Two  additional  dogs  were  subjected  to  the 
same  surgical  procedure  except  that  the  cor- 
onary arteries  were  not  ligated.  Only  the  thora- 
cotomy was  performed  in  such  a way  as  to 
produce  the  same  amount  of  trauma  and 
damage  to  skeletal  muscle  as  that  entailed  in 
the  experimental  coronary  occlusions.  These 
dogs  (No.  8 and  No.  9 in  the  Table)  showed 
increases  in  their  serum  transaminase  activity 


Transaminase  Levels  In  Dogs  with  Myocardial  Infarctions 

Units/ml 

Experimental  Control  Values  12-24  hrs.  2 days  1 week 

Animals 

No.  1 42  u.  544  u.  80  u.  20  u. 

No.  2 39  u.  460  u.  133  u.  36  u. 

No.  3 20  u.  250  u.  106  u.  27  u. 

No.  4 44  u.  663  u.  633  u.  66  u. 

No.  5 52  u.  457  u.  120  u.  46  u. 

No.  6 49  u.  350  u.  96  u.  32  u. 

No.  7 45  u.  420  u.  105  u.  41  u. 

No.  S No  23  u.  65  u.  46  u.  33  u. 

Infarct  

No . 9 No  27  u.  56  u.  44  u.  20  u. 


on  the  same  schedule  of  determinations  to 
only  2 to  3 times  their  control  values. 

Discussion 

There  is  an  obvious  need  for  any  laboratory 
test  of  value  in  the  diagnosis  of  acute  myo- 
cardial infarction.  Undoubtedly  the  serum 
transaminase  determination  is  such  a test. 
Introduced  as  a clinical  laboratory  procedure 
only  two  years  ago,  the  SGO-T  determination 
has  been  demonstrated  in  both  clinical  and 
animal  investigations  to  provide  a highly  re- 
liable indication  of  actual  necrosis  of  heart 
muscle  tissue.  There  is  now  a growing  body 
of  evidence  from  several  sources  that  con- 
centrations of  GO-T  in  infarcted  muscle  tissue 
decrease  at  the  time  the  levels  in  the  blood  in- 
crease, that  the  height  of  the  rise  of  trans- 
aminase activity  of  the  blood  probably  bears 
some  relationship  to  the  amount  of  infarcted 
muscle,  and  that  these  transient  enzyme 
changes  take  place  on  a specific  time  sched- 
ule. Peak  blood  levels  are  generally  reached 
within  24  hours  following  infarction,  declining 
to  normal  levels  within  one  week.  Our  experi- 
ence in  preliminary  clinical  and  laboratory  in- 
vestigation of  the  test  has  been  essentially  in 
agreement  with  these  findings. 

Of  the  51  cases  studied  there  was  none  in 
which  the  electrocardiogram  showed  abnormal 
features  considered  diagnostic  of  acute  myo- 
cardial infarction  without  an  associated  gross 
abnormality  of  the  serum  transaminase.  Sev- 
eral cases  considered  initially  on  clinical  and 
electrocardiographic  grounds  as  “suggestive” 
of  coronary  occlusion  and  in  which  we  found 
the  SGO-T  levels  to  be  elevated  were  later 
diagnosed  as  acute  myocardial  infarction.  A 
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few  others  in  whom  the  transaminase  test  was 
negative  were  subsequently  classed  as  cor- 
onary insufficiency  or  angina  pectoris. 

During  most  of  this  investigation — and  espe- 
cially during  the  first  phases  when  the  test 
was  being  run  as  a pure  research  procedure, 
with  little  or  no  attempt  made  to  report  or 
interpret  the  findings  to  the  clinicians — com- 
paratively little  heed  was  given  this  new  test 
so  that  the  transaminase  reports  did  not  weigh 
heavily  in  establishing  the  diagnosis.  But  with 
increasing  recognition  of  the  test  there  was  an 
undeniable  tendency  to  consider  these  lab- 
oratory reports  along  with  the  usual  diagnostic 
criteria.  Doubtless  it  is  true  that,  since  we 
have  as  yet  no  infallible  clinical  indicator  of 
acute  infarction,  it  is  impossible  to  measure 
accurately  the  reliability  of  this  or  any  other 
single  test  on  clinical  grounds  alone.  Results  of 
this  test  do,  however,  parallel  remarkably  our 
best  available  diagnostic  criteria. 

As  might  be  expected,  we  found  a more 
nearly  constant  relationship  bewteen  the  time 
of  infarction  and  the  peak  of  the  serum  trans- 
aminase levels  in  the  experimental  animals 
than  in  the  patient  group  where  exact  time  of 
onset  of  infarction  is  often  difficult  to  ascertain. 
In  both  groups  the  transaminase  activity  fell 
to  approximately  normal  within  one  week, 
with  a general  tendency  for  the  highest  levels 
to  remain  elevated  the  longest.  Owing  to  the 
rather  rapid  return  to  normal  after  reaching 
peak  levels,  it  would  appear  that  the  trans- 
aminase test  would  be  of  little  value  as  a diag- 
nostic aid  if  delayed  much  later  than  the 
second  or  third  day  following  onset  of  symp- 
toms. If  this  time  sequence  is  allowed  for,  it 
can  probably  be  said  that  there  is  little  or  no 
likelihood  of  a false  negative  test. 

Our  present  schedule  for  use  of  the  trans- 
aminase test  in  the  diagnosis  of  myocardial  in- 
farction is  as  follows:  The  first  sample  is  ob- 
tained immediately  upon  admission  of  the  pa- 
tient or  as  soon  after  onset  of  acute  symptoms 
as  possible.  A second  specimen  is  collected 
about  8-12  hours  after  the  time  of  onset,  and 
a third  36-48  hours  following  onset  of  the 
acute  attack.  If  any  of  these  have  shown  ab- 
normal values  of  SGO-T  a final  specimen  is 
taken  on  the  sixth  or  seventh  day  to  observe 
return  of  the  enzyme  to  normal  levels.  Ten 


ml.  samples  of  clotted  blood  are  used  for  the 
test,  and  in  our  experience  these  may  be  re- 
frigerated overnight  or  even  for  a day  or  two 
without  appreciably  impairing  accuracy  of  the 
test. 

Fortunately,  the  causes  of  SGO-T  eleva- 
tion other  than  myocardial  infarction  for  the 
most  part  bear  little  clinical  resemblance  to 
heart  disease.  Acute  hepatitis,  said  to  give  the 
highest  of  all  levels,3  is  ordinarily  not  confused 
with  coronary  occlusion.  Skeletal  muscle 
damage  from  trauma  or  surgery  is  self  evident. 
Dermatomyositis,  progressive  muscular  dys- 
trophy, and  polymyositis  have  been  noted  in 
a few  cases  to  produce  some  increase  in  GO-T 
in  the  blood  persisting  as  long  as  several 
weeks'7  but  it  seems  unlikely  that  any  of  these 
muscular  disorders  would  prove  misleading. 
Minimal  elevations  of  SGO-T  have  been  re- 
ported in  acute  myocarditis,  hemolytic  crises, 
some  cases  of  pulmonary  infarction  and  in 
acute  pancreatitis,18  but  in  these  conditions 
the  sharp  rise  and  fall  in  the  enzyme  levels 
characteristic  of  infarction  of  the  myocardium 
do  not  ordinarily  occur. 

On  the  other  hand,  peptic  ulcer  and  acute 
pericarditis,  both  of  which  can  mimic  closely 
coronary  occlusion,  do  not  produce  abnormal 
serum  transaminase  levels.  The  same  may  be 
said  of  most  of  the  other  considerations  in  the 
differential  diagnosis  of  acute  chest  pain,  in- 
cluding angina  pectoris. 

In  most  cases  of  acute  myocardial  infarction 
of  sufficient  severity  to  come  to  the  attention 
of  the  physician  a reasonably  positive  diag- 
nosis can  be  established  on  the  basis  of  the 
electrocardiogram  alone.  In  some,  however, 
the  ECG  changes  may  be  equivocal,  or  only 
suggestive,  or  even  delayed  for  several  days. 
And  in  others,  conduction  abnormalities  such 
a bundle  branch  block,19  or  relics  of  an  old 
infarction  may  obscure  the  typical  ECG 
changes  altogether.  In  such  cases  the  SGO-T 
determination  is  especially  helpful. 

One  of  the  intriguing  possibilities  of  this 
new  test  is  that  it  might  ultimately  lower  our 
diagnostic  threshold  of  coronary  disease;  that 
it  may  serve  to  uncover  “subclinical”  or  lesser 
degrees  of  infarction  than  we  ordinarily  deal 
with.  For  certainly  all  gradations  of  infarction 
do  occur  in  the  heart,  as  in  the  brain,  a fact 
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familiar  to  the  pathologist.  Just  how  sensitive 
an  indicator  the  transaminase  test  may  he, 
and  how  accurately  it  may  reflect  the  size  of 
infarcted  area,  remains  for  further  study  to 
show. 
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The  Treatment  of  Acute  Friedlander’s  Bacillus 
Pneumonia — A Continuing  Problem  by  Louis  P.  Jer- 
vey,  Jr.,  Nl.  D.,  Charleston,  and  Morton  Hamburger, 
M.  D.  A.M.A.  Arch.  Int.  Med.  99:1,  Jan.  1957. 

Thirty  cases  of  acute  primary  Friedlander’s  bacillus 
pneumonia  admitted  to  the  Cincinnati  General  Hos- 
pital w'crc  reviewed.  Fifteen  cases,  admitted  prior  to 
1948,  were  treated  mainly  with  sulfonamides  with  a 
mortality  of  73%.  15  cases,  admitted  after  1948,  were 
treated  with  varying  combinations  of  streptomycin, 
tetracycline  drugs,  and  sulfonamides  with  a mortality 
of  53% . Pertinent  clinical  information  on  each  case 
is  summarzied  in  the  tables.  The  continued  severity 
of  this  infection  is  indicated  by  the  high  mortality  in 
this  series  and  in  other  reported  cases.  From  the  cur- 
rent review  the  following  impressions  were  gained: 
( 1 ) a high  fatality  rate  ensues  with  either  no  therapy 
or  with  penicillin  only;  ( 2 ) treatment  with  sulfona- 
mides represents  a slight  improvement  over  this;  ( 3 ) 
treatment  with  the  tetracycline  drugs  or  streptomycin 
represents  a still  further  improvement;  and  (4)  there 
may  be  some  added  advantage  to  the  early  use  of 
tetracycline  drugs.  The  need  for  early  diagnosis  and 
treatment  is  stressed.  The  use  of  a combination  of 
drugs  (tetracycline,  streptomycin  and  a sulfonamide) 
is  suggested  until  a more  effective  single  agent  is 
available. 


The  Postoperative  Use  of  Antibiotics  in  Anorectal 
Wounds.  Leon  Banov,  Jr.,  M.  D.,  Charleston.  South 
Med.  J.  50:106,  Jan.  1957. 

This  paper  is  a progress  report  on  investigations  of 
the  use  of  antibiotics  in  proctologic  practice.  Since  it 
appeared  logical  to  employ  the  broad  spectrum  anti- 
biotics prophylactically  to  minimize  bacterial  infection 
in  the  heavily  contaminated  anorectal  area,  a study 
project  was  set  up  to  determine  the  value  of  the  oral 
administration  of  erythromycin  and  tetracycline  in  the 
postoperative  management  of  wounds  of  the  ano- 
rectum.  One  group  of  17  patients  received  erythro- 
mycin, a second  group  of  14  received  tetracycline,  and 
a third  group  of  16  served  as  a control.  The  opera- 
tions included  hemorrhoidectomy,  fissurectomy,  and 
fistulectomy  either  singly  or  combined.  Color  photo- 
graphy was  employed  in  this  project  to  supplement 
clinical  observations  and  to  provide  lasting  objective 
evidence  of  the  results.  Careful  study  and  comparison 
showed  no  discernible  difference  in  the  appearance  of 
the  wounds  of  the  three  groups  when  compared  at 
the  same  postoperative  intervals.  The  conclusion  was 
reached  that  neither  erythromycin  (400  mg.  every  6 
hours)  nor  tetracyline  (250  mg.  every  6 hours)  ad- 
ministered orally  for  three  to  seven  days  significantly 
promoted  post-operative  wound  healing  of  the  ano- 
rectum. 
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GENITO- URINARY  SYMPTOMS  FROM 
ABDOMINAL  AND  PELVIC  DISEASE 

Park  Niceley,  M.  D.,  F.I.C.S.,  F.A.C.S. 

Knoxville,  Tennessee 


Disease  of  the  urinary  system  is  diagnosed 
bv  correlating  a carefully  taken  history 
of  the  symptoms  and  complaints  with 
the  results  of  a thorough  physical  examination, 
including  laboratory,  x-ray  and  local  findings. 

Symptoms  and  physical  findings  are  not  al- 
ways sufficient  to  make  a urological  diagnosis. 
Abdominal  and  pelvic  disease,  when  in  close 
proximity  to  the  aorta  and  spinal  nerves,  may 
cause  pain  resembling  that  produced  in  the 
urinary  tract.  The  patient  who  has  pain  in  his 
back  often  consults  the  urologist  thinking  that 
he  has  some  kidney  or  bladder  trouble.  We 
must  always  consider  the  type  and  radiation 
of  the  pain  along  with  physical  and  positive 
laboratory  and  x-ray  findings  before  we  can 
make  a diagnosis  of  genito-urinary  disease. 
Case  Reports 

Case  1.  Mr.  A.  C.,  aged  72,  arrived  in  the  hospital 
with  a chief  complaint  of  pain  along  the  course  of  the 
left  ureter  radiating  to  the  left  testicle.  This  pain  was 
intermittent  in  type  and  severe  enough  to  require 
opiates.  The  urine  and  blood  count  were  normal.  We 
were  suspicious  of  left  renal  and  ureteral  disease. 

Physical  examination  of  the  abdomen,  external  geni- 
tals and  prostate  was  normal.  No  pain  was  found  on 
pressure  in  the  left  lower  quadrant  on  palpation  of 
the  prostate  gland. 


Cystoscopic  examination  and  retrograde  pyelograms 
were  entirely  negative,  except  that  the  left  kidney 
was  displaced  laterally  and  upward  and  the  ureter  in 
the  mid-third  was  pushed  toward  the  spine  ( Fig.  1 A 
and  B).  Further  examination,  including  an  aortogram, 
revealed  an  aneurysm  of  the  abdominal  aorta.  Removal 
of  the  aneurysm  and  replacement  of  the  dissecting 
portion  of  the  aorta  were  successful  and  relieved  the 
symptoms. 

Case  2.  Mrs.  M.  L.,  aged  36,  arrived  in  the  hospital 
complaining  of  a large  tumor  mass  in  the  left  flank, 
and  of  pain  in  the  left  costo-vertebral  angle,  radiating 
down  in  the  flank.  Two  months  previously  she  had 
had  pelvic  surgery  for  a left  ovarian  cyst.  The  cyst 
was  found  to  extend  upward  toward  the  left  kidney. 
It  was  opened  and  drained,  but  the  surgeon  could  not 
remove  it  completely,  and  the  abdomen  was  closed. 
The  cyst  began  to  enlarge  slowly,  and  in  about  two 
weeks  it  had  extended  down  into  the  pelvis.  The 
mass  was  smooth,  firm,  and  not  painful. 

Cystoscopic  examination  and  pyelograms  showed  a 
normal  right  kidney,  but  the  ureter  was  pushed 
medially  in  its  middle  third.  The  left  kidney  was  not 
outlined.  (Fig.  2). 

Preoperative  diagnosis  was:  destroyed  left  kidney 
with  a large  cyst  of  the  lower  pole  extending  down 
into  the  pelvis.  A left  lumbar  incision  was  made  ex- 
posing a normal  left  kidney.  One  cyst,  the  size  of  a 
grapefruit,  was  pushing  upward  near  the  diaphragm 
and  another  larger  cyst  extended  downward  and  ad- 
hered to  the  left  ovary  and  tube.  Both  cysts,  the  kid- 


Figure  l A Figure  IB  Figure  2 

Figure  1. — A.  The  left  kidney  is  displaced  upward  and  Figure  2. — The  left  ureter  is  displaced  medially  near 

laterally.  B.  Aortagram  reveals  the  aorta  pushed  to  the  the  spinal  column.  Ptyelogram  of  the  right  kidney  is 

left  side.  normal. 
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Figure  4. — A calcified  sponge  in  the  base  of  the  blad- 
der shown  bij  roentgenogram. 

Figure  5. — Displacement  of  the  bladder  upward  and 
forward  by  a neurofibroma  in  the  pelvis. 


ney,  and  the  ureter  were  removed.  Neither  the  patho- 
logist nor  I was  able  to  state  the  origin  of  the  cyst. 
It  is  possible  that  the  cyst  originated  from  the  left 
adrenal  gland.  The  patient  made  a complete  recovery 
and  is  now  free  of  pain. 

Case  3.  Mr.  A.  C.,  aged  51,  came  into  the  office  6 
weeks  following  a bilateral  herniorraphy.  His  chief 
complaint  was  frequency,  urgency,  and  a persistent 
pyuria.  This  discomfort  had  existed  since  his  operation 
and  catheterization,  which  was  necessary  following  sur- 
gery. Opiates  were  necessary  for  pain  a few  days  after 
surgery.  Examination  showed  a healed  hernia  scar. 
Pain  was  present  on  deep  pressure  over  the  bladder. 
The  external  genitals  and  prostate  were  normal. 
Urinalysis  showed  numerous  pus  cells  and  red  blood 
cells.  Roentgenogram  of  the  abdomen  and  pelvis  re- 
vealed a catheter  coiled  in  the  urinary  bladder  ( Fig. 
3).  Cystoscopic  examination  was  done  and  the  cathe- 
ter was  grasped  with  cystoscopic  forceps  and  re- 
moved. The  patient  made  a satisfactory  recovery  and 
was  symptom-free  in  a few  days. 

Case  4.  Mrs.  M.  R.,  aged  56,  was  first  seen  in  the 
office  on  September  6,  1955,  with  a complaint  of  per- 
sistent pyuria  and  all  the  symptoms  of  urethritis.  The 
urine  remained  loaded  with  pus  cells  in  spite  of  anti- 
biotics and  sulfonamides.  Three  months  previously  the 
patient  had  had  a vaginal  hysterectomy  with  good 
results,  although  she  had  a stormy  postoperative  course 
with  chills  and  fever. 

Examination  rescaled  an  inflamed  urethra  with  the 


appearance  of  chronic  urethritis.  The  vagina  was 
healed  and  no  discharge  was  present.  Cystoscopic  ex- 
amination showed  a large  partially  calcified  stone  in 
the  base  of  the  bladder.  A roentgenogram  revealed  a 
calcified  sponge  in  the  bladder  (Fig.  4).  Cystostomy 
was  done  and  the  sponge  in  the  bladder  was  removed 
easily.  The  patient  made  a satisfactory  recovery  and 
the  urine  is  free  of  pus  cells. 

Case  5.  Mr.  R.  S.,  aged  23,  entered  the  hospital 
complaining  of  a painless  mass  in  the  pelvis.  This 
mass  was  palpable  in  the  pelvis  by  rectum.  A large 
firm  mass  filled  the  entire  pelvis.  The  patient  had 
noticed  this  mass  for  the  past  3 months  and  it  had  be- 
come increasingly  larger  and  interfered  with  buttoning 
his  trousers. 

His  chief  complaints  were  frequency,  urgency  and 
passing  only  a small  amount  of  urine  on  each  voiding. 
No  hematuria  was  present.  Urinalysis  and  blood  count 
were  normal. 

A cystogram  was  done  and  the  bladder  was  found 
to  be  pushed  forward  and  upward.  (Fig.  5).  Surgery 
was  performed  and  a large  tumor  mass  was  found  in 
the  pelvis,  pushing  the  bladder  upward  and  anteriorly. 
The  tumor  was  removed  with  much  difficulty.  The 
diagnosis  was  neurofibroma. 

The  patient  made  a satisfactory  recovery  and  left 
the  hospital  in  2 weeks,  well  healed. 

Case  6.  A physician,  aged  52,  came  to  the  office 
complaining  of  pain  in  the  right  lumbar  region 
radiating  downward  and  medially. 
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No  bladder  symptoms  were  present,  and  the  urine 
was  negative.  The  pain  was  aggravated  by  lifting  and 
by  stooping  and  by  pressure  in  the  right  costo-verte- 
bral  angle.  There  was  no  pain  in  the  left  side  or  in 
the  abdomen.  No  abdominal  masses  were  present. 
Complete  blood  count  was  negative. 

Intravenous  pyelograms,  a gall  bladder  series  and 
a gastro-intestinal  series  along  with  a barium  enema 
were  negative  to  x-ray.  A roentgenogram  of  the  spine 
including  lateral  films  revealed  two  calcified  bodies 
between  the  9th  and  10th  thoracic  vertebrae  (Fig.  6). 


Figure  6. — Small  calcification  between  the  ninth  and 
tenth  lumbar  vertebrae  on  the  anterior-posterior  and 
lateral  view. 


This  was  a nucleus  polyposis  impinging  on  the  verte- 
bral nerve  referring  pain  to  the  right  lumbar  and  flank- 
region. 

Case  7.  Mr.  W.  A.  R.  came  in  with  a chief  com- 
plaint of  hematuria,  which  had  been  intermittent  over 
a period  of  years.  At  the  time  of  his  visit  the  urine 
was  grossly  clear.  However,  a few  pus  cells  and  blood 
cells  were  present  on  microscopic  examination.  He 
stated  that  he  had  passed  a small  stone  3 years  pre- 
viously. He  had  an  amputation  of  the  left  leg  at  the 
thigh  many  years  ago,  his  general  health  had  been 
poor  and  he  has  been  able  to  do  only  part-time  work. 


No.  18  and  20  sounds  were  passed  and  there  was 
no  stricture  present.  The  cystoscope  passed  with  some 
difficulty.  The  bladder  mucosa  and  orifices  were 
essentially  negative,  except  that  the  orifices  were  in 
abnormal  position.  The  posterior  urethra  was  red, 
very  vascular  and  inflamed,  and  there  was  an  abnormal 
condition  in  the  prostatic  region.  A no.  4 catheter  was 
inserted  up  for  about  15  to  20  cm.  to  the  left  kidney. 
We  were  unable  to  pass  a catheter  up  the  right  ureter. 
Phenolsulfonphthalein  returned  faintly  in  7 minutes 
from  the  left.  Pvelograms  made  on  the  left  side 
showed  the  presence  of  the  left  kidney,  but  no  kidney 
was  seen  on  the  right  side.  Later,  after  a thorough  ex- 
amination of  the  urine  no  tubercle  bacilli  were  found. 
The  final  diagnosis  was  thrombasthenia.  The  patient 
had  a definite  slow  action  of  the  platelets,  which  per- 
mitted slow  clotting  time. 

X-ray  examination  revealed  two  large  calcified 
masses  in  the  psoas  regions  which  were  calcified  psoas 
abscesses  (Fig.  7).  We  had  been  unable  to  make  a 
retrograde  pyelogram  on  the  right  kidney  as  this  pa- 
tient was  not  cooperative. 

Case  8.  Mr.  N.  P.  G.,  aged  53,  was  first  seen 
January  10,  1942,  and  at  this  time  he  had  a large  mass 
in  his  right  flank.  This  tumor  was  removed  and  found 
to  be  a cystic  mass  arising  from  the  retroperitoneal 
tissue.  Microscopically  the  tissue  contained  numerous 
fat  cells  and  increased  in  connective  tissue  stroma  and 
was  infiltrated  with  inflammatory  cells.  Numerous 
cysts  made  up  the  growth,  which  weighed  17 Yz 
pounds. 

The  patient  was  seen  again  in  1946,  and  at  this  time 
he  had  a recurrence  of  the  tumor  which  was  firm,  not 
tender  on  examination,  and  filled  the  entire  right  flank, 
pushing  the  kidney  upward  and  medially.  There  was 
much  fullness  present  in  the  right  flank  and  upper 
right  quadrant  of  the  abdomen  and  some  pain  on  deep 
pressure  over  the  costo-vertebral  angle,  although 
there  was  no  particular  pain  on  moving  the  tumor.  The 
patient’s  physical  condition  was  good.  He  weighed 
208  pounds,  had  a normal  blood  pressure  and  the  ap- 
pearance of  a man  in  excellent  health.  His  blood  count 
was  normal.  Urinalysis  was  negative. 


Figure  7. — (Left)  Calcified  psoas  abscess.  (Right) 
Left  ectopic  kid  net/  and  masses  which  represent  cal- 
cified psoas  abscesses. 


Figure  8. — (Left)  Obstruction  of  the  catheter  in  the 
upper  third  of  the  right  ureter  (Right)  Presence  of  a 
kink  in  the  upper  ureter  with  the  kidney  pushed  up- 
ward and  medially  by  a retroperitoneal  tumor. 
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Cystoscopic  examination  showed  a normal  bladder, 
and  catheters  placed  in  the  pelvis  of  each  kidney  met 
no  obstruction.  Pyelograms  revealed  the  left  kidney 
to  be  normal,  the  right  kidney  pushed  against  the 
calyces  or  pelvis  although  the  kidney  was  pushed  up- 
ward and  medially.  There  was  a definite  kink  in  the 
mid-third  of  the  right  ureter.  ( Fig.  8 ) 

Exploratory  operation  on  July  23,  1946  through  a 
lumbar  incision  revealed  a very  large  tumor  mass.  The 
right  kidney  and  two  retroperitoneal  tumors  were  re- 
moved. The  patient  made  a satisfactory  recovery,  al- 
though considerable  hemorrhage  was  present.  The  cut 
surfaces  of  the  kidneys  varied  in  appearance,  some 
shiny,  others  pale  yellow  in  color,  and  some  areas 
greyish-red  in  color.  There  was  an  adherent  mass  of 
fatty  tissue  attached  to  the  capsule  of  the  kidney.  The 
cut  surface  of  the  kidney  showed  the  calyces  to  be 
necrotic  and  surrounded  by  a pale  yellow  peripheral 
zone.  There  was  a diffuse  infiltration  of  connective 
tissue  cells,  which  varied  in  shape  and  many  contained 
mitotic  figures.  Sections  through  the  kidney  showed 
deposits  of  inflammatory  cells  replacing  the  kidney 
tissue.  The  glomeruli  varied  in  appearance  and  cells 


lining  the  tubules  were  small,  granular,  and  some 
showed  no  nuclei.  The  diagnosis  was  retroperitoneal 
liposareoma  and  pyelonephritis. 

The  patient  did  well  for  approximately  7 years  and 
expired  with  generalized  sareomatosis. 

Summary 

Symptoms  suggestive  of  urinary  tract  disease 
may  be  caused  by  disease  in  the  abdomen  and 
pelvis  with  pressure  on  the  kidneys,  ureters  or 
bladder. 

A careful  history  and  physical  examination 
is  most  essential  in  making  a urological  diag- 
nosis. Cystoscopic  examination,  cultures,  roent- 
genograms including  pyelograms,  aortograms 
and  retroperitoneal  insufflation  should  rule  out 
urinary  tract  disease. 

A proper  urinalysis  remains  one  of  the 
essential  tests  in  the  diagnosis  of  urinary  tract 
disease. 


The  Recording  of  Heart  Sounds  and  Vibrations.  II. 
The  Application  of  an  Electronic  Pickup  in  the 
Graphic  Recording  of  Subaudible  and  Audible  Fre- 
quencies. By:  Dale  Groom,  M.  D.,  and  John  A. 
Boone,  M.  D.,  with  the  technical  collaboration  of 
engineers  ot  the  General  Motors  Research  Labora- 
tories. Exp.  Med.  and  Surg.  14:255,  1956. 

The  precordium  being  the  area  of  body  surface 
closest  to  the  heart  manifests  the  widest  range  of 
cardiac  vibrational  activity.  In  general,  the  amplitude 
of  these  vibrations  decreases  as  their  frequency  in- 
creases. 

By  means  of  a calibrated  electronic  pickup  having 
an  extended  low  frequency  range  the  sonic  (sound) 
and  infrasonic  vibrations  have  been  recorded  in  terms 
of  wave  forms. 

Most  murmurs  appear  as  “noises”  containing  a 
complex  mixture  of  many  frequencies.  A few  mur- 
murs, those  of  a musical  quality,  show  prominent 
sinusoidal  wave  forms. 

Recordings  of  infrasonic  vibrations,  analogous  to  a 
precordial  ballistocardiogram,  differ  remarkably  from 
one  individual  to  another,  and,  in  the  same  individual, 
at  different  areas  of  the  precordium.  They  are  altered 
by  respiration,  posture,  and  other  physiological  vari- 
ables. Low  frequency  waves  tend  to  extend  throughout 
the  cardiac  cycle  forming  repetitive  vibration  com- 
plexes associated  with  the  known  mechanical  events  of 
the  cycle.  Though  their  clinical  significance  is  as  yet 
undetermined  it  appears  that  infrasonic  vibrations  may 
offer  a very  direct  approach  to  studies  of  the  mechani- 
cal functions  of  the  heart. 

Representative  tracings  of  sonic  and  infrasonic 
vibrations  are  presented  with  discussion  of  the 


methods  and  some  physical  considerations  of  record- 
ing. 


The  Effect  of  Background  Noise  on  Cardiac  Aus- 
cultatidn.  By:  Dale  Groom,  M.  D.  with  the  technical 
assistance  of  Oren  Herring,  B.  S.,  Wofford  Francis 
and  Gibson  Shealy,  B.  S.  Am.  Heart  J.  52:781-790, 
Nov.  1956. 

In  hospitals  and  clinics,  as  in  other  busy  institutior 
there  is  a more  or  less  constant  level  of  background 
noise.  Measurements  with  a sound-level  meter  reveal 
it  to  be  surprisingly  high,  on  the  order  of  60  to  70 
decibels. 

Sounds  transmitted  through  conventional  stetho- 
scopes are  of  relatively  low  intensity  and  are  readily 
masked  by  extraneous  noise.  Particularly  is  this  true 
of  the  less  obvious  murmurs  of  early  valvular  disease. 

Remodeling  a typical  examining  room  with  simple 
sound-proofing  measures  reduced  its  background 
noise  to  a level  of  35  decibels.  The  effect  of  noise  on 
the  auscultatory  performance  of  forty  physicians  was 
then  measured  under  conditions  simulating  those  of 
actual  stethoscopic  examination.  Average  results  for 
the  group  indicated  that  the  same  murmur  which 
could  be  heard  in  the  quiet  room  had  to  be  increased 
to  more  than  12  times  the  intensity  to  be  detected 
under  the  noise  conditions  encountered  in  hospital 
wards  and  examining  rooms. 

It  is  concluded  that,  regardless  of  a physician’s 
hearing  acuity  or  professional  experience,  ordinary 
levels  of  background  noise  can  and  do  seriously  impair 
his  ability  to  hear  heart  murmurs.  These  findings  are 
in  agreement  with  clinical  observations  indicating  that 
provision  of  a really  quiet  examining  room  affords  a 
worthwhile  improvement  in  auscultatory  diagnosis. 
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GARGOYLISM 

A REPORT  OF  TWO  CASES  IN  NEGROES 

E.  K.  Aycock,  M.  D.  and  J.  R.  Paul,  Jr.,  M.  D. 
Charleston,  S.  C. 


The  rare  familial  discorder  commonly 
designated  gargoylism,  but  also  known 
as  Hurler’s  syndrome,  dysostosis  multi- 
plex, and  lipoehondrodystrophy,  is  recognized 
as  a distinct  clinical  and  pathological  entity. 
It  is  a storage  disease  probably  closely  re- 
lated to  Morquio’s  disease.  The  histochemical 
abnormality  has  not  been  positively  deter- 
mined. 

Zellweger1  et  al  defined  and  differentiated 
succintly  gargoylism  and  Morquio’s  disease 
and  pointed  out  their  relation  to  other  storage 
diseases.  Gargoylism  is  characterized  by  three 
cardinal  groups  of  abnormal  features:  First, 
anomalous  development  of  the  skeleton.  This 
causes  generalized  delay  in  growth  and  more 
specifically  produces  the  diagnostic  anomalies 
of  the  skull,  ribs,  vertebral  bodies,  and  long 
bones  that  are  the  only  present  means  of  posi- 
tive differentiation  from  other  forms  of  stor- 
age disease  with  dwarfism  and  dysostosis. 
Second,  clinical,  biochemical,  and  pathological 
evidence  of  abnormal  muco-protein  metabol- 
ism such  as  hepato-splenomegaly,  mental  de- 
terioration, corneal  opacification,  and  ab- 
normal granulations  of  white  cells  of  the  blood 
and  reticuloendothelial  system.  Third,  access- 
ory signs  such  as  the  gruesome  heavy  featured 
“gargoyle”  facies,  hypertrichosis,  and  constitu- 
tional weaknesses.  Typically  the  disease  ap- 
pears in  infancy  and  the  pathognomonic  fea- 
tures are  well  defined.  Mild  forms  with  equi- 
vocal findings  as  well  as  transitional  forms 
which  have  some  features  of  gargoylism  but 
also  features  of  other  storage  diseases  have 
been  reported. 

Brante2  states  that  the  fundamental  defect 
is  a “congenital  enzyme  disturbance  as  regards 
the  metabolism  of  the  mucopolysaccharide  or 
some  of  its  components,  or  as  regards  the  bind- 
ing of  the  mucopolysaccharide  to  protein,  etc." 
Recently  Uzman3  has  been  able  to  isolate  two 
major  storage  materials  from  the  liver  and 
spleen  of  these  patients.  One  of  these  fractions 


isolated  was  a glycolipid,  the  other  a complex 
polysaccharide  containing  glucose,  galactose, 
hexosamines,  and  sulfate.  Dawson4  thought 
that  the  deposits  in  the  brain  consisted  of 
phospholipids,  and  that  the  deposits  in  other 
mesenchymical  tissue  represented  a primary 
disturbance  of  polysaccharide  or  mucopolv- 
saccharide  metabolism. 


Figure  1 

Figures  1 and  2 — Case  1.  Note  large  head,  prominent 
eyes,  and  squat  nose.  Fie  appears  dwarfed  with  kypho- 
sis of  the  dorsolumhar  region. 
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Very  few  cases  of  gargoylism  have  been  de- 
scribed in  die  negro  race.5,6  This  paper 
records  the  cases  of  two  negro  children  in 
whom  the  characteristics  were  so  marked  as 
to  leave  no  doubt  of  the  diagnosis.  The  chil- 
dren are  related  on  their  maternal  side,  the 
older  child  being  the  uncle  of  the  younger 
child. 


Figure  2 


Both  cases  reported  presented  the  typical 
picture  of  the  coarse,  ugly  dwarf  with  skeletal 
deformity  most  marked  by  kyphosis  of  the 
lumbo-sacral  spine  and  by  misshapen  frontal 
and  facial  bones.  Diagnosis  was  further  con- 
firmed by  x-ray  findings. 

Report  of  Cases 

Case  1.  A 2%  year  old  colored  male  was  admitted 
to  tlie  hospital  for  treatment  of  bilateral  broncho- 
pneumonia. 


The  history  revealed  that  the  child  had  been  slow 
to  gain  and  develop.  Since  early  infancy  he  had  not 
been  without  a nasal  discharge.  The  mother  readily 
admitted  that  the  child  seemed  mentally  retarded. 

It  was  noted  on  admission  that  the  child  presented 
the  characteristic  physical  findings  of  gargoylism. 
(Figs.  1 & 2)  He  seemed  to  be  mentally  retarded 
( about  the  developmental  level  of  an  18  month  old ) . 
The  head  was  large,  with  frontal  bosses,  prominent 
eyes,  and  the  squat  nose  discharged  continuously  a 
thick,  tenacious,  yellow  mucus.  He  was  obviously  a 
dwarf,  having  a short  neck,  kyphosis  of  the  dorso- 
lumbar  region,  and  shortened  extremities.  The  eyes 
and  eye  grounds  were  normal  and  the  corneas  were 
clear.  There  was  marked  hepatosplenomegaly  with 
protuburant  abdomen  and  an  umbilical  and  inguinal 
hernia. 

Roentgenograms  of  the  skull  showed  hyperostosis 
of  the  supraorbital  ridge  bilaterally.  The  ribs  were 
unusually  broad  and  spatulous,  and  views  of  the  long 
bones  showed  that  the  bones  of  the  forearm  were  ab- 
normally short  and  broad.  Views  of  the  hands  were 
also  characteristic.  Films  of  the  spine  (Fig.  3)  showed 


Figure  3. — Roentgenogram  of  the  lumbar  spine  of 
cate  1.  ( Marked  A)  Characteristic  deformity  of  L-2 
and  L-4,  i.  e.  wedging  of  the  vertebrae  with  marked 
kyphosis  and  inferior  beaking.  Case  2 (Marked  B ) 
shows  the  same  defect  in  L-2. 


the  characteristic  deformity  of  the  body  of  the  second 
lumbar  vertebra  consisting  of  wedging  with  marked 
kyphosis  and  inferior  beaking. 

Case  2.  A 4 year  old  colored  male  was  brought 
upon  our  request  to  the  out  patient  clinic.  He  pre- 
sented the  characteristic  picture  of  gargoylism,  though 
to  a less  degree  than  did  his  nephew.  He  too  appeared 
to  be  a dwarf  with  a short  neck,  kyphosis  of  the  dorso- 
lumbar  region,  and  shortened  extremities.  The  head 
was  large  with  frontal  bosses  and  prominent  eyes; 
however,  there  was  no  nasal  discharge.  Mental  re- 
tardation was  not  a striking  feature  although  the 
child  did  appear  somewhat  retarded.  The  corneas 
were  also  clear.  There  was  marked  hepato-spleno- 
mcgalv  with  a protuberant  abdomen  and  an  umbilical 
hernia. 

X-ray  findings  were  quite  similar  to  those  of  case  I. 
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The  two  cases  presented  show  the  typical  clinical 
manifestations  and  diagnostic  radiological  findings  of 
gargoylism.  We  would  have  liked  to  do  other  meta- 
bolic studies  and  liver  biopsy  for  histologic  and 
chemical  studies,  but  the  patient  was  taken  out  of  the 
hospital  against  advice  before  these  studies  could  be 
carried  out. 

Summary 

Two  cases  of  gargoylism  occurring  in  the 
negro  race  have  been  described. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 

ACUTE  MYOCARDIAL  DAMAGE 

Dale  Groom,  M.  D. 

Department  of  Medicine 

Case  Record — A 70  year  old  gentleman  was  ad- 
mitted to  the  hospital  because  of  bizarre  pains  in  the 
left  upper  part  of  his  abdomen.  Immediately  prior  to 
onset  of  the  attack  he  had  noted  a generalized  weak- 
ness attributed  by  him  to  a reaction  to  insulin  which 
he  took  habitually  for  his  diabetes.  He  also  acknowl- 
edged having  had  occasional  chest  pains  on  exertion 
for  the  past  several  months. 

Physical  examination,  roentgenograms  of  the  chest 
and  abdomen,  and  electrocardiogram  taken  on  ad- 
mission were  not  remarkable.  On  the  following  day 
the  patient  experienced  two  episodes  of  pain  in  the 
chest  following  which  the  tracing  dated  12-29-57  was 
recorded.  Serum  transaminase  determinations  made 
on  three  consecutive  days  thereafter  were  all  reported 
as  normal.  The  electrocardiogram  was  then  repeated 
as  illustrated  below. 

Later  (January  4th)  he  again  complained  of  in- 
digestion, experienced  a burning  sensation  in  the  sub- 
sternal  area,  and  an  electrocardiogram  taken  on  this 
occasion  revealed  diminished  R waves  in  several  pre- 
cordial leads,  persisting  in  subsequent  tracings,  and 
associated  with  T wave  inversions  indicative  of  acute 
anterior  wall  myocardial  infarction.  Thereafter  the 
patient’s  convalescence  was  uneventful. 

Electrocardiogram — In  the  tracing  on  the  left  there 
is  marked  elevation  of  S-T  segments  in  the  right  pre- 
cordial leads,  reaching  more  than  5 mm.  in  V-2  and 
V-3.  Associated  with  this  is  a considerable  reduction 
in  amplitude  of  R waves  and  of  the  entire  QRS  com- 
plexes. No  significant  changes  are  manifested  in  the 
limb  leads  other  than  a moderate  sinus  tachycardia. 


Four  days  later  these  abnormalities  have  completely 
disappeared  from  the  precordial  leads,  no  T wave 
inversions  have  appeared,  and  the  electrocardiogram 
is  essentially  normal.  There  is  perhaps  a slight  shift 
in  electrical  axis  and  a moderately  low  voltage  of  the 
QRS  complexes  in  the  standard  leads. 

Discussion — When  a portion  of  the  myocardium  is 
rendered  anoxic  by  partial  or  complete  obstruction  of 
its  coronary  arterial  blood  supply,  damage  to  the 
muscle  occurs,  its  electrical  actix  ity  is  altered,  and 
characteristic  changes  usually  can  be  recorded  in  the 
electrocardiogram.  We  are  accustomed  to  thinking  of 
these  changes  of  acute  myocardial  damage  as  occur- 
ring in  three  general  stages.  First  is  the  stage  of 
ischemia  in  which  only  repolarization  through  the 
muscle  is  altered.  Characteristically  T waves  which 
were  formerly  upright  become  inverted;  their  contour 
tends  to  become  unusually  symmetrical  with  the 
nadir  at  the  approximate  center  of  the  wave.  Further 
anoxia  results  in  the  next  stage  of  injury  in  which  it 
is  thought  that  an  actual  current  of  injury  is  generated 
bv  the  damaged  muscle  and  recorded  eleetrocardio- 
graphically  as  displacement  of  S-T  segments.  Restora- 
tion of  adequate  blood  supply  at  either  of  these  stages 
in  the  experimental  animal  leaves  no  residual  ab- 
normalities in  either  the  histologic  structure  or  the 
electrical  activity  of  the  muscle.  These  T and  S-T 
changes  are  therefore  reversible.  If,  however,  sufficient 
blood  supply  is  not  restored  through  collateral  circula- 
tion or  otherwise,  a portion  of  myocardium  becomes 
necrotic  and  the  QRS  complex  itself  is  altered  as  by 
decrease  or  disappearance  of  R waves  in  precordial 
leads  or  development  of  abnormal  Q waves,  long 
recognized  as  a sign  of  myocardial  infarction.  This 
third  stage,  that  of  necrosis,  ordinarily  leaves  per- 
manent changes  in  the  electrocardiogram  as  it  does  in 
the  myocardium.  Hence  coronary  occlusion  is  not 
necessarily  followed  by  myocardial  infarction.  The 
pathologist  frequently  finds  complete  occlusion  of 
small  coronary  arteries  without  necrosis  of  associated 
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muscle  tissue,  especially  where  atherosclerotic  ob- 
struction has  taken  place  gradually  allowing  time  for 
development  of  collateral  channels.  ECG  changes  of 
coronary  disease  thus  appear  when  an  area  of  myo- 
cardium becomes  ischemic.  And  they  may  progress 
from  one  stage  to  the  other  in  a matter  of  minutes  or 
months. 

Herein  lies  one  of  the  greatest  limitations  of  electro- 
cardiography. With  our  present  techniques  normal 
tracings  in  the  presence  of  even  advanced  coronary 
disease  are  the  rule  rather  than  the  exception — until 
the  reserve  of  some  portion  of  the  coronary  arterial 
circulation  is  reduced  to  a critical  level.  The  electro- 
cardiogram can  reveal  only  what  has  happened  and 
not  what  will  happen  in  coronary  disease,  and  then 
only  indirectly,  in  terms  of  ultimate  damage  to  the 
myocardium  or  conduction  system.  There  are  actually 


no  ECG  abnormalities  specific  for  coronary  disease. 
Similar  myocardial  damage  can  and  does  occasionally 
result  from  other  causes. 

Seldom  does  one  see  reversion  to  a normal  electro- 
cardiogram following  the  marked  changes  in  QRS 
complexes  illustrated  here,  particularly  in  so  short  a 
time.  Certainly  the  almost  complete  loss  of  this  ven- 
tricular depolarization  complex  in  leads  V-2  and  V-3 
signifies  loss  of  electrical  activity — and  viability — of 
at  least  a portion  of  the  myocardium  underlying  the 
electrode.  That  the  damage  is  acute  is  indicated  by 
the  elevation  of  S-T  segments  which  is  attributable  to 
an  area  of  injured  muscle  tissue  which  ordinarily  sur- 
rounds a zone  of  necrosis.  A diagnosis  of  acute  antero- 
septal  myocardial  infarction  was  in  fact  made  on  the 
basis  of  these  changes  following  the  normal  electro- 
cardiogram recorded  the  previous  day.  Yet  the  damage 
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was  reversible.  No  appreciable  necrosis  of  myocardium 
occurred  as  evidenced  by  the  subsequent  normal 
tracing  and  normal  values  of  serum  transaminase.  It 
is  of  interest  that  with  the  recurrence  of  chest  pain 
on  January  4th  an  actual  infarction  did  take  place  and 
in  the  same  anteroseptal  area.  Clinically  such  attacks 
as  this  patient  presented  the  day  after  admission,  with 
prolonged  chest  pain  coming  on  after  the  appearance 
of  anginal  pain  on  exertion,  are  sometimes  ascribed  to 
a stage  of  “impending  infarction”  in  which  anti- 
coagulant therapy  may  be  of  considerable  value. 
Certainly  premonitory  pain  does  occur  in  some  pa- 
tients before  the  final  infarction. 

The  mechanism  of  reversion  to  normal  following 
electrocardiographic  changes  which  arc  generally  con- 
strued to  indicate  irreversible  damage  is  uncertain. 
One  might  postulate  an  intermediate  stage  between 
injury  and  necrosis  in  which  muscle  might  lose  its 
electrical  activity  before  losing  its  viability.  Possibly 
hypoglycemia  might  be  a secondary  factor  although 
in  no  way  the  cause  of  the  electrocardiographic 
changes.  Very  low  levels  of  blood  sugar  deprive  the 
myocardium  of  an  essential  metabolite  and  base  been 
shown  to  be  capable  of  precipitating  attacks  similar 
to  angina  pectoris  in  the  presence  of  pre-existing  cor- 
onary disease.  If  a coronary  thrombosis  did  take  place 
immediately  prior  to  the  tracing  of  12-29-56  un- 
doubtedly sufficient  collateral  circulation  developed  to 
forestall,  though  temporarily,  actual  infarction. 

This  case  emphasizes  the  importance  of  serial 
electrocardiograms  in  the  diagnosis  of  coronary  dis- 
ease— even  when  that  diagnosis  may  appear  obvious. 


CESAREAN  SECTION  FOR 
DISPROPORTION  IN  THE 
GRAND  MULTIPARA 

Lawrence  L.  Hester,  Jr.,  M.  D.  and 
Harry  R.  Temple,  M.  D. 

Department  of  Obstetrics  and  Gynecology 

A 40  year  old  colored  gravida  8,  para  6,  with  one 
stillborn,  abortus  1,  was  admitted  to  Roper  Hospital 
at  term  in  desultory  labor  at  2 A.  M.  There  was  no 
vaginal  bleeding  and  the  membranes  were  intact. 

Antenatal  care  in  the  obstetrical  clinic  at  the  Medi- 
cal College  of  South  Carolina  was  uneventful.  Ob- 
stetrical history  revealed  5 term  deliveries  at  home  by 
midwife,  the  infants  weighing  from  7 to  9 pounds,  the 
last  of  which  was  a 9 pound  stillborn  delivered  after 
six  hours  of  labor.  There  was  also  a hospital  delivery 
of  a 7 pound  8 ounce  infant  in  good  condition  follow- 
ing normal  labor.  The  patient  was  a moderately 
obese,  colored  female  in  early  labor,  with  a blood 
pressure  of  150/90.  Examination  of  the  abdomen 
revealed  a large  ovoid  uterus  of  pregnancy  with 
irregular  uterine  contractions  of  fair  quality. 
Estimated  weight  of  the  baby  was  from  9%  to  10% 
pounds.  The  vertex  was  presenting,  and  the  fetal  heart 


tones  were  regular  at  144  per  minute  in  the  left  lower 
quadrant.  Rectal  examination  showed  the  cervix  to  be 
3 cm.  dilated  and  50%  effaced  with  membranes  in- 
tact. The  vertex  was  presenting  and  floating.  A com- 
plete blood  count  and  urinalysis  were  normal. 

Course  in  hospital:  Patient  continued  in  desultory 
labor  until  1 1 A.  M.  at  which  time  the  membranes 
ruptured  spontaneously.  Pelvic  examination  was  done 
and  cervix  was  found  to  be  4 cm.  dilated  and  80% 
effaced  with  the  vertex  still  high  in  the  pelvis.  No 
umbilical  cord  was  palpable,  and  fetal  heart  tones 
remained  good. 

After  the  membranes  ruptured,  labor  improved, 
with  contractions  of  good  quality  occurring  every  2 
to  3 minutes  ot  45  to  60  seconds  duration.  At  5 P.  M. 
the  cervix  was  found  to  be  7 to  8 cm.  dilated  and 
patulous,  with  the  vertex  at  the  pelvic  inlet.  Manual 
pelv  imetry  revealed  an  adequate  pelvis  except  for  the 
AP  of  the  inlet  which  was  judged  to  be  10  cm.  It  was 
also  observed  that  the  lower  uterine  segment  appeared 
overdistended  and  impending  uterine  rupture  was 
considered.  X-ray  pelvimetry  ( Colcher-Sussman 
method)  showed  the  following  measurements: 


Inlet 

Mid-pelvis 

Outlet 


AP 

10.3  cm. 
12  cm. 
8 cm. 


Transv  ersc 

12.3  cm. 

9.5  cm. 

9.6  cm. 


At  9 P.  M.  after  the  patient  had  been  encouraged 
to  “push”  with  uterine  contractions  for  approximately 
one  hour,  no  further  progress  had  been  made,  and 
the  patient  was  posted  for  cesarean  section.  At  11:05 
P.  M.  a low  cervical  section  was  done  with  delivery 
of  a 10  pound  male  infant  in  good  condition  by  Simp- 
son forceps.  Upon  elevating  the  bladder  flap  an  in- 
complete rupture  of  the  lower  uterine  segment  of  ap- 
proximately 12  cm.  was  noted  with  a hematoma  of 
40  to  50  ml.  dissecting  the  musculature.  Remainder 
of  the  lower  uterine  segment  was  tissue  paper  thin. 
The  cesarean  section  was  performed  without  further 
difficulty,  and  closure  of  the  uterus  was  done  in  the 
usual  fashion.  Sterilization  by  tubal  ligation  was  per- 
formed because  of  the  incomplete  uterine  rupture. 
The  postoperative  course  was  uneventful,  and  the  pa- 
tient was  discharged  on  the  7th  postoperative  day  in 
good  condition. 

Discussion:  This  case  report  is  to  reemphasize  the 
fact  that  cephalopelvic  disproportion  can  and  does 
occur  in  the  multigravida.  That  a patient  has  had 
several  vaginal  deliveries  does  not  mean  that  dis- 
proportion cannot  occur,  but  is  merely  an  optimistic 
historical  fact  and  is  no  guarantee  of  vaginal  delivery 
of  the  current  pregnancy. 

Desultory  labor  frequently  occurs  with  dispro- 
portion, as  well  as  mal  presentation.  It  should  make 
the  physician  attempt  to  answer  the  question,  “Why 
is  this  patient  having  poor  labor?  If  this  question  is 
answered,  then  certain  cases  considered  to  be  in  labor 
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can  be  excluded  by  making  a diagnosis  of  false  labor. 
Also  some  cases  of  disproportion  will  be  detected 
early  and  the  patient  will  not  be  allowed  to  go  through 
an  exhausting  labor  with  the  probable  addition  of  the 
postpartum  complications  of  hemorrhage  and  in- 
fection. 

This  case  emphasizes  the  fact  that  although  the 
mother  from  her  history  had  had  a 9 pound  infant 
vaginally,  she  was  unable  to  deliver  a 10  pound  infant 
by  the  same  route.  All  attempts  were  made  to  deliver 
this  patient  by  the  vaginal  route  except  giving  intra- 
venous pitoein  which  in  this  case  would  have  resulted 
in  catastrophe.  One  of  the  definite  contraindications 


to  uterine  stimulation  is  cephalo-pelvic  disproportion, 
and  it  is  a “ward  rule”  that  x-ray  pelvimetry  is  re- 
quired in  all  cases  prior  to  intravenous  pitoein. 

Conclusions: 

( 1 ) A case  of  cephalo-pelvic  disproportion  in  a 
grand  multigravida  is  presented. 

( 2 ) Desultory  labor  frequently  accompanies 
cephalo-pelvic  disproportion. 

( 3 ) The  unengaged  head  in  the  multigravida  in 
good  labor  is  an  obstetrical  problem  and  rea- 
sons for  the  failure  of  engagement  must  be 
sought. 


Drugs  for  Cardiac  Patients.  By:  Dale  Groom.  The 
American  Journal  of  Nursing,  56:  September  1956. 

Despite  advances  in  surgical  procedures  on  the 
heart,  thousands  of  patients  suffering  from  cardiac 
disease  depend  on  drugs  to  sustain  them  and  prolong 
life.  In  this  article  the  drugs  most  commonly  used  in 
cardiology  are  reviewed  with  particular  reference  to 
their  mode  of  action  and  their  administration.  Digitalis, 
quinidine,  the  nitrites,  anticoagulants,  narcotics, 
diuretics,  and  the  newer  anti-pressor  drugs  are  dis- 
cussed in  terms  of  their  roles  in  the  every  day  treat- 
ment of  these  patients,  especially  from  the  nursing 
standpoint. 


The  Recording  of  Heart  Sounds  and  Vibrations.  I. 
Historical  Review  and  Description  of  a New  Elec- 
tronic Direct-Contact  Vibration  Pickup.  By:  Dale 

Groom,  M.  D.,  with  the  technical  collaboration  of 
A.  F.  Underwood,  B.  S.,  J.  B.  Bidwell,  B.  S.  and  Earl 
Lingberg,  B.  S.,  engineers  of  the  General  Motors  Re- 
search Laboratories.  Exp.  Med.  and  Surg.  14:239, 
1956. 

An  historical  account  of  the  evolution  of  methods 
for  recording  heart  sounds  and  vibrations  is  pre- 
sented. 


Electronic  techniques  have  contributed  to  this 
evolution  in  three  general  ways:  their  application  in 
inscribing  auscultory  sounds  on  tracings  ( the  phono- 
cardiogram),  in  the  auditory  reproduction  of  sounds 
to  simulate  as  closely  as  possible  those  heard  through 
the  stethoscope,  and  in  the  graphic  recording  of 
sounds  and  vibrations  as  they  actually  exist  at  the 
chest  wall. 

Sounds  heard  in  cardiac  auscultation  comprise  onlv 
a small  fraction  of  the  total  vibrational  energy  pro- 
duced at  the  precordium  by  the  heart  beat.  Most  of 
this  energy  is  present  in  the  form  of  low  frequency 
vibrations — below  the  audible  range.  The  subaudible 
vibrations  have  received  comparatively  little  study, 
probably  because  they  are  not  readily  reproduced  by 
the  microphone  pickups  commonly  used  in  phono- 
cardiographic  equipment. 

A new  type  of  vibration  pickup  is  described  utilizing 
an  electronic  transducer  tube.  In  conjunction  with 
conventional  oscillographic  equipment  it  affords  a 
convenient  means  of  recording  low  frequency  pre- 
cordial vibrations.  The  pickup  has  been  calibrated 
over  the  range  of  2-500  c.p.s.  within  which  it  is 
capable  of  reproducing  electrically  the  wave  form  of 
mechanical  displacement  changes  with  a high  degree 
of  fidelity. 
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PRESIDENT’S  PAGE 

The  Annual  Meeting  of  the  State  Association  is  an  important  event  in  the 
professional  lives  of  all  of  us.  It  affords  an  opportunity  for  an  exchange  of  ideas 
on  the  science  of  medicine  as  well  as  upon  the  social  and  economic  aspects  of 
practice.  It  is  a time  for  taking  stock  and  planning  for  the  future.  It  is  also  a time 
to  see  one’s  friends  and  to  enjoy  social  activities  with  fellow  physicians  and  their 
families.  Those  of  us  who  can  should  attend. 

The  House  of  Delegates  meets  at  2 P.  M.  Tuesday,  April  30th.  Resolutions 
and  reports  of  officers  and  committees  are  read  and  referred  to  reference  com- 
mittees which  meet  later  the  same  day.  Members  of  the  Association  are  urged  to 
appear  before  these  committees  in  behalf  of,  or  in  opposition  to,  any  subject  in 
which  they  are  interested. 

An  excellent  scientific  program  has  been  arranged  by  Dr.  William  Cantey, 
Dr.  Heyward  Fouche  and  Dr.  D.  C.  Mitchell.  This  feature  of  the  meeting  is  of 
utmost  importance.  Only  by  having  a good  attendance  can  it  be  further  developed. 

The  Annual  banquet  will  be  held  Thursday  evening.  We  are  most  fortunate  in 
having  as  our  speaker  General  Mark  W.  Clark,  President  of  the  Citadel.  That  eve- 
ning Dr.  Lesesne  Smith  will  be  installed  as  President  for  the  coming  year. 

We  take  this  opportunity  of  expressing  our  appreciation  to  the  Editor  of  the 
Journal  for  providing  us  with  this  page  for  the  purpose  of  expressing  our  thoughts 
before  the  Association. 

A term  of  service  as  President  has  left  with  us  the  strong  conviction  that  we 
are  first  of  all  physicians  rather  than  members  of  any  particular  group  or  organiza- 
tion. In  matters  pertaining  to  the  distribution  of  medical  services,  as  physicians 
we  should  work  together  through  the  South  Carolina  Medical  Association.  Only 
in  this  way  can  we  discharge  our  duty  to  the  public  according  to  the  best  medical 
traditions. 

William  H.  Prioleau,  President 
S.  C.  Medical  Association 


134 


The  Journal  of  the  South  Carolina  Medical  Association 


Program -South  Carolina  Medical  Association 

May  1,  2,  1957 
Myrtle  Beach,  S.  C. 


Scientific  Program 


WEDNESDAY,  MAY  1 


A program  of  moving  pictures  will  be  shown  on  Wednesday  morning. 


2:55  P.  M. 
3:00  P.  M. 

3:30  P.  M. 

4:00  P.  M. 
4:30  P.  M. 


Call  to  Order. 

“Hypertension  Due  to  Unilateral  Kidney  Disease” 

Eugene  Ferris,  M.  D.,  New  York,  N.  Y. 

“Psychiatric  Illness  That  Can  Be  Best  Handled  by  the  Family 
Physician” — Joseph  Hughes,  M.  D.,  Philadelphia,  Pa. 

Recess  to  Visit  Exhibits. 

Panel:  “Use  and  Abuse  of  Drugs  in  Emotional  Illness” 

Moderator:  A.  Izard  Josey,  Columbia,  S.  C. — Internist 
Joseph  Hughes,  M.  D.,  Philadelphia,  Pa. — Psychiatrist 
E.  Ivan  Bruce,  Jr.,  M.  D.,  Galveston,  Texas — Psychiatrist 
Frank  E.  Whitacre,  M.  D.,  Nashville,  Tenn. — Obstetrician  and 
Gynecologist 


9:00  A.  M. 
9:15  A.  M. 

9:45  A.  M. 

10:15  A.  M. 

10:45  A.  M. 
11:15  A.  M. 

11:45  A.  M. 

12:45  P.  M. 
2:15  P.  M. 

2:45  P.  M. 

3:15  P.  M. 

4:30  P.  M. 


THURSDAY,  MAY  2 

Memorial  Service 

The  President’s  Address 

William  II.  Prioleau,  M.  D.,  Charleston,  S.  C. 

“Management  of  Breast  Lesions” — W.  Emory  Burnett,  M.  D., 
Philadelphia,  Pa. 

“Newer  Concepts  and  Approaches  in  the  Etiology  and  Treatment 
of  Cancer” — R.  Lee  Clark,  Jr.,  M.  D.,  Houston,  Texas 

Recess  to  Visit  Exhibits. 

“Epinephrine  and  Norepinephrine” — Eugene  A.  Stead,  Jr.,  M.  D., 
Durham,  N.  C. 

Forum:  “Gastrointestinal  Hemorrhage” 

Moderator — W.  Emory  Burnett,  M.  D.,  Philadelphia,  Pa.,  Surgeon 
Panelists:  R.  Lee  Clark.  Jr.,  M.  D.,  Houston,  Texas,  Surgeon. 
Eugene  Ferris,  M.  D.,  New  York,  Internist. 

George  W.  Smith,  M.  D.,  Columbia,  S.  C.,  Radiologist 

Luncheon  Recess. 

E.  Ivan  Bruce,  Jr.,  M.  D.,  Galveston,  Texas 

“The  Management  of  Emotional  Illness  in  Children”. 

“Management  of  Breech  Presentations” — Frank  E.  Whitacre,  M.  D., 
Nashville,  Tenn. 

Clinico-Pathologic  Conference.  (See  Protocol  as  Prepared  by  II.  R. 

Pratt-Thomas,  M.  D.,  Charleston,  S.  C.) 

Eugene  A.  Stead,  Jr.,  M.  D.,  Durham,  N.  C. 

Adjournment. 
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Speakers  For  Annual  Meeting 


EUGENE  B.  FERRIS,  JR.,  M.  D. 

Medical  Director, 
A m eric  a n Heart 
Association,  New 
York  City.  B o r n 
June  24,  1905,  Mc- 
Neil 1 , Mississippi. 
M.  D.  University  of 
Virginia,  1931.  Uni- 
versity of  Cincinnati 
College  of  Medicine, 
Department  of  Medicine;  Professor  1951-1952. 
Emory  University  School  of  Medicine;  Profes- 
sor and  Chairman,  Department  of  Medicine, 

1952- 1957.  Honors:  Phi  Beta  Kappa;  Alpha 
Omega  Alpha;  Sigma  Xi.  Editor-in-Chief, 
American  Journal  of  Clinical  Investigation, 
1947-1952.  Editorial  Board,  Journal  of  Clinical 
Investigation,  1952-1954;  Annals  of  Internal 
Medicine,  1952 — ; American  Journal  of  Psycho- 
somatic Medicine  1952 — ; Journal  of  Lab- 
oratory and  Clinical  Medicine,  1950-1955. 
Member  Mental  Health  Study  Section, 
U.S.P.H.S.,  1946-1951.  Consultant  to  Surgeon 
General,  U.  S.  Army,  1949-1953.  Official  Ex- 
aminer, American  Board  of  Internal  Medicine, 
1951 — . Member  Executive  Committee  of 
Council  for  High  Blood  Pressure  Research; 
Governing  Board  1953-1955;  Vice  Chairman, 

1953- 1954;  Chairman,  1954-1955.  Member  of 
numerous  medical  societies  and  author  of  some 
115  scientific  papers. 


W.  EMORY  BURNETT,  M.  D. 

Dr.  Burnett  was 
born  in  Spartan- 
burg, S.  C.  in  1898. 
AB:  1918,  Wofford 
College,  Spartan- 
burg, S.  C.  M.  D.: 
Jefferson  M e d i c a 1 
College,  1923.  In- 
ternship: Joseph 

Price  Memorial  Hos- 
pital, 1 year,  1922- 


23;  Jefferson  Hospital,  27  mos.,  1923-25.  Post- 
graduate work:  Vienna,  Paris,  London,  Edin- 
burgh, 6 mos.  1925-26.  Resided  in  Florida: 
1925-30;  Assistant  Surgeon,  1927-29  and  Chief 
Surgeon,  1929-30,  for  the  Florida  East  Coast 
Railroad.  Professor  of  Clinical  Surgery,  1940- 
44;  and  1944  to  present.  Professor  of  Surgery 
and  head  of  department,  Temple  University 
School  of  Medicine.  Hospital  Appointments: 
Chief  of  Surgery,  1944  to  present,  Temple  Uni- 
versity Hospital;  Philadelphia  General  Hos- 
pital; Consulting  surgeon  1930  to  present, 
Shriners  Hospital  for  Crippled  Children:  Con- 
sultant in  surgery,  Veterans  Administration 
Hospital,  1953 — ; Acting  attending  surgeon, 
St.  Christophers  Hospital  for  Children,  1951 — . 
Certified:  1941,  American  Board  of  Surgery; 
1948,  Board  of  Thoracic  Surgery.  Member- 
ships: Phi  beta  Kappa,  American  College  of 
Surgeons,  International  Society  of  Surgery, 
American  College  of  Chest  Physicians.  Publica- 
tions: About  50  medical  articles,  published  or 
in  the  process  of  being  published. 


E.  IVAN  BRUCE,  JR.,  M.  D. 

Dr.  Bruce  w a s 
b orn  i n Center, 
Texas,  August  20, 
19  17.  Pre-medical 
training  and  de- 
grees: U.  C.  L.  A., 
The  University  of 
Texas.  M.  D.,'  The 
University  of  Texas 
Medical  Branch 
— 1942.  Internship: 
University  of  Wisconsin  General  Hospital — 
1943.  United  States  Navy — 1944-1946.  Resi- 
dency: The  University  of  Texas  Medical 

Branch  Hospitals,  Galveston,  Texas,  1946- 
1949.  Present  Position:  Associate  Professor  of 
Neuropsychiatry;  Director  of  Psychiatric  Ser- 
vices, The  University  of  Texas  Medical  Branch 
Hospitals,  Galveston,  Texas;  Consultant  to  the 
Board  of  State  Hospitals  and  Special  Schools; 
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Governor’s  Commission  for  Mental  Health  in  tional  Research  Council — 1932-1934.  Fellow 

Texas.  Previous  Appointments:  Assistant  Dean  in  Psychiatry:  Pennsylvania  Hospital,  1934- 

of  the  University  of  Texas  Post-Graduate  1936.  Consultant  in  Psychiatry:  Pennsylvania 

School,  Houston,  Texas;  Director  of  the  Uni-  Hospital.  Professor  of  Psychiatry:  Woman’s 

versity  of  Texas  Post-Graduate  School,  Gal-  Medical  College  of  Pennsylvania,  Philadelphia, 

veston,  Texas.  Membership  (National  and  Consultant  in  Psychiatry:  U.  S.  Naval  Hospital, 

Regional  Medical  Societies):  American  Psy-  Philadelphia.  Associate  Professor  Experimental 

ehiatric  Association  (Fellow);  Texas  Nemo-  Neurology:  Graduate  School  of  Medicine, 

psychiatric  Association;  Texas  Academy  of  University  of  Pennsylvania,  Philadelphia.  Cap- 

Science;  Texas  Societv  for  Mental  Health;  tain:  U.  S.  N.  R.  (MC).  Diplomate:  American 

Texas  Research  Council  for  Psychiatry.  Board  of  Psychiatry  and  Neurology,  1939. 


EUGENE  A.  STEAD,  JR.,  M.  D. 

Dr.  Eugene  A. 
Stead,  Jr.  received 
his  B.S.  degree  at 
Emory  University  in 
1928  and  his  M.D.  at 
Emory  University 
School  of  Medicine 
in  1932.  His  house 
staff  training  was  at 
Peter  Bent  Brigham 
and  Cincinnati  Gen- 
eral Hospital  and  Boston  City  Hospital.  In 
1942  he  became  Professor  of  Medicine  at 
Emory  University  School  of  Medicine  and,  in 
1945,  Dean  of  Emory  University  School  of 
Medicine.  Since  1947,  he  has  been  Professor 
of  Medicine  at  Duke  University  School  of 
Medicine. 


JOSEPH  HUGHES,  A/.  D. 

Dr.  Hughes  was 
born  in  Carbondale, 
Pennsylvania,  April 
17,  1905.  AB:  Uni- 
versity of  Penn- 
sylvania, 1925.  MD: 
University  of  Penn- 
sylvania, 1929.  In- 
ternship: Pennsyl- 

vania Hospital,  1929- 
1931.  Fellow:  Na- 


FRANK  E.  WlllT ACRE,  M.  D. 

M.  D.:  University 
of  Iowa,  1926.  Assis- 
tant in  Obstetrics 
a n d Gynecology, 
University  of  Leip- 
zig (on  leave  from 
University  of  Chica- 
go Clinics)  Instruc- 
tor in  Obstetrics  and 
Gynecology,  Univer- 
sity of  Chicago  Clin- 
ics. Assistant  Professor  in  1934.  Diplomate, 
American  Board  of  Obstetrics  and  Gynecology. 
Fellow,  American  College  of  Surgeons.  Assis- 
tant to  Dr.  Robert  Meyer.  Institute  of  Pathol- 
ogy, University  of  Berlin,  1935-36.  Assistant 
Professor  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Chicago  Clinics  (on  leave).  Instruc- 
tor in  postgraduate  teaching  for  the  Tennessee 
State  Medical  Association.  Professor  of  Ob- 
stetrics and  Gynecology  and  Head  of  Depart- 
ment, Peiping  Union  Medical  College,  Peking, 
China.  Professor  and  Head  of  the  Department 
of  Obstetrics  and  Gynecology,  The  University 
of  Tennessee,  1945-1953.  Professor  and  Head 
of  the  Department  of  Obstetrics  and  Gynecol- 
ogy, Vanderbilt  University.  Alpha  Omega 
Alpha.  American  Association  of  Obstetricians 
and  Gynecologists.  American  Gynecological 
Society.  Associate  Examiner,  American  Board 
of  Obstetrics  and  Gynecology.  Distinguished 
Service  Award,  The  University  of  Chicago, 
1952.  Publications:  Approximately  50  contribu- 
tions to  the  field  of  Obstetrics  and  Gynecology. 
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RANDOLPH  LEE  CLARK,  JR.,  M.  D. 

Dr.  Clark  was 
born  in  Hereford, 
Texas,  July  2,  1906. 
Home  Address:  1909 
Sharp  Place,  Hous- 
ton. M.  D.:  Medical 
College  of  Virginia, 
1932.  University  of 
Paris  Graduate 
School  of  Medicine, 
1934.  M.  Sc.  (Sur- 
gery): University  of  Minnesota  Graduate 

School  of  Medicine,  1938.  D.  Sc.:  Medical 
College  of  Virginia,  1954.  American  Board  of 
Surgery,  1942.  1933-1935:  Chief  Resident  Sur- 
geon, American  Hospital,  Paris,  France.  1935- 
1939:  Fellow,  First  Assistant  Emergency  Sur- 
geon, Mayo  Foundation.  1939-1942:  Chief  Sur- 
geon, Shands  Clinic,  Jackson,  Mississippi. 

1942-1946:  (Med.  Corps,  US  Army).  1946—: 
Director  and  Surgeon  in  Chief,  The  Univer- 
sity of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas.  1948-1950: 
Acting  Dean,  The  University  of  Texas  Post- 
graduate School  of  Medicine,  Houston,  Texas. 
1948 — : Professor  of  Surgery,  The  University 
of  Texas,  Post-graduate  School  of  Medicine, 
Houston,  Texas.  1948-1953:  Consultant  to  Sur- 
geon General,  United  States  Air  Force.  1948 — : 
Directing  Medical  Editor,  The  Cancer  Bul- 
letin. 1950-1953:  Consultant  to  Medical  Divi- 
sion of  the  Oak  Ridge  Institute,  Oak  Ridge;, 
Tennessee.  1950 — : Editor,  The  Psychiatric 
Bulletin,  1952 — : Editor,  The  Heart  Bulletin. 
Member  of  numerous  medical  societies  and 
author  of  more  than  50  papers. 


A.  IZARD  JOSEY,  M.  D. 

Dr.  J o s e y was 
born  in  Columbia, 
South  Carolina.  B.  S. 
— U n i v e r s i t y of 
South  Carolina, 
1923.  M.  D.— Johns 
Hopkins  Hospital, 
1 9 2 7.  Intern  — 
Church  Home  In- 
firmary, Baltimore, 
Md.,  1927-28.  Intern 


— Assistant  Resident  Instructor  in  Medicine, 
Strong  Memorial  Hospital,  University  of 
Rochester,  N.  Y.,  1928-32.  Colonel,  M.  C. — 
Army  of  United  States — Chief  of  Medical 
Service,  O’Reilly  General  Hospital,  Springfield, 
Mo.,  1941-46.  Active  Staff — Columbia  Hos- 
pital. Consulting  Stall — Veteran’s  Hospital, 
Columbia,  S.  C.  Practicing — Internal  Medi- 
cine, Columbia,  S.  C. 


TH,  JR.,  M.  D. 

Dr.  S m i t h was 
born  in  1916  in  Shel- 
ton, Nebraska.  A.  B. 
University  of  Ne- 
braska, 1936.  M.  D. 
University  of  Chica- 
go, 1940.  Intern — 
Mercy  Hospital, 
Chicago,  1940-41. 
Resident  — Internal 
M e d i c ine,  Cook- 
County  Hospital,  1941-42.  U.  S.  Army  297 
General  Hospital,  1942-46.  Resident — Univer- 
sity of  Indiana  Medical  School  Hospital — 
U.  S.  Veterans  Hospital,  Indianapolis,  1946- 
48.  Radiologist — Columbia  Hospital,  Colum- 
bia, S.  C.,  1948.  President,  S.  C.  Radiological 
Society,  1955.  Member  A.  M.  A. — Radiology 
Society  of  North  America.  Diplomate  of  the 
American  Board  of  Radiology.  1947.  American 
College  of  Radiology. 


II.  R.  PRATT-THOMAS 

Dr.  Pratt-Thomas 
was  born  in  Barns- 
ley, England  in  1913. 
He  was  reared  in 
Sumter  County, 
South  Carolina,  and 
received  his  A.B.  de- 
gree from  Davidson 
College  in  1934  and 
his  M.D.  degree 
from  the  Medical 
College  of  South 
Carolina  in  1938.  He 
received  his  intern- 
ship and  residency  training  at  the  Cincinnati 
General  Hospital.  He  is  a member  of  the 
American  Medical  Association,  Southern 
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Medical  Association,  South  Carolina  Medical 
Association,  and  American  Association  of 
Pathologists  and  Bacteriologists.  He  is  a for- 
mer chairman  of  the  Section  on  Pathology  of 
the  Southern  Medical  Association  and  a mem- 
ber of  the  faculty  of  the  Southern  Pediatric 
Seminar.  He  is  a diplomate  of  the  American 
Board  of  Pathology  and  is  the  consultant  in 
pathology  at  the  Charleston  Naval  Hospital. 
He  has  written  some  thirty  scientific  articles 
and  is  a member  of  the  national  honorary 
scholastic  medical  society,  Alpha  Omega  Al- 
pha. Dr.  Pratt-Thomas  is  Professor  of  Path- 
ology at  the  Medical  College  of  South  Caro- 
lina. 


Officers 


William  II.  Priolean  ( Charleston  ) 
President 


A.  Richard  Johnston  (St.  George ) 
Vice  President 


D.  Lesesne  Smith  ( Spartanburg ) 
President-Elect 


April,  1957 


139 


Robert  Wilson  ( Charleston  ) 
Secretary 


J.  Howard  Stokes  ( Florence ) 
T reasurer 


Committee  Reports  1956-57 


THE  PROGRAM  COMMITTEE 

With  the  help  of  the  other  members  of  the  Com- 
mittee, Drs.  Heyward  Fonche  and  Dana  Mitchell,  the 
program  for  the  1957  meeting  was  completed  in  Feb- 
ruary. The  fact  that  the  three  members  of  the  Com- 
mittee lived  in  the  same  city  made  it  immeasurably 
easier  to  formulate  the  program.  Our  Committee  met 
innumerable  times  in  person  and  by  telephone.  It  is 
suggested  that  this  practice  be  continued  and  that 
men  from  another  city  be  given  this  next  program. 

In  a conference  with  Drs.  Prioleau  and  Robert  Wil- 
son, it  was  decided  to  select  the  speakers  wholly  from 
out-of-state.  As  the  program  developed  and  with  the 
multiple  changes  necessary,  it  was  finally  decided  to 
have  two  in-state  speakers  appear  on  the  panels.  It  is 
our  thought  that  the  next  program  be  limited  to 
speakers  from  within  our  Association.  For  the  past 
several  meetings  there  have  been  few  speakers  from 
South  Carolina. 

Our  committee  feels  that  because  of  the  voluminous 
secretarial  work  necessary  that  there  should  be  a 


nominal  appropriation  for  this.  The  correspondence 
involved  is  considerably  more  than  one  should  expect 
to  add  to  their  secretary’s  work. 

William  C.  Cantey,  M.  D. 
Chairman 


COMMITTEE  ON  RURAL  HEALTH 

The  Committee  met  February  10,  1957  at  the  Col- 
umbia Hotel,  Columbia,  S.  C.  The  committee  mem- 
bers present  were  Dr.  George  Bond  of  Bat  Cave,  N.  C.. 
a national  committeeman.  Dr.  C.  L.  Guyton,  Mr.  M.  L. 
Meadors,  Mr.  Corey  Key,  master  of  the  South  Caro- 
lina Grange,  and  Dr.  W.  M.  Bennett,  committee 
chairman. 

The  committee  decided  that  there  is  a definite  need 
for  an  active  rural  health  program  in  South  Carolina 
and  that  the  South  Carolina  Medical  Association 
should  certainly  take  the  initial  step  and  play  an 
active  role  in  this  program. 

It  would  be  ideal  if  the  S.C.M.A.  could  appoint  a 
continuing  committee,  set  up  an  office,  and  employ  a 
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full-time  health  educator  to  work  in  cooperation  with 
the  various  farm  organizations.  Ideally,  such  a group 
would  then  canvass  the  state  to  determine  the  needs 
and  wishes  of  the  rural  population. 

However,  the  committee  realizes  that  such  a pro- 
gram would  require  a considerable  increase  in 
S.C.M.A.  dues  and  feels  that  such  a program  would 
be  unwise  at  this  time.  We  therefore  recommend  that 
the  President  and  Council  of  the  S.C.M.A.,  with  the 
advice  of  Mr.  M.  L.  Meadors,  appoint  a continuing 
committee;  that  this  committee  invite  the  officers  or 
representatives  of  the  various  farm  organizations  in 
the  state  to  meet  together  for  the  purpose  of  working 
out  plans  for  a canvass  of  each  county.  We  suggest 
representatives  from  the  Grange,  Farm  Bureau,  State 
Farm  Women’s  Council  and  the  rural  ministerial 
group.  The  committee  might  wish  to  include  other 
farm  groups.  Topics  to  be  considered  in  the  canvass 
might  include:  voluntary  hospital  insurance,  im- 

munizations, geriatrics,  medical  scholarships  to  needy 
rural  boys  and  girls,  locations  for  physicians,  and 
various  sanitation  measures.  No  doubt  the  group  would 
want  to  add  other  subjects. 

The  committee  feels  that  definite  efforts  should 
continually  be  made  to  explain  to  the  rural  popula- 
tion the  economics  of  the  medical  profession  and  also 
the  high  cost  of  hospitalization  today. 

In  summary:  a continuing  committee  on  rural 
health  should  be  appointed;  a meeting  held  with  the 
aforementioned  farm  leaders;  and  a joint  committee 
formed  to  canvass  the  state  to  determine  the  needs 
and  wishes  of  the  rural  population,  and  to  determine 
how  the  rural  population  would  like  the  S.C.M.A.  to 
help  them. 

Respectfully  submitted, 

W.  M.  Bennett,  M.  D.,  chairman 
Below  is  a list  of  the  heads  of  some  of  the  rural 
organizations  suggested  by  Mr.  Corey  Key: 

Dr.  George  B.  Nutt,  Director  of  Extension  Service 
Clemson  College,  S.  C. 

D.  W.  Watkins,  Master  S.  C.  Grange 
Clemson,  S.  C. 

E.  II.  Agnew,  President  S.  C.  Farm  Bureau 
Creason  Building 

Columbia,  S.  C. 

Mrs.  M.  II.  Linebergher,  President  S.  C.  Council 
Farm  Women 
Catawba,  S.  C. 

Miss  Juanita  Neely,  State  Farm  Agent 
Winthrop  College 
Rock  Hill,  S.  C. 


COMMITTEE  OF  INDUSTRIAL  HEALTH 
The  work  of  the  Committee  on  Industrial  Health 
lias  been  very  light  this  past  year,  as  we  have  not  had 
any  controversial  question  on  any  recommendations 
referred  by  council. 

However,  the  committee  members  I have  contacted 
would  like  to  recommend  that  next  year,  the  Com- 


mittee on  Industrial  Health  investigate  the  possibility 
of  establishing  a department  or  chair  on  Industrial 
Health  at  the  Medical  College  and  report  back  to  the 
association  at  the  annual  meeting  in  1958,  with  a 
definite  plan  and  recommendation. 

J.  L.  Hughes,  M.  D.,  Chairman 


MEDICAL  EDUCATION  COMMITTEE 

As  chairman  of  the  South  Carolina  Medical  Educa- 
tion Committee,  I am  happy  to  report  that  we  made 
progress  in  our  state  during  1956.  Our  contributions  to 
the  American  Education  Foundation  almost  doubled 
those  of  1955.  This  was  made  possible  by  gifts  from 
individual  doctors,  County  Medical  Societies  and 
Women’s  Auxiliaries  amounting  to  $3,254.72;  a gift 
of  $1,200.00  from  the  South  Carolina  Medical  Asso- 
ciation, and  a $4,213.00  gift  from  the  Medical  College 
Alumni  Association,  making  a grand  total  of  $8,667.72. 

During  1956  a letter  was  mailed  to  every  doctor  in 
the  state  asking  him  for  a contribution  of  ten  or  more 
dollars.  The  letter  explained  the  need  for  the  Fund 
and  why  it  was  established  six  years  ago.  The  same 
conditions  prevail  today,  being  even  more  acute  than 
last  year  because  of  the  mounting  costs  of  operating 
expense  in  our  schools.  Our  medical  college  is  a tax 
supported  institution,  and  on  first  thought  it  would 
appear  that  there  is  no  need  for  such  a fund  in  this 
state.  However,  after  further  consideration  of  the 
facts,  this  committee  realized  that  even  here  there 
is  a great  need  for  financial  aid.  It  is  impossible  for  a 
budget,  that  must  be  prepared  a year  or  more  in  ad- 
vance, to  contain  all  of  the  monetary  assistance  neces- 
sary to  operate  the  school  efficiently.  Certain  unfor- 
seen  expenses  are  always  occurring  during  the  year 
that  can  not  be  met  without  the  assistance  of  our 
fund  combined  with  the  National  Fund  for  Medical 
Education. 

The  National  Fund  for  Medical  Education  was 
established  by  contributions  from  industry  amounting 
to  four  times  the  size  of  A.M.E.F.  funds.  Both  of 
these  organizations  were  established  to  prevent  fed- 
eral intervention  in  the  operation  of  our  medical 
schools  because  of  their  ten  million  dollar  yearly 
operating  deficit.  Not  one  penny  of  the  money  you 
contribute  to  A.M.E.F.  is  used  in  administration  of 
the  fund,  because  this  expense  is  paid  by  the  Ameri- 
can Medical  Association,  making  it  possible  for  the 
total  amount  received  to  be  disbursed  to  the  medical 
schools.  It  should  also  be  a well  known  fact  that  any 
contribution  can  be  earmarked  for  the  medical  school 
of  the  donor’s  choice  and  is  income  tax  deductible. 

This  year  your  committee  is  again  mailing  a letter 
to  every  doctor  in  the  state  asking  him  for  a contribu- 
tion. Incorporated  in  the  letter  will  be  found  an 
envelope  addressed  to  the  American  Medical  Educa- 
tion Foundation,  535  North  Dearborn  St.,  Chicago,  10. 
Illinois.  On  the  back  of  the  envelope  there  is  a space 
for  the  name  of  the  contributor,  the  amount  of  his  gift 
and  the  name  of  the  school  of  his  choice  to  which  the 
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gift  is  to  be  credited.  Two  short  folders  of  descriptive 
literature  will  also  be  enclosed.  One  explains  the 
necessity  of  your  contribution  and  the  other  what  your 
gift  means  taxwise  to  you.  These  letters  should  be  in 
the  mail  in  a very  short  while. 

The  committee  urges  you  to  make  your  contribution 
as  soon  as  possible,  because  we  have  not  been  assured 
of  any  gifts  from  the  State  Medical  Association  or  the 
Alumni  Association  this  year. 

A committee  meeting  was  held  in  Columbia  on 
February  10th,  1957,  and  certain  recommendations 
were  formulated  to  be  presented  to  the  house  of  dele- 
gates as  follows: 

Your  committee  moves  and  recommends  to  the 
council  and  house  of  delegates  that  the  dues  of  the 
South  Carolina  Medical  Association  be  further  in- 
creased this  year  by  ten  dollars  per  member,  to  be 
earmarked  as  funds  that  may  be  transferred  to  the 
American  Medical  Education  Foundation  and  that 
this  amount  can  be  further  earmarked  for  the  medical 
school  of  each  doctor's  choice. 

Our  second  recommendation  to  the  house  of  dele- 
gates is  that  the  State  Medical  Education  Committee 
be  composed  of  one  representative  from  each  medi- 
cal district  in  the  state  and  that  their  terms  of  office 
be  staggered  from  one  to  three  years  with  the  chair- 
man being  appointed  by  the  president  of  the  State 
Medical  Association. 

Your  committee  wishes  to  commend  and  gratefully 
acknowledge  the  excellent  cooperation  of  those  county 
medical  societies  which  have  already  increased  their 
dues  by  ten  dollars,  earmarking  it  for  the  Medical 
Education  Foundation.  We  would  also  like  to  thank 
the  Women’s  Auxiliary  of  our  state  association  for 
their  efforts  and  assistance  in  raising  money  for  this 
worthy  cause. 

To  each  member  of  the  committee  I wish  to  ex- 
press my  sincere  thanks  for  his  work  during  the  past 
year.  It  is  my  earnest  desire  that  South  Carolina  will 
raise  its  quota  of  $12,500.00  during  1957. 

R.  L.  Crawford,  M.  D.,  Chairman 


THE  SCHOOL  HEALTH  COMMITTEE 

During  the  past  year,  the  School  Health  Committee 
of  the  State  Association  has  had  two  objectives:  First, 
to  continue  the  effort  started  last  year  to  have  local 
School  Health  Committees  set  up  in  each  County 
Medical  Society  in  the  state;  and  second,  to  educate 
the  local  committees  in  modern  concepts  of  the 
functions  of  local  School  Health  Committees. 

The  first  objective  was  pursued  by  writing  letters 
to  the  chairmen  of  the  local  societies,  and  distribution 
of  selected  literature  on  school  health.  The  chairman 
has  been  informed  that  22  of  the  County  Medical  So- 
cieties out  of  40  existing  societies  ( many  relatively 
inactive ) have  set  up  School  Health  Committees.  The 
chairmen  of  several  of  these  committees  have  for- 
warded organizational  reports  to  the  state  committee 
as  well  as  a few  reports  of  meetings  and  accomplish- 
ments of  these  meetings. 


The  second  objective  of  educating  and  activating 
the  local  committees  was  attempted  by  a state-wide 
conference  of  the  members  of  the  local  School  Health 
Committees  and  Health  Officers  in  Columbia  on 
February  12,  1957.  The  conference  was  sponsored  by 
the  State  Board  of  Health.  Dr.  G.  S.  T.  Peeples 
authorized  the  Maternal  and  Child  Health  Division  of 
the  State  Board  of  Health  under  Dr.  Hilla  Sheriff  to 
pay  travel  expenses  and  per  diem  to  all  of  the  doctors 
who  attended  the  conference. 

The  conference  was  held  in  the  Benet  Auditorium 
of  the  State  Hospital.  Dr.  Leonard  Hall  invited  all 
participants  to  lunch  at  the  hospital  during  the  session. 

The  program  of  the  conference  was  as  follows:  Wel- 
come by  Dr.  Hall.  Report  of  the  activities  of  the 
State  School  Health  Committee  by  Dr.  Paul.  Report 
of  the  Joint  Health  and  Education  Committee  of  the 
State  Health  Department  and  the  State  Department 
of  Education  by  Dr.  Hilla  Sheriff.  Introduction  of  the 
principal  speaker  by  Dr.  Paul.  Viewing  of  a film 
entitled,  “School  Health  in  Action”.  “School  Health 
from  the  Point  of  View  of  the  Practicing  Physician 
and  Organized  Medicine” — Dr.  W.  W.  Bauer — 
director  of  the  Bureau  of  Health  Education  of  the 
A.M.A.  Dr.  Bauer’s  presentation  of  the  subject 
occupied  about  one  hour,  and  was  followed  by  a ques- 
tion and  answer  discussion  period  that  lasted  another 
hour.  The  chief  points  of  Dr.  Bauer’s  message  were: 

1.  Schools  provide  a unique  opportunity  to  evaluate 
and  study  large  groups  of  children  economically  and 
with  profit. 

2.  Failure  to  take  advantage  of  this  opportunity 
results  in  needless  disability  of  children  with  failure 
on  their  part  to  develop  maximum  potentialities. 

3.  Organized  medicine  must  take  the  initiative  in 
planning  preventive  techniques  for  finding  and  solving 
health  problems  of  school  children.  If  this  is  not  done, 
such  plans  will  be  made  by  government,  or  other  non- 
medical agencies  with  results  the  doctors  may  deplore, 
but  will  not  be  able  to  alter. 

4.  In  addition  to  actual  service  to  the  needs  of  chil- 
dren, organized  medicine  can  reap  rich  rewards  by 
advising  educators  along  lines  of  healthful  environ- 
ment for  schools,  physical  education  programs,  re- 
moval of  hazards  to  limbs  as  well  as  from  germs,  in- 
vestigation of  and  avoidance  of  emotional  tensions 
and  traumatic  factors  in  schools,  and  finally  in  positive 
health  education  methods. 

5.  Accomplishment  of  the  above  objectives  can  best 
be  effected  by  establishment  of  Councils  which  in- 
clude educators,  parents  (PTA)  and  doctors  and 
dentists. 

6.  Dr.  Bauer  emphatically  condemned  medical 
doles,  such  as  mass  examinations,  mass  immunization 
clinics,  and  any  other  free  clinics  which  actually  teach 
children  to  expect  health  services  by  socialized  medi- 
cal methods  and  discourage  them  from  seeking  private 
medical  service. 

7.  Dr.  Bauer  suggested  methods  for  getting  patients 
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to  seek  professional  care  with  a purpose  to  prevent 
disease;  methods  for  handling  school  health  records 
and  privileged  matter;  methods  of  working  out  pro- 
fessional compensation  for  services  to  partially  and 
completely  indigent  children. 

8.  Dr.  Bauer  pointed  out  that  the  situation  as 
regards  school  problems  varies  markedly  from  one 
community  to  the  other,  and  within  a community 
from  time  to  time.  He  suggested  that  health  councils 
meet  not  at  regularly  scheduled  times  but  only  in 
response  to  needs  that  arise.  He  indicated  that  several 
meetings  per  year  would  be  needed  by  all  com- 
munities. He  suggested  agendas,  and  methods  of 
organizing  health  councils  and  suggested  the  doctors 
role. 

Following  the  presentation  by  Dr.  Bauer,  Dr.  Henry 
Moore,  Chairman  of  the  Richland  County  School 
Health  Committee  gave  a very  stimulating  report  of 
the  activities  of  his  committee  and  its  effective  work 
with  the  educators  and  parents  in  Columbia. 

The  conference  was  attended  by  the  following: 

Dr.  W.  W.  Bauer,  AMA,  Guest  Speaker 
State  Board  of  Health 

Dr.  Hilla  Sheriff,  Director,  Division  of  Maternal  and 
Child  Health 

Dr.  C.  L.  Guyton,  Director,  Local  Health  Serv  ices  and 
Ass’t.  State  Health  Officer 

Miss  Betty  Ficquett,  Consultant  Nurse,  MCH  Division 
Mrs.  J.  S.  De  Lancy,  Office  Secy.  MCH  Division 

Member  of  School 


Health  Officers:  Health  Committee 

Dr.  W.  E.  Baldwin,  Abbeville-McCormick 

Counties  Yes 

Dr.  C.  E.  Ballard,  Oconee-Pickens  Yes 

Dr.  J.  W.  Bell,  Greenwood  Yes 

Dr.  J.  E.  Brodie,  Lexington 

Dr.  H.  G.  Callison,  Anderson  Yes 

Dr.  Preston  Edwards,  Ghesterfield-Marlboro 
Dr.  T.  K.  Fairey,  Edgefield-Saluda  Yes 

Dr.  H.  S.  Gilmore,  Georgetown,  Dillon, 

Marion 

Dr.  J.  C.  Hedden,  Cherokee-Spartanburg  Yes 
Dr.  J.  N.  Holtzclaw,  Greenville  Yes 


Dr.  John  M.  Preston,  Richland 
Dr.  Ruth  S.  Johnson,  3150  Beltline  Blvd., 
Columbia — Guest 


Phy 

sici 

ians  in  private  practice: 

Dr. 

G. 

W.  Bates,  Charleston 

Yes 

Dr. 

C. 

Benton  Burns,  Sumter 

Dr. 

Ne 

■d  Camp,  Anderson 

Yes 

( state  & local ) 

Dr. 

A. 

P.  Dickson,  Due  West 

Dr. 

H< 

•nry  B.  Hearn,  III,  Anderson 

Yes 

Dr. 

II. 

H.  Keyserling,  Beaufort 

Yes 

Dr. 

L. 

W.  Luttrell,  Spartanburg 

Yes 

Dr. 

Wi 

illard  B.  Mills,  Greenv  ille 

Yes 

Dr. 

H< 

•nry  Moore,  Columbia 

Yes 

Dr. 

J- 

G.  Murray,  Jr.,  Greenville 

Yes 

Dr.  J.  R.  Paul,  Jr.,  Charleston  Yes 

( state  & local ) 

Dr.  Herbert  Sehreiber,  Camden  Yes 

Dr.  Bruce  Swain,  Anderson  Yes 

Dr.  George  S.  Tyson,  Florence 

( representing  Florence  Com. ) 
Dr.  Paul  E.  Watson,  Jr.,  Woodruff  Yes 


The  chairman  wishes  to  express  appreciation  to  the 
Chairmen  of  the  Local  Societies  for  their  cooperation. 
Annual  reports  to  the  committee  from  local  com- 
mittees are  earnestly  solicited. 

Respectfully  Submitted; 

J.  R.  Paul,  Jr.,  M.  D.,  Chairman 
School  Health  Committee 


COMMITTEE  TO  MAKE  RECOMMENDATIONS 
REGARDING  PRACTICE  BY  GRADUATES  OF 
NON-RECOGNIZED  MEDICAL  SCHOOLS  AND 
FOREIGN  PHYSICIANS  HERE  ON 
TEMPORARY  BASIS 

This  Committee  unanimously  endorses  the  policy 
of  the  State  Board  of  Medical  Examiners  of  South 
Carolina.  This  policy  was  stated  in  detail  in  a letter 
from  George  R.  Wilkinson,  M.  D.,  chairman  of  the 
board,  in  the  Journal  of  the  South  Carolina  Medical 
Association  in  November  1956. 

It  is  recommended  that  all  physicians  practicing  in 
South  Carolina  be  licensed  by  the  State  Board  of 
Medical  Examiners  whether  they  be  in  private  prac- 
tice or  employed  by  hospitals  or  institutions  in  any 
capacity.  Any  citizen  of  the  United  States  holding  a 
diploma  from  an  A grade  medical  school  in  the 
United  States  or  Canada  may  obtain  a license  to 
practice  medicine  in  South  Carolina.  The  requirements 
to  obtain  a license  to  practice  in  South  Carolina  should 
apply  to  all  applicants  both  temporary  or  permanent. 

Dr.  Samuel  O.  Cantey,  Jr.,  Chairman 
Dr.  George  R.  Wilkinson  Dr.  George  Dawson 
Dr.  Gordon  Able  Dr.  Cheves  Smythe 

Dr.  W.  P.  Beckman  Dr.  James  McQuown 


INSURANCE  COMMITTEE 
Activity  of  your  Insurance  Committee  this  year  has 
included: 

1.  Physician’s  Liability  ( Mal-Practice  Insurance): 

Further  study  of  Physician’s  Liability  (Mal-Practice 

Insurance).  South  Carolina  still  has  a very  favorable 
rate  as  compared  with  that  charged  in  other  states  for 
equal  amounts  of  protection.  However,  several  suits 
have  recently  been  brought  and  some  are  now  pend- 
ing. What  effect  this  will  have  on  the  price  of  such 
insurance  is  problematical  at  the  present  time. 

2.  Group  Life  Insurance  or  Retirement  Income: 

No  action  has  been  taken  on  Group  Life  Insurance 
or  Retirement  Income.  Several  plans  have  been  sub- 
mitted for  study.  However,  the  fulfillment  of  these 
plans  depends  upon  the  attitude  taken  by  the  United 
States  Congress  in  its  deliberations  concerning  bills  of 
the  Rced-Keogh  type,  etc. 
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3.  Disability  Insurance: 

The  Committee  has  been  most  active  in  pushing  the 
South  Carolina  Medical  Association  sponsored  and 
endorsed  disability  insurance  which  is  carried  by 
Educators  Mutual  Insurance  Company. 

As  you  know,  our  contract  with  the  Educators 
Mutual  Insurance  Company  states  that  they  will  in- 
sure all  members  of  our  State  Association  regardless 
of  their  state  of  health  if  they  are  at  work  when  the 
policy  is  delivered  IF  51%  of  the  State  Association 
applies  for  insurance. 

An  alternate  provision  states  that  even  though  the 
State  Association  does  not  qualify  with  51%  of  its 
membership  that  each  individual  medical  district 
within  the  State,  of  which  there  are  nine,  can  qualify 
by  having  51%  of  the  doctors  in  each  district  apply 
for  insurance.  At  the  present  time,  the  State  as  a 
whole  has  not  as  yet  qualified,  having  only  about  325 
applications  out  of  approximately  525  that  are  needed. 
Out  of  this  325  approximately  210  policies  have  been 
issued,  which  means  that  there  are  about  115  so- 
called  impaired  risks  throughout  the  State.  These  will 
receive  their  policies  when  their  districts  qualify. 
Districts  5,  6,  7,  8,  and  9 have  already  qualified. 
District  6 qualified  first,  and  in  so  doing  established 
the  anniversary  date  for  all  policies  at  August  17th. 

The  Association  is  again  urged  to  cooperate  in  this 
program  which  offers  more  protection  for  less  money 
than  any  plan  which  we  have  studied.  It  also  has  the 
advantage  of  allowing  our  uninsurable  members  to 
participate  without  penalizing  them.  The  only  re- 
quirement being  that  as  noted  above — 51  % of  our 
members  must  enroll. 

Respectfully  submitted. 

Insurance  Committee 

South  Carolina  Medical  Association 

Richard  W.  Hanckel,  M.  D. 

Eugene  D.  Guyton,  M.  D. 

Joseph  P.  Cain,  Jr.,  M.  D.,  Chairman 


COMMITTEE  ON  THE  CARE  OF  THE 
INDIGENT 

The  medical  profession  in  the  past  decade  has  be- 
come the  active  adviser  to  the  legislative  branch  of 
the  South  Carolina  State  Government. 

A review  of  the  annual  reports  and  minutes  of  the 
House  of  Delegates  of  the  South  Carolina  Medical 
Association  during  this  time  indicates  that  the  thoughts 
and  views  of  the  profession  have  remained  fluid  and 
progressive  in  the  field  of  care  of  the  medical  in- 
digent. 

Governor  James  F.  Bvrnes,  in  1954,  appointed  the 
Hospital  Care  Study  Committee  with  Mr.  G.  A. 
Buchanan,  chairman.  Dr.  L.  P.  Thackston,  Orange- 
burg, vice  chairman.  Dr.  James  K.  Webb,  Greenville, 
liason  member  (chairman  of  the  Committee,  South 
Carolina  Society  on  Indigent  Care). 

This  committee  completed  its  study  in  November, 


1954,  and  reported  to  the  South  Carolina  Legislative 
Committee  on  Medical  Affairs  in  January,  1955.  No 
legislation  was  proposed  by  this  committee  of  the 
Legislature,  and  the  report  rested  in  the  committee. 

The  report  of  the  Committee  on  Indigent  Care, 
South  Carolina  Medical  Association,  in  1955,  recom- 
mended that  the  Association  adopt  the  report  of  the 
Byrnes’s  South  Carolina  Hospital  Care  Study  Com- 
mittee. This  report  was  signed  by  Dr.  W.  S.  Brocking- 
ton,  chairman.  A study  of  the  minutes  of  the  House 
ol  Delegates  that  year  did  not  show  record  that  this 
report  was  taken  up  by  the  House  ol  Delegates,  and 
no  action  was  taken. 

The  new  Committee  on  Indigent  Care,  1956,  Dr. 
Norman  A.  Eaddy,  chairman,  did  not  see  fit  to 
recommend  the  Byrnes’s  report.  The  report  in  part  is 
as  follows:  “Resolved,  that  the  South  Carolina  Medi- 
cal Association  feels  each  township  or  county  should 
take  care  of  its  own  indigent  patients.”  This  com- 
mittee’s report  was  presented  on  the  floor  of  the  House 
of  Delegates  and  adopted. 

Because  of  the  ineffectual  results  of  the  State  Com- 
mittee on  Indigent  Care  and  because  of  the  potentiali- 
ties of  such  a committee  to  do  a concerted  and  con- 
structive job,  your  present  committee  makes  its  first 
proposal. 

1 . It  is  recommended  that  a Standing  Committee  on 
Indigent  Care  be  appointed  to  be  composed  of  five 
representative  members  of  the  profession  with  the 
ultimate  aim  that  each  member  serve  for  a period  of 
five  years.  It  is  suggested  that  an  appropriate  amend- 
ment to  the  Constitution  and  By-Laws  be  prepared  to 
set  up  such  a committee,  the  initial  group  to  serve  on 
a staggered  basis  with  the  ultimate  aim  as  above  ex- 
pressed. 

Matching  federal  funds  are  available  in  several 
categories  for  the  care  of  the  indigent  patients  as  out- 
lined in  the  Byrnes’s  Hospital  Care  Study  Committee 
Report.  The  United  States  Congress  in  its  last  session 
amended  certain  titles  of  the  Social  Security  Act  to 
provide  federal  matching  funds  for  additional  public 
assistance  recipients.  Material  is  in  the  hands  of  your 
committee  indicating  that  large  sums  of  federal  money 
were  not  claimed  under  the  matching  state  fund  plan. 
This  all  reflects  poor  economy  due  to  failure  of  in- 
formation and  action  on  the  part  of  the  legislative 
body.  This  whole  problem  has  become  so  complex  and 
intricate  that  this  brings  the  committee  to  its  second 
proposal. 

2.  It  is  recommended  that  the  House  of  Delegates 
instruct  its  council,  legislative  committee,  and  at- 
torney to  make  concerted  effort  to  influence  legisla- 
tion that  will  allow  South  Carolina  to  receive  its  pro- 
portionate share  of  the  welfare  and  public  health 
funds  where  matching  state  funds  are  required. 

The  last  phase  of  this  report  has  to  do  with  in- 
dividual counties  care  of  the  medically  indigent.  In- 
justices have  inadvertently  occurred  where  certain 
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county  general  hospitals  have  fallen  heir  to  the  in- 
digent patients  of  the  adjacent  counties  which  do  not 
have  hospital  facilities.  In  such  instances,  taxpayers  of 
one  county  have  been  forced  to  carry  the  burden  of 
caring  for  indigent  patients  of  another  county.  Certain 
small  counties,  through  diligent  effort,  have  built 
small  county  hospitals  and  have  also  found  it  difficult 
to  finance  these  hospitals  because  of  the  large  pro- 
portionate load  of  indigent  patients  using  the  facility. 
As  a consequence  of  this  circumstance,  these  institu- 
tions will  require  relief. 

3.  Referring  to  the  Byrnes’s  Hospital  Care  Study 
Committee  Report,  a proposal  is  made  that  the  state 
vote  matching  funds  to  the  community  and  counties  so 
burdened,  that  the  report  of  the  Hospital  Care  Study 
Committee  by  Mr.  Byrnes  be  reconsidered  as  it  ap- 
plies to  this  group,  and  that  appropriate  legislation  be 
encouraged. 

Dr.  Ben  N.  Miller,  Columbia,  S.  C.,  Chairman 

Dr.  Stanley  F.  Morse,  Jr.,  Beaufort,  S.  C. 

Dr.  William  W.  Fennell,  Rock  Hill,  S.  C. 


COMMITTEE  ON  LEGISLATION  AND 
PUBLIC  POLICY 

A law  outlawing  the  practice  of  Naturopathy  in 
South  Carolina  was  passed  by  the  1956  Legislature  of 
South  Carolina  and  was  signed  by  the  Governor. 
Strenuous  efforts  were  made  by  the  Naturopaths  and 
their  representatives  to  kill,  modify  or  delay  the  bill. 
None  was  successful.  Your  Committee  cooperated  in 
the  successful  efforts  to  pass  the  legislation.  After 
Court  decisions  as  to  the  constitutionally  of  the  law 
went  against  Naturopaths,  there  was  discussion  around 
the  State-house  of  allowing  the  Naturopaths  to  re- 
turn to  practice  under  the  provisions  of  their  original 
enabling  statute  and  on  a county-wide  basis.  This 
was  opposed.  At  this  date,  no  pro-Naturopathie 
legislation  has  been  introduced.  Continual  alertness 
must  be  maintained  as  there  is  still  a chance  of  some 
such  legislation. 

The  Optometrist  Bill  is  in  the  Judiciary  Committee. 
Your  Committee  communicated  with  legislative  mem- 
bers and  otherwise  cooperated  in  supporting  the 
views  of  the  Ophthamologists  in  opposing  this  Bill. 

House  Bill  H-1012  was  introduced  on  January  8, 
1957.  The  title  of  this  bill  was  as  follows: 

“TO  REQUIRE  SUBMISSION  TO  A PHYSICAL 
EXAMINATION,  ON  ORDER  OF  THE  COURT,  BY 
PARTIES  TO  A CONTROVERSY.  TO  PROVIDE 
PENALTIES  FOR  FAILURE  TO  COMPLY  WITH 
SUCH  ORDER,  AND  TO  PROVIDE  FOR  A RE- 
PORT OF  FINDINGS  OF  SUCH  EXAMINATION.” 

The  general  intent  of  this  Bill  is  excellent.  How- 
ever, your  Committee  feels  that  further  study  should 
be  given  the  bill  before  making  a recommendation. 

At  the  request  of  the  South  Carolina  Bar  Associa- 
tion, your  Committee  has  been  working  with  a Com- 
mittee from  the  Bar  Association  in  formulating  an 
Inter-Professional  Code.  The  various  Committees  of 


the  Bar  Association  have  approved  the  submitted 
Code.  The  draft  in  final  form  has  been  studied  by 
your  Committee  and  submitted  to  Mr.  Jack  Meadors 
for  comment.  His  comment  is  “It  appears  to  be  ex- 
cellent. ’ A copy  of  the  Code  is  enclosed.  Your  Com- 
mittee recommends  its  adoption. 

Respectfully  submitted : 

Committee  on  Legislation  and  Public  Policy 
Dr.  Frank  C.  Owens,  Chairman 
Dr.  William  T.  Barron 
Dr.  Walter  M.  Hart 
Dr.  G.  H.  Orvin 
Dr.  Alton  Brown 

INTERPROFESSIONAL  CODE 

A.  PREAMBLE 

RECOGNIZING  that  in  the  course  of  human  events 
the  professional  activities  of  the  members  of  the  Medi- 
cal and  Legal  professions  become  at  times  closely 
inter-related  and  RECOGNIZING  that  consideration 
of  the  ethical  code  of  each  profession  and  courteous 
treatment  of  the  individuals  comprising  those  profes- 
sions contribute  to  equitable  and  prompt  discharge  of 
the  obligation  to  client  and  patient,  WE,  the  members 
of  THE  SOUTH  CAROLINA  BAR  ASSOCIATION 
and  of  THE  SOUTH  CAROLINA  MEDICAL  ASSO- 
CIATION do  hereby  adopt  the  following  inter-pro- 
fessional code  with  the  view  of  promoting  coopera- 
tion and  maintaining  a harmonious  and  efficient 
relationship  between  the  two  professions  and  in  the 
interests  of  society  at  large. 

B.  MEDICAL  REPORTS  REQUESTED  BY  AT- 
TORNEYS 

1.  It  is  recognized  that  a physician  is  not  required 
to  give  medical  information  concemng  a patient 
except  upon  proper  authority. 

2.  When  requesting  such  reports,  the  attorney 
should  clearly  specify  the  information  desired, 
indicating  whether  or  not  it  is  to  embody 
opinions  regarding  diagnosis,  prognosis  and  dis- 
ability evaluations. 

3.  Upon  receipt  of  such  request  and  authority,  the 
physician  should  recognize  its  importance  in 
furthering  the  ends  of  justice  and  furnish  said 
report  promptly  and  comprehensively. 

4.  It  is  not  always  possible  for  the  physician  to  pre- 
pare a medical  report  on  short  notice,  especially 
if  it  requires  the  complete  examination  of  an  un- 
familiar patient  or  the  perusal  of  any  works  of 
reference.  The  allowance  of  adequate  time  there- 
fore permits  the  physician  to  arrange  for  and  to 
provide  a more  comprehensive  and  satisfactory 
report. 

C.  MEDICAL  TESTIMONY 

1.  The  attorney  and  physician  should  confer  prior 
to  the  physician  being  called  to  testify  by  said 
attorney  in  any  legal  proceedings,  unless  it  is 
mutually  agreed  that  such  conference  is  un- 
necessary. 

2.  Such  conference  should  be  held  at  a time  and 
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place  mutually  convenient  to  the  parties,  and  at 
which  time  the  attorney  and  physician  should 
fully  disclose  the  matters  concerning  which  the 
witness  is  to  be  interrogated  and  the  testimony 
that  will  be  given. 

3.  If  an  attorney  plans  to  have  a subpoena  served 
on  a physician  he  should  so  notify  him  promptly, 
preferably  in  advance  of  service  where  cir- 
cumstances permit. 

4.  Under  no  circumstances  should  an  attorney  seek 
or  attempt  to  have  the  physician  color  or  distort 
his  expert  testimony. 

5.  It  is  recognized  that  the  administration  of 
justice  by  the  courts  cannot  depend  upon  the 
convenience  of  litigants,  attorneys  or  witnesses, 
including  physicians  called  to  testify.  Therefore: 

(a)  the  attorney  should  notify  the  physician  as 
far  in  advance  as  possible  as  to  when  he  is 
to  be  needed  to  testify,  and  keep  him  noti- 
fied and  advised  as  to  any  changes  in  this 
respect  as  they  arise. 

(b)  The  physician  should  arrange  to  appear 
promptly  when  requested  and  do  so  unless 
prevented  by  circumstances  which  would 
constitute  legal  excuse. 

(c)  The  physician  should  bear  in  mind  that  he 
lias  a duty  to  his  patient  which  often  times 
requires  his  appearance  as  a witness  in 
litigated  matters,  otherwise  the  claim  and 
rights  of  the  patient  may  be  prejudiced. 

6.  The  physician,  while  testifying  should: 

(a)  Answer  questions  as  concisely  and  ob- 
jectively as  possible,  using  terminology, 
when  permissible,  which  is  understandable 
to  a jury  of  laymen. 

( b ) If  he  does  not  know  the  answer  to  any 
question,  so  state  and  make  no  attempt  to 
conjecture  or  theorise,  or  give  answers  not 
responsive  to  questions  propounded  or  vol- 
unteer testimony. 

(c)  Under  no  circumstances  permit  any  bias, 
prejudice,  favoritism  or  personal  interest  to 
influence  his  testimony. 

7.  The  attorney,  in  examining  or  cross-examining  a 
physician,  should: 

(a)  Avoid  questions  which  unwarrantedlv  brow- 
beat or  badger  the  physician.  A physician 
who  feels  that  an  attorney  is  improperly 
and  unfairly  conducting  his  examination 
may  address  the  Court  and  inquire  if  he  is 
required  to  submit  to  such  treatment. 

(b)  Prepare  and  propound  all  questions  to  the 
witness  in  such  form  and  manner  as  will 
permit  clear  understanding  and  a forthright 
answer. 

(c)  Cooperate  with  the  physician  by  minimizing, 
as  far  as  practicable,  the  time  required  for 
the  physician  to  remain  in  court. 


D.  COMPENSATION  FOR  SERVICES  OF  PHY- 
SICIANS IN  LITIGATION  MATTERS. 

1.  A physician  is  entitled  to  reasonable  compensa- 
tion for  professional  services  rendered.  The  phy- 
sician is  within  his  rights  in  requiring  that  satis- 
factory arrangements  be  made  for  the  payment  of 
reasonable  compensation,  for  his  services  in  fur- 
nishing any  reports,  attending  conferences,  per- 
forming examinations  or  rendering  other  profes- 
sional services  when  requested  by  an  attorney; 
but  this  right  may  be  waived  by  the  physician 
when,  in  his  judgment,  the  person  involved  is 
unable  to  make  payment. 

2.  In  making  settlements  of  personal  injury  claims 
and  litigations,  attorneys  should  take  cognizance 
of  the  interest  of  physicians  in  the  case. 

E.  INTERPROFESSIONAL  COURTESY  AND  TOL- 
ERANCE 

It  is  recognized  that  both  legal  and  medical  profes- 
sions are  essential  to  society.  This  necessitates  at  all 
times  full  understanding  and  cooperation.  Each  has 
the  duty  to  develop  an  enlightened  and  tolerant  under- 
standing of  the  other  in  the  best  interests  of  the  pub- 
lic, as  well  as  the  reputations  of  the  two  professions. 


COMMITTEE  ON  THE  CARE  OF  THE 
PATIENT 

This  committee  has  no  report  of  activities,  but 
recommends  that  the  work  of  the  committee  be  con- 
tinued. 

E.  C.  Hood,  Chairman 


COMMITTEE  ON  INFANT  AND 
CHILD  HEALTH 

This  committee  has  no  special  activity  to  report 
and  recommends  that  the  work  of  the  committee  be 
continued. 

Richard  Josey,  Chairman 


ADVISORY  COMMITTEE  TO  THE  CRIPPLED 
CHILDREN  SOCIETY  OF  SOUTH  CAROLINA 
This  committee,  which  includes  representation  from 
all  over  the  state,  continues  to  act  in  an  advisory 
capacity  whenever  problems  of  a medical  nature  arise 
in  the  affairs  of  the  Society.  It  holds  an  annual  meet- 
ing at  the  time  of  the  meeting  of  the  South  Carolina 
Medical  Association,  and  its  members  give  advice  and 
assistance  in  local  problems.  It  is  recommended  that 
this  committee  be  continued  as  it  serves  a useful  pur- 
pose as  a liaison  group  as  well  as  an  actual  advisory 
group. 

J.  I.  Waring,  Chairman 


COMMITTEE  ON  HISTORICAL  MEDICINE 
Again  this  committee  has  little  to  show  except  the 
publication  of  an  occasional  article  of  historical 
interest,  but  it  has  continued  to  accumulate  and 
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arrange  material  for  tire  promised  History  of  Medicine 
in  South  Carolina.  Again  it  requests  a sum  of  $500.00 
to  be  added  to  the  funds  which  it  has  been  granted 
over  the  past  several  vears,  with  the  promise  that  this 
money  will  be  returned  to  the  Association  if  the 
history  does  not  materialize. 

J.  I.  Waring,  Chairman 


THE  MATERNAL  HEALTH  COMMITTEE 


The  Maternal  Health  Committee  on  July  1,  1956 
scheduled  regular  meetings  at  2 months  intervals.  The 
regular  scheduled  meetings  were  well  attended  by  the 
members  of  the  Committee  and  as  of  April  1,  1957 
the  Committee  will  be  current  in  its  review  of 
maternal  deaths.  During  the  past  year  the  question- 
naire has  been  revised  and  is  now  being  printed.  Also, 
in  the  near  future  all  maternal  deaths  will  be  recorded 
on  IBM  cards  for  tabulation  so  that  a complete  sta- 
tistical study  can  be  submitted  to  the  South  Carolina 
Medical  Association  each  year. 

The  following  is  a list  of  maternal  deaths  by  cause 
in  South  Carolina  for  1955: 


Total  White  Colored 


Pyelitis  and  pyelonephritis  1 

Toxemias  of  pregnancy  22 

Ectopic  pregnancy  2 

Other  complications  arising  from 
pregnancy  2 

Abortion  without  mention  of  sepsis 


or  toxemia  1 

Abortion  with  sepsis  4 

Delivery  complicated  by  placenta 
previa  or  antepartum  hemor- 
rhage 7 

Delivery  complicated  by  retained 
placenta  1 

Delivery  complicated  by  other  post- 
partum hemorrhage  8 1 

Delivery  complicated  by  dispro- 
portion or  malposition  of  fetus  1 1 

Delivery  complicated  by  prolonged 
labor  of  other  origin  5 

Delivery  with  other  trauma  3 1 

Sepsis  of  childbirth  and  the  puer- 
perium  3 

Puerperal  pulmonary  embolism  3 

Puerperal  eclampsia  4 


1 

20 


2 

1 

4 


1 


2 

3 

3 

4 


67  5 62 


Summary 


Toxemia 

26 

Hemorrhage 

16 

Other  causes 

16 

Infection 

1 

Ectopic  pregnancy 

2 

It  is  interesting  to  note  that  in  1955  there  were  5 
maternal  white  deaths  while  there  were  34,875  white 
live  births.  This  gives  an  incidence  of  1 maternal 
death  per  6,975  white  live  births.  Also  in  1955  there 


were  62  colored  maternal  deaths  and  28,166  colored 
live  births  or  an  incidence  of  1 maternal  death  per 
454  live  births,  thus  the  colored  maternal  mortalitv  is 
more  than  15  times  the  white  maternal  mortality. 
These  statistics  are  quite  interesting  and  point  out 
the  value  of  good  prenatal  and  obstetrical  care. 

Respectfully  submitted, 

Lawrence  L.  Hester,  Jr.,  M.  D. 

Chairman 

Maternal  Health  Committee 


William  Weston,  Jr.  ( Columbia ) 
Delegate  to  AM  A 
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C.eorge  D.  Johnson  (Spartanburg) 
Delegate  to  AM  A 


Ocean  Forest  Hotel , Myrtle  Beach,  Headquarters 


Exhibitors  Pages 


WM.  P.  POYTHRESS  & CO. 

The  Povthress  exhibit  will  feature  Solfoton,  Panal- 
gesic,  Trocinate,  Mudrane  and  Trilute,  a new  physio- 
logical corrective  for  the  premenstrual  tension- 
dysmenorrhea  syndrome. 


MEAD  JOHNSON  & COMPANY 
In  the  Mead  Johnson  booth,  specially  trained 
representatives  will  be  ready  to  tell  you  about  these 
product  “families  : 

(1)  The  Mead  Johnson  Formula  Products  Family  — 
including  ready-to-use  Lactum  and  Olac  for 
routine  infant  feeding,  as  well  as  Dextri-Maltose. 

(2)  The  Deca  Vitamin  Family  — 3 convenient  dosage 
forms  for  comprehensive  vitamin  protection  of 
infants  and  children. 

(3)  The  Colace  family  — providing  a new  approach 
in  preventing  and  treating  constipation  by  keep- 
ing stools  soft  for  easy  passage. 

PROFESSIONAL  MANAGEMENT 
of  Columbia,  South  Carolina 
Professional  Management,  Inc.  is  an  organization 
which  provides  business  management  consultation 
service  to  the  doctors  of  the  Carolinas.  Offices  are 
located  in  Columbia,  S.  C.  and  Charlotte,  Raleigh, 
Asheville,  and  Southern  Pines,  N.  C.  It  is  affiliated 
with  Black  and  Skaggs,  Inc.,  Battle  Creek.  Mich. 


VANPELT  & BROWN,  INCORPORATED 
Richmond,  Virginia 

VanPelt  and  Brown  extend  a cordial  invitation  to 
visit  their  exhibit  where  representatives  will  be  happy 
to  answer  questions  and  supply  clinical  samples  of 
their  products. 


DRUG  SPECIALTIES  INC. 

Our  original  product  NICOZOL;  a cerebral  stimu- 
lant and  tonic  for  the  aged,  which  we  will  be  featur- 
ing at  the  South  Carolina  Medical  Meeting,  Myrtle 
Beach,  South  Carolina. 


A.  S.  ALOE  COMPANY 

A cordial  welcome  is  extended  to  the  members  of 
the  South  Carolina  Medical  Association  to  visit  the 
A.  S.  Aloe  Company  exhibit.  A unique  array  of  Sur- 
gical, Physio-Therapy,  X-Ray  and  Laboratory  Equip- 
ment will  be  displayed. 


PARKE,  DAVIS  & COMPANY 
Medical  service  members  of  our  staff  will  be  in 
attendance  at  our  exhibit  for  consultation  and  dis- 
cussion of  various  products.  Important  specialties, 
such  as  Penicillin  S-R,  Benadryl,  Ambodryl,  Dilantin 
Suspension,  Vitamins,  Oxyeel,  Milontin,  Eldec, 
Amphedase,  Thrombin  Topical,  etc.,  will  be  featured. 
You  are  cordially  invited  to  visit  our  exhibit. 
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WARNER-CHILCOTT  LABORATORIES 
Morris  Plains,  New  Jersey 

A visit  to  the  Warner-Chilcott  booth  will  pay 
dividends,  especially  in  the  interests  of  your  cardio- 
vascular patients  and  those  with  various  emotional 
and  psychological  disturbances.  The  company  is 
featuring  clinically  tested  and  proven  agents  to  help 
you  prevent  attacks  of  angina  pectoris,  and  to  treat 
many  other  clinical  conditions. 


THE  WM.  S.  MERRELL  COMPANY 
Cincinnati,  Ohio 

Merrell  representatives  will  be  on  hand  to  discuss 
TACE,  a new  distinctive  estrogen  and  Meratran,  a 
new  unique  antidepressant. 

Please  stop  at  our  booth;  they  will  be  happy  to  talk 
with  you. 


G.  D.  SEARLE  & CO. 

Chicago,  Illinois 

You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer 
any  questions  regarding  Searle  Products  of  Research. 

Featured  will  be  Nilevar,  the  new  anabolic  agent; 
Rolicton,  the  new  safe,  non-mercurial  oral  diurectic; 
Vallestril,  the  new  synthetic  estrogen  with  extremely 
low  incidence  of  side  reactions;  Banthine  and  Pro- 
Banthine,  the  standards  in  anti-cholinergic  therapy; 
and  Dramamine,  for  the  prevention  and  treatment  of 
motion  sickness  and  other  nauseas. 


J.  B.  LIPPINCOTT  COMPANY 
Philadelphia,  Pa. 

J.  B.  Lippincott  Company  presents,  for  your  ap- 
proval, a display  of  professional  books  and  journals 
geared  to  the  latest  and  most  important  trends  in  cur- 
rent medicine  and  surgery.  These  publications,  writ- 
ten and  edited  by  men  active  in  clinical  fields  and 
teaching,  are  a continuation  of  more  than  100  years  of 
traditionally  significant  publishing. 


PET  MILK  COMPANY 
Saint  Louis,  Missouri 

We  will  be  pleased  to  have  you  stop  and  discuss 
the  variety  of  time-saving  material  available  to  busy 
physicians.  Our  representatives  will  be  on  hand  to 
discuss  the  merits  of  “Pet’’  Evaporated  Milk  for 
infant  feeding  and  INSTANT  “Pet"  Nonfat  Dry  Milk 
for  special  diets.  A minature  “Pet"  Evaporated  Milk 
can  will  be  given  to  all  visitors. 


LEDERLE  LABORATORIES  DIVISION 
American  Cyanamid  Company 
You  are  cordially  invited  to  visit  the  Lederle  Booth 
where  our  Medical  Representatives  will  be  in  at- 
tendance to  provide  the  latest  information  and  litera- 
ture available  on  our  line.  Featured  will  be  Achro- 
mycin V,  and  many  other  of  our  dependable  quality 
products. 


SEALY  OF  THE  CAROLINAS 

Sealy  of  the  Carolinas,  Incorporated,  will  display 
the  nationally-advertised  Sealy  Posturepedic  inner- 
spring  and  Posturepedic  foam  rubber  mattresses  over 
their  matching  foundations. 

The  Posturepedic  innerspring  is  the  original  of  its 
type,  having  been  designed  for  a specific  purpose,  ap- 
proved and  used  by  many  members  of  the  medical 
profession.  The  Sealy  Posturepedic  foam  rubber  mat- 
tress, over  its  matching  extra-height  foundation,  is 
unique,  having  been  judged  by  a national  testing 
agency  to  be  50%  firmer  and  with  75%  less  side 
sway  (shimmy)  than  any  other  nationally-advertised 
brand. 

Special  medical  discount  pricing  has  for  more  than 
15  years  been  available  on  this  merchandise  to  mem- 
bers of  the  medical  profession. 


TABLE  ROCK  LABORATORIES 
Table  Rock  Laboratories  proudly  presents  SENA- 
ZOL,  a unique  combination  of  both  sex  hormones  with 
lipotropes,  essential  vitamins  and  necessary  minerals 
PLUS  METRAZOL,  the  proven  safe  cerebral  stimu- 
lant. SENAZOL  provides  a multitude  of  factors  in 
one  dosage  form  for  the  GERIATRICS  PATIENTS’ 
multiplicity  of  symptoms.  PRESCRIBE  SENAZOL 
FOR  EVERY  GERIATRIC  PATIENT  . . . EVERY 
DAY. 


A.  H.  ROBINS  COMPANY,  INC. 

Richmond  Virginia 

The  A.  H.  Robins  Company  exhibit  spotlights 
DONNATAL.  This  “most  prescribed”  of  all  anti- 
spasmodic-sedatives  is  available  not  only  in  tablets, 
capsules  and  palatable  Elixir,  but  also  in  long-acting 
Extentabs.  Also  featured:  ALLBEE  with  C,  capsules 
providing  “saturation  dosage”  of  B complex  factors 
and  ascorbic  acid;  DONNAGESIC  EXTENTABS,  ex- 
tended action  tablets  of  codeine  with  Donnatal  for 
10-12  hour  analgesic  effects  on  a single  dose;  ENTO- 
ZYME,  comprehensive  digestive  enzyme  supplement; 
and  ROBALATE  (dihydroxy  aluminum  amino- 
acetate),  antacid  available  in  tablets  and  the  new, 
light-bodied  ROBALATE  LIQUID. 


THE  MERCK  SHARP  & DOHME 

The  Merck  Sharp  & Dohme  exhibit  presents  high- 
lights on  steroid  therapy  featuring  the  newer  adrenal 
cortical  steroid  preparations  in  endocrine  disorders, 
collagen  diseases,  respiratory  allergies,  eye  diseases 
and  skin  conditions. 

Research  developments  in  the  field  of  antibacterial 
agents  are  of  clinical  significance. 

Expertly  trained  personnel  will  be  pleased  to  dis- 
cuss advanced  clinical  reports  on  a new  therapeutic 
agent  which  may  be  described  as  a “mood  stabilizer." 


WACHTEL’S  PHYSICIAN  SUPPLY  CO. 

In  addition  to  what  new  instruments  are  available 
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at  that  time,  we  will  have  an  Electrocardiograph. 
Diathermy  and  a display  of  instrument  and  equipment 
which  we  feel  will  be  of  interest  to  the  doctors  at- 
tending the  convention. 


WINCHESTER  SURGICAL  SUPPLY  CO. 

It  will  be  our  privilege  and  pleaseure  to  exhibit 
again  this  year  at  the  South  Carolina  Medical  Asso- 
ciation Meeting  for  our  thirty-sixth  consecutive  year. 
We  invite  you  to  visit  our  Rooth  #37.  Our  repre- 
sentatives, Emory  Floyd,  Tom  Coble  and  R.  M.  Con- 
dor will  be  there  to  greet  you. 

“CAROLINA’S  HOUSE  OF  SERVICE  SINCE 
1919” 


CIRA  PHARMACEUTICAL  PRODUCTS  INC. 

CIBA  is  featuring  a prescription  specialty— RITA- 
LIN, a new  mild  stimulant-antidepressant.  RITALIN 
raises  depressed  patients  to  normal  levels  of  psycho- 
motor activity  without  amphetamine-like  over-stimu- 
lation or  depressive  rebound.  Representatives  will  be 
present  to  answer  queries  on  this  very  effective  agent. 


THE  LANIER  CO. 

The  Lanier  Company  exhibit  will  have  the  Gray 
Audograph  Dictating  Machines  and  Phonaudograph 
Telephone  Dictation. 


MILEX  OF  NEW  YORK 
The  MILEX  CANCER  DETECTION  PROGRAM 
will  be  featured  at  Booth  #35.  This  consists  of  the 
latest  developments  for  vaginal,  cervical,  and  endo- 
metrial smears  and  biopsies,  and  for  new  vaginal  and 
cervical  specula.  Also  featured  are  the  superior 
CRESCENT  DIAPHRAGM  and  the  MILEX  FOLD- 
ING PESSARIES.  LESTENS,  for  premenstrual  ten- 
sion, includes  Progesterone  and  is  a comprehensive 
attack  against  this  distressing  syndrome. 


DICTAPHONE 

For  busy  doctors  — the  Dictaphone  Time-Master 
dictating  machine  with  exclusive  Dictabelt  record. 
Try  today’s  ultimate  in  dictating  convenience  — the 
Dictaphone  President  Model  with  remote  power  con- 
trol. More  doctors  speed  case  histories  with  Dicta- 
phone Time-Master  dictating  equipment  than  with 
any  other  kind. 

For  busy  hospitals  — the  Dictaphone  Telecord  Sys- 
tem of  network  dictation  by  phone.  Telecord  extends 
dictating  facilities  throughout  the  hospital  with  re- 
cording and  transcription  centralized  for  complete, 
accurate,  up-to-the-minute  hospital  records.  The  Tele- 
cord System  adapts  to  most  internal  dial  telephone  in- 
stallations. 


WESTWOOD  PHARMACEUTICALS 
FOSTEX  CREAM  and  FOSTEX  CAKE  are  new, 
easy  to  use,  therapeutically  effective  cleansing  type 
medications  for  the  treatment  of  dandruff,  acne  vul- 


garis and  seborrheic  dermatitis.  They  contain 
Sebulytic0,  a unique  combination  of  penetrating 
anionic  soapless  cleansers  and  wetting  agents  which 
are  highly  antiseborrheic,  and  exert  antibacterial  and 
keratolytic  effects. 

“Trademark 


DOHO  CHEMICAL  CORPORATION 
DOHO  CHEMICAL  CORPORATION  is  pleased  to 
exhibit: 

AURALGAN — Ear  medication  in  otitis  media  and 
removal  of  cerumen. 

OTOSMOSAN — Effective,  non-toxic  fungicidal  and 
bactericidal  (gram  negative-gram  positive)  in  the 
suppurative  and  aural  dermatomycotic  ears. 
RHINALGAN- — Nasal  decongestant  free  from  sys- 
temic or  circulatory  effect  and  equally  safe  to  use 
on  infants  as  well  as  the  aged. 

NEW  LARYLGAN — Soothing  throat  spray  and  gargle 
for  infectious  and  non-infectious  sore  throat  in- 
volvements. 

Mallon  Chemical  Corporation,  Subsidiary  of  the 
Doho  Chemical  Corporation,  is  also  featuring: 
RECTALGAN — Liquid  topical  anesthesia,  for  relief 
of  pain  and  discomfiture  in  hemorrhoids,  pruritus 
and  perineal  suturing. 

DERMOPLAST — Aerosol  freon  propellent  spray  for 
fast  relief  of  surface  pain,  itching,  burns  and 
abrasions.  Also  Obs.  & Gyn.  use. 


ELI  LILLY  AND  COMPANY 
You  are  cordially  incited  to  visit  the  Lilly  exhibit 
located  in  space  No.  8.  The  display  will  contain  in- 
formation on  recent  therapeutic  developments.  Lilly 
sales  people  will  be  in  attendance.  They  welcome  your 
questions  about  Lilly  products. 

The  following  Lilly  Salesmen  and  field  manager 
will  be  in  attendance  at  our  exhibit  during  the  meet- 
ing. 

Mr.  D.  M.  Burns,  Jr.  (in  charge  of  exhibit) 
Mr.  W.  W.  Howie 
Mr.  J.  R.  Smith 


COMMERCIAL  EXHIBITORS, 
ANNUAL  MEETING,  1957 

ABBOT  LABORATORIES 
A.  H.  ROBINS  COMPANY,  INC. 

A.  S.  ALOE  COMPANY  OF  GEORGIA 
AMERICAN  BEDDING  CO. 

AMERICAN  SURGICAL  SUPPLY  CO. 

BLUE  CROSS  - BLUE  SHIELD 
CAMBRIDGE  PHARMACEUTICALS,  INC. 
CHARLES  C.  HASKELL  & CO.,  INC. 

CIBA  PHARMACEUTICAL  PRODUCTS,  INC. 
COLUMBIA  BRACE  SHOP 
DICTAPHONE  CORPORATION 
DOHO  CHEMICAL  CORPORATION 
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DRUG  SPECIALTIES,  INC. 

ELI  LILLY  & COMPANY 
G.  D.  SEARLE  & CO. 

GENERAL  ELECTRIC  COMPANY 
HART  DRUG  CORPORATION 
J.  B.  LIPPINCOTT  COMPANY 
THE  LANIER  COMPANY 
LEDERLE  LABORATORIES 
MAYRAND,  INC. 

MEAD  JOHNSON  & COMPANY 
MERCK,  SHARP  & DOHME 
MILEX  OF  NEW  YORK 
PARKE,  DAVIS  & COMPANY 
PET  MILK  COMPANY 


PICKER  X-RAY  CORPORATION 
PROFESSIONAL  MANAGEMENT 
THE  S.  E.  MASSENGILL  COMPANY 
SEALY  OF  THE  CAROLINAS,  INC. 

THE  STUART  CO. 

TABLEROCK  LABORATORIES 
THOMAS  A.  EDISON,  INC. 

VANPELT  & BROWN,  INC. 

WACHTEL’S  PHYSICIAN  SUPPLY  CO. 
WARNER-CHILCOTT  LABORATORIES 
WESTWOOD  PHARMACEUTICALS 
WINCHESTER  SURGICAL  SUPPLY  CO. 
THE  WILLIAM  S.  MERRELL  COMPANY 
WILLIAM  P.  POYTHRESS,  INC. 


NEWS 


The  Chesterfield  County  medical  society  last  week 
petitioned  the  county  for  representation  on  the 
Chesterfield  County  Hospital  in  Cheraw,  its  repre- 
sentative to  act  as  Chief  of  Staff  of  the  hospital. 

Dr.  Maxcy  Hook  is  the  new  president  of  the  society, 
with  Dr.  D.  C.  Griggs  of  Pageland  completing  a year 
in  office.  Dr.  Trailkill  of  Cheraw  is  the  new  secretary. 

According  to  Dr.  Hodge  the  hospital  now  is  about 
half  through  construction,  and  it  is  expected  to  be 
near  ready  for  occupancy  in  August. 


Dr.  Gustaf  M.  Gudmundson  has  recently  returned 
to  Columbia  and  has  opened  practice  in  the  field  of 
orthopedic  surgery. 

Dr.  Gudmundson  is  a native  of  Columbia.  He  at- 
tended Columbia  city  schools,  and  the  University  of 
South  Carolina,  and  was  graduated  from  the  Medical 
College  of  South  Carolina  in  1948.  He  served  his 
internship  at  the  Medical  College  of  Virginia  Hospital 
Richmond,  Va.,  and  his  residency  in  orthopedic  sur- 
gery at  the  Veterans  Administration  Hospital.  Colum- 
bia, University  Hospital  Medical  College  of  Georgia, 
Augusta,  Ga.,  and  the  Children’s  Medical  Center, 
Boston,  Mass.  He  served  as  medical  officer  in  the 
United  States  Navy  for  two  years. 

Dr.  Gudmundson  is  associated  in  the  practice  of 
orthopedic  surgery  with  Dr.  James  T.  Green  and  Dr. 
Francis  II.  Gay. 


The  Greenville  County'  Medical  Society  launched 
its  fourth  annual  scries  of  Medical  Forum  programs 
on  March  3. 

Dr.  J.  C.  Moore,  chairman  of  the  society’s  Medical 
Forum  committee,  said  his  group  already  is  at  work 
making  plans  for  the  popular  series  through  which 
area  citizens  can  get  answers  to  specific  questions 
about  various  diseases  and  medical  advances. 


As  in  the  past,  the  Medical  Forum  series  is  being 
sponsored  by  the  Medical  Society  in  cooperation  with 
the  Greenville  Piedmont,  The  Greenville  News  and 
WFBC-TV. 

Each  of  the  programs  will  be  telecast  by  Channel  4, 
with  the  programs  devoted  to  answering  questions 
submitted  by  readers  of  The  Piedmont  and  The  News. 

Working  wth  Dr.  Moore  on  the  Medical  Forum 
committee  this  year  are  Dr.  Larry  McCalla,  Dr.  J.  L. 
Anderson,  Jr.  and  Dr.  John  Fewell. 

Topics  to  be  included  on  the  forums  will  be  an- 
nounced in  the  very  near  future. 


George  D.  Holman,  M.  D.,  has  opened  an  office  for 
the  practice  of  medicine  in  Barnwell.  His  office  is 
located  on  Jackson  Street. 

Dr.  Holman,  a native  of  Batesburg,  has  recently 
been  discharged  from  the  U.  S.  Navy  after  serving 
for  two  years.  Prior  to  that  time,  he  practiced  in 
Great  Falls. 


Dr.  Ralph  Parr  Baker,  1905  Main  St.,  Newberry, 
was  made  a member  of  The  Deryl  Hart  Surgical  So- 
ciety at  its  recent  meeting  in  Miami,  Fla. 

This  outstanding  surgical  group  is  named  for  the 
famous  surgeon,  Dr.  Derryl  Hart,  who  for  over  25 
years  has  been  professor  of  surgery  at  Duke  Hospital, 
Durham,  N.  C. 


Dr.  R.  Y.  Westcoat  of  Lancaster,  Dr.  Angus  Hinson 
of  Rock  Hill  and  Dr.  Malcolm  L.  Marion  of  Chester 
have  been  appointed  county  chairmen  in  the  civil 
defense  preparedness  program  organized  by  the  South 
Carolina  Medical  Association. 

The  association  is  laying  plans  to  meet  needs,  pub- 
lic emergencies  in  war  and  peace.  The  committee  on 
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civil  defense  preparedness  is  headed  by  Dr.  Charles 
N.  Wyatt  of  Greenville.  The  state’s  46  counties  have 
been  grouped  into  nine  districts,  each  to  be  headed 
by  a chairman.  County  chairmen  will  direct  training 
and  other  activities  in  their  respective  counties. 


The  “Widows  and  Orphans  Society  inducted  42 
new  members  at  its  annual  meeting  and  banquet 
January  9 in  Charleston. 

Officers  elected  for  the  coming  year  remain  the  same 
as  for  1956  with  one  exception:  Dr.  Paul  Sanders 
who  replaces  Dr.  F.  B.  Johnson  as  a member  of  the 
standing  committee. 

The  society,  correctly  titled,  The  Society  for  the 
Relief  of  the  Families  of  Deceased  and  Disabled  In- 
digent Members  of  the  Medical  Profession  of  the 
State  of  South  Carolina,  was  founded  in  1848. 

Officers  of  the  society  who  continue  in  office  for  the 
coming  year  are  Dr.  W.  Atmar  Smith,  president;  Dr. 
Frank  G.  Cain,  vice  president;  Dr.  A.  J.  Buist,  treas- 
urer; Dr.  Joseph  I.  Waring,  secretary;  Drs.  T.  II. 
Martin,  J.  J.  Ravenel,  M.  W.  Beach,  Wythe  M.  Rhett, 
Robert  M.  Hope,  William  II.  Prioleau  and  P.  G. 
Jenkins,  standing  committee  members,  and  Drs.  Hope 
and  Rhett,  stewards. 


The  Coastal  Medical  Society  met  on  February  21, 
at  Johnson's  Camp  on  Edisto  River.  Dr.  Randolph 
Bradham  of  Charleston  spoke  of  “Gall  Bladder  Dis- 
ease”. 


Miss  Gloria  Wicker  of  Greenwood  and  R.  Graham 
Harris  of  Abbeville  are  two  members  of  the  board  of 
editors  of  The  Journal  of  the  South  Carolina  Society 
of  Medical  Technologists. 

The  first  issue  of  the  journal,  to  be  published 
quarterly,  came  out  in  December. 

Purpose  of  the  journal  is  to  present  to  medical 
technologists  in  the  state  scientific  and  technical 
articles  of  interest  to  them  professionally. 

Mr.  Harris  is  treasurer  of  the  South  Carolina  So- 
ciety of  Medical  Technologists  and  Miss  Wicker  is 
a board  member  and  chairman  of  the  membership 
committee.  President  of  the  society  is  Miss  Charlotte 
H.  Hutchinson  of  Rock  Hill. 


Dr.  Drayton  L.  Nance,  Jr.,  announces  the  associa- 
tion of  Dr.  Lucius  P.  Yarn  in  the  practice  of  medicine 
at  North. 

Dr.  Yarn  is  a graduate  of  Newberry  College  and  the 
Medical  College  of  S.  C.  and  recently  completed  his 
internship  at  Orangeburg  Regional  Hospital. 

Dr.  Varn  is  a native  of  Branehville  and  is  a veteran 
of  world  War  II. 


Dr.  Leon  Banov,  Charleston  County  health  depart- 
ment director,  was  one  of  two  men  selected  by  the 
State  Board  of  Health  to  attend  a health  conference 
in  Tampa,  Fla. 


Along  with  Dr.  Banov  the  State  Health  Department 
selected  Dr.  John  Preston,  Richland  County  public 
health  director,  to  attend  the  conference. 


Furman  University  will  award  four  honorary  de- 
grees during  the  school’s  annual  graduation  exercises 
next  June,  according  to  Dr.  John  L.  Plvler,  Furman 
president. 

The  recipients  will  include  a surgeon,  an  educator, 
and  two  ministers. 

The  Doctor  of  Humanities  degree  will  be  awarded 
to  Dr.  Belton  J.  Workman,  Woodruff  surgeon. 


Dr.  Workman,  director  of  the  Workman  Memorial 
Clinic  in  Woodruff,  is  a native  of  Woodruff.  After 
studying  at  Furman,  he  received  the  M.D.  degree 
from  the  Medical  College  of  South  Carolina  in  1917. 
He  is  a member  of  the  South  Carolina  Hospital  Ad- 
visory Council,  Spartanburg  County  Board  of  Educa- 
tion, Woodruff  Board  of  Public  Works,  the  Masons, 
Shriners,  and  several  medical  societies.  He  is  a Fellow 
in  the  International  College  of  Surgeons,  president 
and  director  of  the  Woodruff  State  Bank,  former  dea- 
con of  the  Woodruff  First  Baptist  Church,  former 
president  of  the  Woodruff  Rotary  Club,  and  former 
trustee  of  the  Woodruff  High  School. 


At  the  53rd  Annual  Congress  on  Medical  Education 
and  Licensure  held  in  Chicago  on  February  9-12,  the 
State  Board  of  Medical  Examiners  of  South  Carolina 
was  honored  in  having  one  of  its  members.  Dr. 
Harold  E.  Jervey,  Jr.  of  Columbia,  elected  to  the 
executive  committee  of  the  Federation  of  State  Medi- 
cal Boards  of  the  United  States.  . . . The  Federation, 
which  is  composed  of  all  the  Medical  Licensing 
Boards  in  the  United  States  and  its  territories,  has 
been  making  progress  in  solving  many  of  the  prob- 
lems that  face  American  medicine,  especially  in  re- 
gard to  interstate  endorsement  of  physicians  and  the 
foreign  medical  graduate  problem. 


Dr.  E.  R.  Wallace,  III,  of  Barnwell  has  been 
elected  president  of  the  Barnwell  County  Medical 
Society  for  the  coming  vear. 

Other  officers  named  to  serve  are  Dr.  A.  D.  Gantt 
of  Williston,  vice  president,  and  Dr.  L.  M.  Mace  of 
Barnwell  was  re-elected  secretary-treasurer. 

Dr.  C.  C.  Freeman  of  Williston  was  president  of 
the  organization  during  1956. 


Dr.  A.  S.  Pearson,  president  of  the  Spartanburg 
County  Medical  Society,  presided  during  the  eighth 
annual  South  Carolina  Heart  Association  meeting 
held  at  Spartanburg  Memorial  Auditorium. 


On  March  1 Dr.  Philip  Claytor  became  associated 
in  a partnership  with  Dr.  Greer  F.  Hiott,  Jr.,  and  be- 
gan the  practice  of  medicine  in  York. 
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Dr.  Claytor  attended  The  Citadel  at  Charleston  and 
served  in  The  U.  S.  Air  Corps  before  completing  his 
education  at  the  University  of  South  Carolina.  He 
received  his  medical  degree  at  The  Medical  College 
of  South  Carolina  where  he  also  interned  and  where 
for  the  last  two  months  he  has  been  resident  in 
pediatrics. 


Dr.  W.  T.  Terrier  has  taken  over  chairmanship  of 
the  Oconee  Countv  Cancer  society. 


Dr.  Dossey  H.  McFadden,  of  Joanna,  was  elected 
president  of  the  Laurens  County  Medical  Society  at 
a meeting  held  recently  in  Laurens.  Others  elected  to 
serve  the  organization  for  the  coming  year  are  Dr. 
Malcolm  Cook,  of  Laurens,  vice-president,  and  Dr. 
R.  M.  Fuller,  of  Clinton,  secretary-treasurer. 

Retiring  officers  are  Dr.  D.  O.  Rhame,  of  Clinton, 
president;  Dr.  James  Dusenberrv,  of  Laurens,  vice- 
president;  and  Dr.  James  Macdonald,  of  Joanna  and 
Clinton,  secretary-treasurer. 


Dr.  W.  L.  McDow  was  named  Kershaw’s  “Young 
Man  of  the  Year  by  the  judges  in  an  annual  Jaycee 
sponsored  event,  with  presentation  of  a special  award 
made  to  him  at  the  regular  Jaycee  meeting  by  “Doc” 
Moses,  Jaycee  state  first  vice-president. 


Dr.  Donald  S.  Tarbox,  who  has  been  practicing 
privately  in  the  Carolinas  and  Ohio,  has  been  ap- 
pointed assistant  physician  on  the  State  Mental  Hos- 
pital staff.  A native  of  Ohio,  he  is  a graduate  of  Ohio 
State  University’s  medical  college. 


Dr.  O.  William  Hilton,  Jr.  has  begun  the  general 
practice  of  medicine  in  Liberty.  His  offices  are 
located  on  Anderson  Drive  at  intersection  of  High- 
ways 123  and  178. 

Dr.  Hilton  is  a native  of  Louisiana.  He  received  his 
Bachelor  of  Science  degree  from  Southwestern 
Louisiana  Institute  and  his  degree  of  medicine  from 
the  Louisiana  State  University  School  of  Medicine. 

Having  practiced  medicine  for  the  past  eighteen 
months  in  Greenville,  following  his  internship  and 
residency  at  the  General  Hospital,  he  is  moving  here 
from  Greenville. 

During  World  War  II  he  served  three  years  in  the 
Air  Force. 


Dr.  M.  C.  Watson,  of  Bamberg,  has  been  elected 
chief  of  staff  of  the  Bamberg  Countv  hospital.  He 
succeeds  Dr.  J.  D Thomas,  of  Denmark,  who  served 
as  chief  for  the  past  year.  Dr.  Watson  was  elected 
for  a one-year  period. 


Drs.  Hugh  Smith,  William  W.  Pryor  and  Arthur  G. 
Meakin  will  be  associated  in  the  practice  of  internal 
medicine  with  offices  at  206  E.  North  St.,  Greenville. 


A weekly  series  of  General  Practice  postgraduate 
lectures  were  sponsored  at  Greenville  General  Hospital 
during  February  by  the  American  Academy  of  Gen- 
eral Practice  and  the  Education  Committee  of  the 
South  Carolina  Academy  of  General  Practice. 

The  lecturers  are  members  of  the  teaching  staff  of 
the  Medical  College  of  South  Carolina. 

Dr.  Dale  Groom,  assistant  professor  of  medicine, 
spoke  on  “Research  in  Cardiology  ’ and  Dr.  J.  Manly 
Stallworth,  assistant  professor  of  surgery,  on  “Peri- 
pheral Vascular  Surgery  at  the  first  session  Feb.  6. 


Dr.  R.  Kyle  Brown  of  Greenville,  has  been  ap- 
pointed to  the  board  of  trustees  of  the  State  Tuber- 
culosis Sanatorium. 


Dr.  H.  A.  Langston,  Jr.,  general  practitioner,  has 
opened  offices  for  the  practice  of  medicine  at  814 
Chesterfield  Street  in  Aiken. 

Dr.  Langston  is  a native  of  Timmonsville,  S.  C. 
and  received  his  BS  degree  from  the  University  of 
South  Carolina  in  1946. 

He  performed  a tour  with  the  US  Army  in  the 
medical  branch  and  afterwards  entered  the  Medical 
College  at  Charleston  where  he  graduated  in  1955. 

Dr.  Langston  recently  completed  his  internship  at 
the  Charlotte  Memorial  hospital  in  Charlotte,  North 
Carolina. 


Dr.  D.  C.  Griggs  of  Pageland  announced  that  Dr. 
James  A.  Dunlap,  Jr.,  formerly  of  Ruby,  will  be  asso- 
ciated with  him  at  the  clinic. 

Dr.  Dunlap  is  a native  of  Charleston.  He  received 
his  Bachelor  of  Science  degree  from  the  College  of 
Charleston,  his  Medical  Degree  at  the  Medical  Col- 
lege of  South  Carolina  and  interned  at  Roper  hospital. 
He  has  served  two  years  in  the  Ufnited  States  Navy. 


At  the  regular  meeting  of  the  Dillon  County  Medi- 
cal Society  held  on  January  4,  Dr.  T.  Russ  Howell 
of  Latta,  was  elected  President  for  the  year  1957.  Dr. 
Howell  is  a graduate  of  Bowman-Gray  and  did  intern- 
ship at  Winston-Salem,  N.  C.  and  did  internship  and 
residency  at  Roper  Hospital. 

Dr.  Conan  N.  Roberts  of  Latta  was  elected  Secre- 
tary of  the  Society.  He  is  also  a graduate  of  Bow- 
man-Grav  and  did  Internship  and  Residency  at 
Roper.  Drs.  Howell  and  Roberts  have  been  in  prac- 
tice in  Latta  since  1954. 


Drs.  Emmett  K.  Bearden  and  W.  Esley  Jones  have 
begun  the  practice  of  general  medicine  at  6 Wilmont 
Lane,  at  the  Augusta  Road,  Greenville. 


Dr.  William  fl.  Hunter,  was  named  Clemson’s 
“Young  Man  of  the  Year”  as  he  received  Clemson 
Junior  Chamber  of  Commerce’s  distinguished  service 
award. 
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A new  medical  building,  consisting  of  eight  units, 
is  now  under  construction  on  Vardry  Street. 

To  be  called  the  Vardry  Street  Medical  Court,  the 
building  will  house  the  offices  of  Drs.  Mordecai 
Nachman  and  Charlton  P.  Armstrong,  T.  E.  Whitaker, 
T.  R.  Lybrand,  DeWitt  Harper,  J.  L.  Anderson,  Jr., 
R.  L.  Cashwell,  Perry  T.  Bates  and  L.  H.  Taylor,  Jr. 
of  Greenville. 


Dr.  Anthony  White  of  Easley  has  been  elected 
president  of  Pickens  County  Medical  Society  for  1957. 

Other  new  officers  include  Dr.  Charlotte  Kay,  Lib- 
erty, vice  president;  Dr.  Sidney  Garrett,  Pickens, 
secretary-treasurer. 

Retiring  officers  are  Dr.  R.  P.  Jean.es,  Easley;  Dr. 
White,  vice  president  and  Dr.  W.  G.  McCuen,  Easley, 
secretary-treasurer. 


The  election  of  Dr.  S.  C.  Lind  to  a five-year  term 
on  the  Board  of  Directors  of  Ocean  View  Memorial 
Hospital  featured  a meeting  of  the  Board. 

Dr.  Lind  is  a retired  surgeon  from  Cleveland  who 
moved  to  Myrtle  Beach  to  make  his  home  in  De- 
cember 1954. 


Dr.  Julian  P.  Price,  Florence  physician  and  surgeon, 
has  been  elected  to  the  professional  advisory  com- 
mittee of  the  South  Carolina  Association  for  Mental 
I tealth. 

Elected  to  the  committee  also  were  Dr.  Harley  A. 
Scott,  Jr.,  head  of  the  psychology  department  at 
Winthrop  College;  Dr.  Joseph  J.  Nannarella  of  Green- 
ville, and  the  Rev.  Fred  Poag  of  Columbia. 


Dr.  Robert  P.  Moore,  assistant  medical  director  at 
Spartanburg  Tuberculosis  Hospital  for  the  past  3% 
years,  has  announced  his  resignation  to  accept  a teach- 
ing position  in  Virginia. 

His  new  position  is  in  the  Thoracic  chest  division 
of  the  Medical  College  of  Virginia. 

He  has  practiced  internal  medicine  in  Spartanburg 
privately  since  his  arrival  here  in  July,  1953. 


Dr.  and  Mrs.  William  Skinner,  formerly  of 
Charleston,  have  left  for  South  America,  where  Dr. 
Skinner,  a medical  missionary,  has  taken  a position 
as  staff  physician  with  the  Baptist  hospital  in  Asun- 
cion, Paraguay. 


Dr.  Elbert  J.  Dickert  addressed  the  January  meet- 
ing of  the  Newberry  County  Ministerial  Association 
on  “Professional  Relationships  Between  the  Doctor 
and  the  Minister.” 


Dr.  James  Halford  was  installed  as  president  of 
the  Anderson  County  Medical  Society  to  succeed  Dr. 
Carroll  Bowie. 

Other  officers  installed  at  a dinner  meeting  in- 
cluded: Dr.  Leo  Davidson,  vice  president;  Dr.  James 


Belk,  treasurer;  and  Dr.  William  Lummus,  who  was 
re-elected  as  secretary. 

Guest  speaker  at  the  session  was  Dr.  Elliott  Scar- 
borough, director  of  the  Emory  University  Clinic  and 
of  Services  of  Emory  LIniversity  Hospital. 


At  a meeting  of  the  South  Atlantic  Association  ol 
Obstetricians  and  Gynecologists  held  February  6,  7, 
8 and  9,  1957,  at  Charleston,  the  following  officers 
were  elected: 

President:  Dr.  Manly  E.  Hutchinson,  Columbia,  South 
Carolina 

Vice-President:  Dr.  C.  Hampton  Mauzy,  Winston- 
Salem,  North  Carolina 

President-Elect:  Dr.  Charles  J.  Collins,  Orlando, 

Florida 

Secretary -Treasurer:  Dr.  W.  Norman  Thornton,  Jr., 
Charlottesville,  Virginia 

Assistant  Secretary-Treasurer:  Dr.  Lawrence  L.  Hes- 
ter, Jr.,  Charleston,  South  Carolina 
The  next  meeting  of  the  Association  is  to  be  held 
at  the  Hollywood  Beach  Hotel,  Hollywood,  Florida, 
February  1 to  the  5th,  1958. 


ANNOUNCEMENTS 


NATIONAL  INDUSTRIAL  HEALTH 
CONFERENCE 

The  Twelfth  National  Industrial  Health  Conference 
will  be  held  at  Kiel  Auditorium,  St.  Louis,  Missouri, 
April  20-26,  1957.  This  Conference  annually  brings 
together  the  five  organizations  whose  members  are 
responsible  for  maintaining  the  health  of  the  nation’s 
industrial  workers:  the  Industrial  Medical  Association; 
the  American  Industrial  Hygiene  Association;  the 
American  Association  of  Industrial  Nurses;  the  Amer- 
ican Conference  of  Governmental  Industrial  Hy- 
gienists; and  the  American  Association  of  Industrial 
Dentists. 

Some  200  of  the  country’s  leading  specialists  and 
experts  in  the  complexities  and  technicalities  of  pre- 
ventive medicine  and  hygiene  in  industry  will  present 
the  latest  findings  and  developments.  The  complete 
program  may  be  obtained  by  writing  E.  C.  Holm- 
blad,  M.  D.,  Managing  Director,  Industrial  Medical 
Association,  28  East  Jackson  Boulevard,  Chicago  4, 
111. 


An  intensive  course  on  fractures  and  other  trauma 
will  be  offered  to  all  interested  members  of  the  medi- 
cal profession  by  the  Chicago  Regional  Committee  on 
Trauma  of  the  American  College  of  Surgeons.  The 
course  will  be  held  for  three  and  one-half  days,  from 
April  10  to  13,  1957,  at  the  John  B.  Murphy  Audi- 
torium, 50  East  Erie  Street,  Chicago. 
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INTERNATIONAL  ACADEMY 
OF  PROCTOLOGY 

The  9th  Annual  Convention  of  the  International 
Academy  of  Proctology  will  be  held  at  The  Plaza, 
New  York,  April  29,  30,  May  1,  2,  1957.  The  Inter- 
national, National,  and  Local  Program  Committees 
are  planning  an  unusual  seminar  on  practical  technics 
for  office  and  hospital.  There  will  be  special  emphasis 
on  anal  and  rectal  panel  presentations,  and  on  newer 
treatment  methods,  as  requested  by  those  who  at- 
tended the  Chicago  meeting  in  1956. 


Another  Bahamas  Medical  Conference  will  be  held 
during  the  week  after  Easter,  April  23rd  to  30th, 
1957. 

This  next  Conference  will  be  held  at  the  British 
Colonial  Hotel  and  the  Princess  Margaret  Hospital  in 
Nassau.  On  weekdays,  lectures  will  be  given  from 
9.30  to  11.00  a.  m.  and  5.30  to  7.00  p.  m.  There  will 
also  be  two  evening  lectures  and  two  meetings  at  the 
hospital.  As  last  December,  there  will  also  be  two 
evening  social  gatherings. 

Hotel  reservations  should  be  made  as  early  as  pos- 
sible by  writing  (airmail  ten  cents  postage  from  the 
United  States  or  Canada)  directly  to  Mr.  Robert  K. 
Holiday,  Reservations  Manager,  British  Colonial  Hotel, 
Nassau,  Bahamas,  and  by  sending  at  the  same  time 
the  registration  fee  of  $75.00. 


THE  NALLE  CLINIC  FOUNDATION 
LECTURE 

The  Eighth  Annual  Nalle  Clinic  Foundation  lecture 
will  be  presented  on  Tuesday  evening,  April  23,  1957, 
at  the  Hotel  Charlotte,  Charlotte,  N.  C.  at  8:00  P.  M. 
The  program  this  year  will  be  devoted  to  orthopedic 
surgery,  and  the  speaker  will  be  Dr.  S.  Benjamin 
Fowler  of  Nashville,  Tennessee.  Dr.  Fowler's  topic 
for  discussion  will  be  “The  Treatment  of  Tendon  In- 
juries”. 

Dr.  Fowler  has  for  some  years  been  an  authority 
on  surgery  of  the  hand  and  especially  since  World 
War  II  has  done  a great  deal  to  stimulate  interest  in 
and  improve  surgical  technics  in  this  specialty 

The  Nalle  Clinic  Foundation,  which  sponsors  this 
program  each  year,  was  organized  in  1947  by  members 
of  the  medical  staff  of  The  Nalle  Clinic.  The  purpose 
of  the  Foundation  is  to  promote  medical  education 
and  medical  research  and  to  provide  medical  charity 
for  indigent  individuals. 


The  World  Congress  of  Gastroenterology  is  being 
sponsored  by  the  International  Society  of  Gastro- 
enterology and  the  host  organization  in  this  country 
is  the  American  Gastroenterological  Association.  The 
meeting  is  to  be  held  in  Washington,  D.  C.,  May  25- 
31,  1958  at  the  Sheraton  Park  Hotel.  All  physicians 
interested  in  gastroenterology  are  cordially  invited  to 


attend.  The  Chairman  is  Dr.  Harry  L.  Bockus  and 
anyone  desiring  information  regarding  the  program, 
housing,  etc.  may  direct  all  correspondence  to  Dr. 
H.  M.  Pollard,  University  Hospital,  Ann  Arbor,  Mich. 


NEW  INTERNATIONAL  PRIZES  FOR 
FAMILY  PHYSICIANS 

A new  series  of  prizes  for  family  physicians  of  any 
country  has  been  announced  in  London  by  B.  D. 
Thornley,  managing  director  of  Benger  Laboratories, 
British  pharmaceutical  firm. 

The  prizes  total  500  pounds  in  value  and  will  be 
known  as  the  “Benger  Prizes  for  Original  Observations 
in  General  Practice”.  Entries  will  be  judged  by  the 
awards  committee  of  the  British  College  of  General 
Practitioners. 

“The  ideas  or  hunches  which  we  are  looking  for 
may  be  concerned  with  the  causation,  diagnosis,  treat- 
ment or  prevention  of  any  disease”,  Mr.  Thornley  said. 
All  entries  will  be  published  and  the  book  will  be 
available  to  physicians  everywhere. 

“We  hope  that  the  physicians’  ideas  will  prove  a 
stimulus  to  medical  research  workers  everywhere, 
whether  in  hospitals,  special  institutions  or  pharma- 
ceutical companies  like  our  own”,  Mr.  Thornley  con- 
tinued. 

“I  believe  that  among  the  obscure  and  unassuming 
family  doctors  of  the  world  there  may  be  another 
Jenner  or  another  Lind.  I believe  it  although  the  ex- 
perts say  there  is  no  great  untapped  reservoir  of 
talent,  in  this  country  at  any  rate.  I prefer  to  the 
statistics  of  the  expert  my  own  hunch  that  there  are 
many  doctors  only  waiting  for  an  opportunity  to  put 
their  own  ideas,  born  of  experience,  at  the  service  of 
humanity”. 

Entries  may  be  in  any  form  and  of  any  length,  all 
family  physicians  are  eligible  to  participate,  and 
manuscripts  or  correspondence  should  be  addressed 
to  Benger  Laboratories,  Ltd.,  Holmes  Chapel, 
Cheshire,  England. 


Intensive  courses  in  Clinical  Hypoxia  under  the 
direction  of  the  National  Resuscitation  Society,  2 East 
63rd  Street,  New  York  City  will  be  given  May  3-4, 
June  7-8. 

These  courses  have  been  presented  monthly  in  New 
York  City  as  well  as  in  southern,  mid-western  and 
western  cities.  More  than  1000  physicians  and 
dentists  have  received  personal  instruction  in  ex- 
posing the  death  zone  of  the  respiratory  tract. 


THE  BOARD  OF  TRUSTEES  OF  THE  AMER- 
ICAN FOUNDATION  FOR  ALLERGIC  DIS- 
EASES announces  the  availability  of  three  Fellow- 
ships in  Research  and  Clinical  Allergy  for  a period 
of  two  years  each,  carrying  a stipend  of  $4500  for 
the  first  year,  $4750  for  the  second,  and  a total  of 
$750  for  laboratory  and  travel  expenses  during  the 
two-year  period.  The  funds  for  these  fellowships  have 
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been  made  available  by  Mr.  John  D.  Rockefeller,  Jr., 
in  a grant  to  the  Foundation. 


The  4th  Annual  Mountaintop  Medical  Assembly 
will  be  held  in  Waynesville,  N.  C.  on  June  20,  21  and 
22nd  (Thurs.,  Fri.  and  Sat.)  1957.  It  gives  15  hours 
credit  toward  continued  membership  in  the  American 
Academy  of  General  Practice.  Speakers  include: 

(1)  Ellard  M.  Yow,  M.  D.— Medicine— Baylor  Uni- 
versity 

(2)  Robert  T.  Tidrick,  M.  D. — Surgery — Univ.  of 
Iowa 

(3)  J.  Willis  Hurst,  M.  D. — Medicine — Emory  Unix. 

(4)  C.  Ronald  Stephen,  M.  D. — Anesthesiology — 
Duke  Univ. 

(5)  Harry  R.  Draper,  M.  D. — Psychiatry — Unix,  of 
Penn. 

(6)  Lawrence  L.  Hester,  M.  D. — Obstetrics — Med. 
Col.  of  S.  C. 


American  Academy  of  Pediatrics  Spring  Session — 
Washington,  D.  C.,  April  1-3,  1957. 


The  1957  meeting  of  the  American  Goiter  Associa- 


“PRE-PAID  MEDICAL  CARE 

Richard  J.  Ackart,  M.  D. 

Executive  Director,  Virginia  Hospital  and 
Medical  Service  Association 
Blue  Shield  Is  the  Doctor’s  Plan 

Have  you  ever  stopped  to  ask  yourself,  doctor,  why 
some  37  million  Americans  have  enrolled  in  Blue 
Shield,  the  medical  profession’s  prepayment  program, 
in  little  more  than  ten  years’  time? 

Blue  Shield  and  its  companion  Blue  Cross  have  ob- 
tained a truly  stupendous  enrollment,  at  a minimum 
of  expense  and  by  “low  pressure”  sales  methods.  This 
accomplishment  has  been  possible'  because  of  the  al- 
most universal  desire  for  protection  against  the  costs 
of  unpredictable  illness.  The  main  reason  so  many 
people  have  chosen  Blue  Cross-Blue  Shield  is  the 
well-known  fact  that  it  is  recommended  and  supported 
by  the  medical  profession;  people  have  a special  con- 
fidence in  Blue  Shield  as  a medical-surgical  prepay- 
ment plan  because  it  is  their  doctors’  plan. 

Doctors  and  hospitals  through  these  Plans  have 
created  for  themselves  immeasurable  good  will.  But 
the  preservation  of  this  great  asset  depends  upon 
eternal  vigilance  on  the  part  of  physicians  and  hos- 
pitals. 


"Reprint  from  Virginia  Medical  Monthly.  Vol.  83, 
Pages  563-564,  December,  1956. 


tion  xvill  be  held  in  the  Hotel  Statler,  New  York, 
May  28,  29  and  30,  1957. 


TOPICS  IN  CLINICAL  MEDICINE 
A Six-Day  Postgraduate  Course 
for 

Physicians  Primarily  Interested  in  Internal  Medicine 
MAY  13-18,  1957 
Sponsored  by 

The  Department  of  Medicine 
THE  JOHNS  HOPKINS  HOSPITAL 
Baltimore,  Maryland 


University  of  Pittsburgh 
School  of  Medicine 
Department  of  Surgery 
Section  on  Anesthesiology 
Announces  A 

POST  GRADUATE  SYMPOSIUM 
On  The 

BASIC  SCIENCES  RELATED  TO 
ANESTHESIOLOGY 
This  Course  will  be  held  June  10-14,  1957 
9:00  a.  m.  to  6:00  p.  m. 
Registration  Fee — $25.00 
The  Course  will  be  limited  to  50  participants 


. BLUE  SHIELD 

When  the  doctor  speaks  well  of  Blue  Cross-Blue 
Shield,  when  he  tries  to  conserve  the  resources  of  the 
Plans  against  misuse,  when  he  conscientiously  fulfills 
his  voluntarily  accepted  obligations  as  a Participating 
Physician — then  he  is  helping  to  preserve  and  increase 
this  asset.  He  is  helping  to  make  ever  more  formidable 
the  Plans’  aggressive  defense  of  the  freedom  of  medi- 
cal practice. 

Blue  Shield  is  also  a bridge  of  common  interest  and 
mutual  benefit  between  the  doctor  and  his  patient;  it 
is  evidence  to  each  of  the  trust  and  confidence  of  the 
other.  Blue  Shield  is  an  assurance  to  the  patient  of 
prepaid  service  when  he  needs  it — and  to  the  doctor, 
it  assures  payment  for  services  rendered.  Actually 
thousands  of  Virginians  who  are  ineligible  for  or  can- 
not afford  other  protection  against  sickness  expense 
have  been  enrolled  by  Blue  Shield  and  of  these  mem- 
bers there  are  many  who,  without  Blue  Shield,  woidd 
have  no  funds  from  which  to  pay  a fee.  Certainly  the 
majority  of  these  people  really  want  to  compensate 
their  doctors  for  the  interest,  time,  and  ability  ex- 
pended in  their  behalf  and  for  their  benefit.  Through 
Blue  Shield  membership  they  are  doing  so — and  are 
taking  pride  in  the  knowledge  that,  despite  their 
meagre  or  modest  means,  they  are  living  up  to  their 
obligations  and  responsibilities  as  free  Americans. 
Through  Blue  Shield  participation  their  doctors  are 
meeting  them  half  way. 


BLUE  CROSS  . . 
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And  Blue  Shield  Is  Also  Everybody’s  Plan 

Occasionally  a physician  asks  why  Bine  Cross-Blue 
Shield  membership  is  offered  to  just  about  everybody, 
regardless  of  their  incomes  or  their  inability  to  pay. 
Why  not  restrict  membership  to  those  persons  who  are 
close  to  being  medically  indigent? 

Consideration  of  the  basic  dynamics  ot  Blue  Cross- 
Blue  Shield  operations  makes  it  clear  why  it  would  be 
impossible  to  conduct  a successful  prepayment-for- 
service  program  for  the  low  income  group  alone.  The 
low  income  group  has  a high  incidence  of  illness.  The 
people  in  this  group  utilize  more  medical  care  than 
do  those  fortunate  people  who  have  more  adequate 
incomes.  Therefore,  the  prepayments  necessary  to  sup- 
port a plan  operated  solelv  for  the  medically  indigent 
and  low  income  people  would  be  so  substantial  that 
few  of  these  persons  individually  might  be  able  or 
willing  to  subscribe  to  the  plan  on  a voluntary  basis. 

Blue  Shield  is  able  to  offer  its  coverage  at  an  at- 
tractive and  acceptable  rate  because  it  has  so  far 
succeeded  in  enrolling  a typical  cross-section  of  the 
entire  community.  The  Blue  Shield  subscription  rate 
can  therefore  be  based  upon  the  experience  of  the 
entire  community. 

Generally  speaking,  Blue  Cross-Blue  Shield  is  the 
prepayment  program  that  is  most  attractive  to  people 
in  the  low  income  groups.  These,  of  course,  are  the 
very  people  whom  the  Plans  were  primarily  designed 
to  serve.  But  the  Plans  could  not  continue  to  serve 
the  low  income,  high  cost  groups  unless  they  had 
their  share  of  the  higher  income,  low  cost  groups.  The 
secret  of  Blue  Cross-Blue  Shield  success  is  based  on 
the  law  of  averages,  which  in  turn  means  a cross- 
section  of  the  total  population.  Hence,  Blue  Cross- 
Blue  Shield  is  for  everybody. 

Virginia’s  Plans  Include  Every  “Kind” — If  Not  Every- 
body 

The  Blue  Cross-Blue  Shield  Plans  here  in  Virginia 
have  been  remarkably  successful  in  enrolling  if  not 
everybody  in  the  State,  at  least  a proportionate  and  a 
sizeable  sampling  of  all  categories  and  classifications 
of  its  population.  There  is,  nonetheless,  an  unfortunate 
— though  perhaps  understandable — tendency  on  the 
part  of  some  physicians  to  misinterpret  a few  experi- 
ences with  member-patients  as  reason  to  believe  Blue 
Cross-Blue  Shield’s  membrship  is  overly  weighted 
with  persons  who  are  well-to-do  and  have  no  real  need 
for  the  full-service  benefits  which  characterize  the 
“Blues”.  Such,  however,  is  far  from  fact. 

Included  in  the  aggregate  membership  of  the  Blue 
Cross-Blue  Shield  Plans  serving  Virginia  are  32,400 
persons  who  are  over  sixty-five,  and  of  these  21,600 
are  single  females,  many  of  whom  undoubtedly  are 


widows  attempting  to  live  on  fixed  incomes  which 
they  find  progressively  inadequate  as  inflation  con- 
tinues. About  65,000  members  derive  their  living 
from  farming;  an  equal  number  are  otherwise  self- 
employed  or  gain  their  livelihood  from  small  mer- 
chandizing or  servicing  enterprises  carried  on  by 
fewer  than  five  persons;  and  a somewhat  greater 
number  are  employed  where  the  personnel  numbers 
between  five  and  ten  persons. 

Some  of  the  persons  in  these  categorial  groupings,  of 
course,  are  financially  comfortable — a number  of  phy- 
sicians, lawyers,  and  other  professional  people  are 
classified  as  self-employed.  Nonetheless,  200,000  is  a 
low  estimate  of  the  number  of  Virginians  who  are 
maintaining  Blue  Cross-Blue  Shield  memberships  even 
though  they  have  difficulty  making  ends  meet. 
Especially  when  illness  increases  their  expenses  and, 
as  it  does  all  too  frequently,  reduces  or  eliminates  their 
incomes,  these  persons  find  the  full-service  benefits 
of  Blue  Cross-Blue  Shield  to  be  invaluable. 

According  to  the  Bureau  of  Labor  Statistics,  during 
1955  the  average  family-income  here  in  Virginia  was 
$3,750.  Many  of  the  Plans’  non-industrially  employed 
members  have  total  family  incomes  amounting  to  no 
more  than  this  average;  leastwise  the  majority  of  such 
members  are  not  apt  to  have  on  hand  the  amount  re- 
quired to  meet  hospital  and  doctors’  charges.  Nor  are 
their  funds  apt  to  be  sufficient  to  take  care  of  the 
“deductible’  and  the  “share-the-expense”  features  of 
limited-dollar  indemnification. 

These  folks  truly  need  the  protection  of  Blue  Cross- 
Blue  Shield’s  unique  full-service  arrangement.  Were 
they  without  this  protection,  not  only  they  but  also 
physicians  and  hospitals  would  have  additional  money 
worries — financial  hardship  perhaps. 

The  Virginia  Blue  Cross-Blue  Shield  Plans  in 
partnership  with  the  medical  profession  and  the  hos- 
pitals are  pledged  to  serve  the  people  of  the  State — 
all  the  people.  The  goal  is  to  make  it  possible  for  all 
Virginians  to  receive  and  to  pay  for  the  finest  medical 
care  obtainable.  The  Plans  have  done  a good  job  so 
far,  but  they  need  the  continuing  support  of  every 
physician  in  the  State  if  they  are  to  reach  their  maxi- 
mum effectiveness — if  the  objective  of  the  partnership 
is  to  be  attained. 

Their  awareness  of  their  responsibilities  in  pro- 
viding a high  level  of  medical  care  for  the  entire  com- 
munity, as  well  as  their  recognition  of  the  fundamental 
economic  necessity  that  they  themselves  receive  ade- 
quate compensation,  should  prompt  Virginia  physi- 
cians to  continue  to  promote  the  success  of  the  full- 
service  Plans  and  to  encourage  their  further  develop- 
ment. 
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Editorials 


THE  ANNUAL  MEETING 

The  time  is  near  for  the  annual  convention. 
This  year  we  are  a little  earlier  than  usual,  but 
all  the  predictions  are  good  for  an  excellent 
meeting. 

Headquarters  will  be  at  the  Ocean  Forest 
Hotel  and  pleasure  and  comfort  are  to  be  ex- 
pected. 

This  year  the  schedule  of  the  meeting  will 
be  a little  different.  Council  will  meet  on 
Tuesday  morning,  The  House  of  Delegates  on 
Tuesday  afternoon,  the  reference  committees 
on  Tuesday  evening,  and  the  Delegates  will 
convene  again  on  Wednesday  morning,  before 
the  beginning  of  the  scientific  program  on 
Wednesday  afternoon.  The  usual  luncheons 
and  breakfasts  will  be  scheduled,  entertain- 
ment will  be  provided,  and  the  banquet  on 
Thursday  evening  will  conclude  the  meeting. 
General  Mark  Clark  will  be  the  banquet 
speaker. 

The  program  committee  has  worked  hard 
to  produce  a collection  of  good  scientific 
presentations  and  panel  discussions.  Ex- 
hibitors will  be  on  hand  to  show  new  and  old 
products.  A large  and  successful  convention 
is  expected. 


MEDICAL  EDUCATION  WEEK 
The  week  of  April  21-27  has  been  designated 
Medical  Education  Week. 

The  designation  of  such  a week  for  the 
second  time  is  an  attempt  on  the  part  of  the 
American  Medical  Association,  The  Associa- 
tion of  American  Medical  Colleges,  the  Stu- 
dent American  Medical  Association,  The 
Women’s  Auxiliary,  the  National  Fund  for 
Medical  Education  and  the  American  Medical 
Education  Foundation  to  focus  the  attention 
of  the  Medical  Profession  and  the  public  on 
the  plight  of  the  nation’s  medical  schools. 

A grave  situation  has  been  developing  for 
years  but  now  has  assumed  the  proportion  of 
a crisis.  Paradoxically,  the  phenomenal  success 
of  medicine  itself  has  been  one  of  the  chief 


contributors  to  the  crisis.  Success  of  intensified 
research  in  all  areas  of  medicine  have  intro- 
duced such  great  quantities  of  new  knowledge 
and  complicated  technical  methods  of  studv 
that  the  present  day  curriculum  of  a school  of 
medicine  would  not  be  recognized  by  one  who 
graduated  as  late  as  fifteen  to  twenty  years 
ago.  The  provision  of  complicated,  expensive 
and  highly  technical  equipment  is  an  obliga- 
tion which  has  been  of  necessity  imposed  on 
the  slim  budgets  of  medical  colleges.  While 
some  assistance  can  be  obtained  from  research 
grant-in-aid  support,  there  is  insufficient  help 
from  this  source  to  meet  the  rising  need  even 
for  items  of  equipment  to  say  nothing  of  the 
need  for  personnel  trained  in  their  use.  Fur- 
ther research  reasonably  can  be  expected  to 
create  additional  equally  demanding  need  in 
both  of  these  categories. 

To  aggravate  the  problem,  related  to  ad- 
vances in  medicine  there  has  been  pressure  for 
more  medical  graduates.  Since  1940  our  pop- 
ulation has  increased  more  than  20,000,000 
and  is  growing  at  the  rate  of  more  than  2,500,- 
000  per  year.  This  coupled  with  the  require- 
ments for  medical  personnel  by  our  large  de- 
fense force  has  resulted  in  our  medical  schools 
being  asked  for  more  doctors,  more  research, 
more  participation  in  health  programs  both  of 
communities  and  industry. 

To  be  considered  in  the  light  of  these  greatly 
increased  demands  on  the  resources  of  medical 
schools  is  the  well  known  increase  in  operating 
costs.  The  cost  of  educating  one  medical  stu- 
dent for  one  year  has  been  calculated  to  vary 
between  $2,500.00  and  $3,500.00.  Tuition  can- 
not be  expected  to  begin  to  defray  this  cost. 
The  medical  schools  must  therefore  turn  either 
to  government  or  private  financial  sources  to 
supply  this  deficit. 

In  response  to  the  obvious  plight  of  the 
medical  schools,  two  agencies  were  created 
simultaneously  by  the  American  Medical  Asso- 
ciation and  groups  of  interested  business  men. 
The  American  Medical  Education  Foundation 
is  an  organization  of  physicians  seeking  con- 
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tributions  from  physicians  and  medical  or- 
ganizations and  the  National  Fund  for  Medi- 
cal Education  is  an  organization  of  business 
men  seeking  contributions  from  corporations 
and  business  organizations.  The  money  thus 
contributed  is  distributed  to  the  approved 
medical  schools  as  unearmarked  funds  to  aid 
in  meeting  some  of  the  rapidly  rising  cost  of 
Medical  Education. 

The  contributions  of  the  two  cooperating 
foundations  have  been  considerable  but  to 
date  has  not  been  sufficient.  It  is  believed  that 
if  the  profession  and  the  public  were  fully 
aware  of  the  problems,  it  would  be  their  de- 
sire that  private  support  be  made  adequate 
so  that  government  aid  would  not  be  neces- 
sary. To  this  end  the  organizations  of  medicine 
have  set  aside  the  week  of  April  21-27  for  the 
purpose  of  intensifying  the  effort  to  develop 
public  understanding  of  the  aims,  problems, 
and  progress  of  Medical  Education. 


CONFERENCE  OF  COUNTY  MEDICAL 
SOCIETY  OFFICERS 
A successful  meeting,  sponsored  by  the 
South  Carolina  Medical  Association  was  held 
in  Columbia  on  February  24.  There  was  a 
good  attendance  of  officers  of  the  county  so- 
cieties, and  much  useful  conversation  was  held. 
The  plans  for  promoting  vaccination  against 
polio  were  discussed,  and  a number  of  other 
matters  of  vital  interest  to  local  and  state  so- 


cieties were  included.  The  program  was  as 
follows: 

Wm,  II.  Prioleau,  M.  D.,  President 
Presiding 

1.  Purpose  of  the  Conference 

Wm.  H.  Prioleau,  M.  D.,  Charleston 

2.  “End  Polio  Now” 

The  Campaign  for  Mass  Innoculation 
Chas.  N.  Wyatt,  M.  D.,  Greenv  ille 
Chm.,  Committee  on  Poliomyelitis 
“How  Dade  County  Did  It 

Walter  W.  Sackett,  Jr.,  M.  D.,  Miami 
President  Dade  County  Medical  Assn. 

3.  Relationship  of  the  County  Medical  Society  to 
State  and  American  Medical  Associations 

The  County  Society — Gateway  to  Organized 
Medicine 

J.  P.  Cain,  Jr.,  M.  D. 

Chairman  of  Council 
Types  and  Privileges  of  Membership 
M.  L.  Meadors,  Florence 
Executive  Secretary 
Collection  of  Dues 

By  the  County  Society — 

R.  Maxwell  Anderson,  M.  D. 

Sec’y-Treas.,  Charleston 
County  Medical  Society 
At  the  State  Level — M.  L.  Meadors 
Association  Finances 

J.  Howard  Stokes,  M.  D.,  Florence 
Treasurer 

“What’s  in  the  A.  M.  A.  for  You” 

T.  A.  Hendricks,  Chicago,  Field  Representative, 
American  Medical  Association 

4.  Round  Table  Discussion 

Moderator:  D.  Lesesne  Smith,  M.  D. 

Spartanburg 

President-elect 


CORRESPONDENCE 


THE  AMERICAN  MEDICAL  SOCIETY 
OF  VIENNA 

11,  UNIVERSITATSSTRASSE,  VIENNA  1, 
AUSTRIA 

Vienna,  February  14,  1957 

Dear  Doctor, 

On  December  22nd,  the  Journal  of  the  A.  M.  A. 
published  two  appeals  which  were  written  by  me,  on 
and  for  the  behalf  of  the  Refugee  Hungarian  Physi- 
cians, in  Austria. 

When  I wrote  these  letters  on  November  26th  and 
30th,  218  Refugee  Doctors  had  registered  with  us.  As 
of  todays  date,  there  are  680. 

Several  U.  S.  Physicians  have  written  to  me.  in- 


quiring as  to  the  success  of  these  appeals.  I have  in- 
formed them  that  the  results  were  rather  disappoint- 
ing. 

I received  a letter  from  an  American  colleague, 
who  writes  and  I quote: — 

“I  am  very  much  impressed  with  the  work  that  you 
are  doing  for  our  colleagues  and  I wish  I could  help 
you  more.  I thought  maybe  two  suggestions  could  be 
helpful  in  receiving  more  contributions  from  the  doc- 
tors here  in  the  USA.  Number  one:  I think  that  if  it 
would  be  possible  to  send  a short  mimeographed 
letter  to  the  secretaries  of  all  County  Medical  So- 
cieties with  a request  that  they  should  read  the  letter 
to  the  members  of  the  Society  at  their  next  meeting 
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and  asking  a contribution  of  only  SI. — Nobody  would 
refuse,  and  many  would  give  much  more.  This 
certainly  would  bring  in  a large  amount  of  money  and 
maybe  the  distribution  of  these  letters  could  be  done 
by  each  State  Medical  Society  so  that  your  office 
would  have  to  send  these  letters  to  48  societies  only 
and  the  rest  could  be  done  by  the  State  Societies.  I 
feel  that  this  approach  would  be  more  successful  than 
the  approach  through  the  journal.  As  a matter  of  fact, 
in  my  community  there  are  thirty  doctors  and  nobody 
saw  this  letter.  My  second  suggestion  would  be  to 
get  in  touch  with  the  Commissioners  of  Mental  Health 
in  each  of  the  states  and  ask  them  about  the  possibili- 
ties of  employing  Hungarian  Refugee  doctors  in 
mental  hospitals.  The  need  is  great  and  to  my  knowl- 
edge they  were  very  satisfied  with  services  they  re- 
ceived from  Hungarian  Refugee  doctors  up  until  now. 
I,  myself,  was  working  for  seven  months  in  a mental 
hospital.”  (Name  on  request) 

We  would  be  most  grateful  to  you,  if  you  could 
publish  my  appeals  in  your  Journal,  and  call  the 
attention  of  your  local  and  regional  Medical  Societies 
to  the  fact  that  over  680  Hungarian  Refugee  Doctors 
have,  and  most  of  them  are  still,  receiving  our  aid. 

Although  the  immediate  urgency  of  the  situation 
has  been  alleviated,  there  are  presently  over  450 
Hungarian  Doctors  in  Austria  who  wish  to  return  to 
their  practice  as  soon  as  a change  in  the  Hungarian 
political  situation  permits.  In  fact  we  are  urging  these 
colleagues  to  remain  here  attending  this  possibility, 
for  we  feel  that  most  of  them,  should  they  emigrate 
to  the  U.  S.  A.,  will  encounter  considerable  difficulty 
with  language  and  “State  Board  ’ requirements.  To 
maintain  them  here,  will  require  our  further  support 
for  several  months  to  come. 

I am  enclosing  herewith  a copv  of  a letter  which 
we  send  to  each  contributor.  This  letter  will  perhaps 
best  inform  you  as  to  how,  and  by  whom,  these  funds 
are  distributed. 

Your  co-operation  in  this  matter  would  be  grate- 
fully appreciated. 

Sincerely, 

M.  Arthur  Kline,  M.  14. 


THE  SOUTH  CAROLINA 
ACADEMY  OF  GENERAL 
PRACTICE 


W.  L.  PRESSLY  MEMORIAL  LOAN  FUND 
Doctors  who  w'ish  to  contribute  to  this  fund  and 
haven’t  done  so,  please  send  your  checks  in  soon.  The 
South  Carolina  Academy  of  General  Practice  is  very 
anxious  to  get  this  fund  in  operation  and  quite  a bit 
of  money  is  needed  yet.  Please  make  checks  payable 


to  “The  W.  L.  Pressly  Memorial  Loan  Fund”  and  mail 
to  Dr.  Horace  Whitworth,  301  E.  Coffee  St.,  Green- 
ville, S.  C. 


DEATHS 


DR.  MORTIMER  TALIAFERRO  CLEMENT 

Dr.  Mortimer  Taliaferro  Clement,  retired  Navy  sur- 
geon, died  February  28  at  Charleston  Heights. 

A native  of  Charleston,  Dr.  Clement  was  born  June 
23,  1891. 

He  was  graduated  from  the  Medical  College  of 
South  Carolina  and  attended  Columbia  University. 
Dr.  Clement  joined  the  Navy  in  1916,  retired  in  1938 
as  a lieutenant  commander.  He  also  had  seven  years 
of  service  with  the  National  Guard. 

The  Navy  surgeon’s  career  included  extensive  duty 
with  the  Marines  in  Haiti,  serving  as  regimental  sur- 
geon. While  serving  for  several  years  in  California,  he 
was  commended  for  organizing  and  operating  an  emer- 
gency hospital  during  the  1933  earthquake.  He  also 
was  attached  for  a tour  of  duty  with  the  heavy  cruiser 
scouting  force. 

DR.  JAMES  GUY  NORRIS 

Dr.  James  Guy  Norris,  50,  a former  resident  of 
Greenville  County  and  Crescent  Beach  died  at  a 
Charleston  hospital  after  several  years  of  declining 
health  and  three  days  of  critical  illness. 

He  was  born  and  reared  in  Greenville  County  and 
was  a graduate  of  Clemson  and  the  Medical  College 
of  South  Carolina. 

Before  moving  to  Crescent  Beach,  Dr.  Norris  prac- 
ticed his  profession  for  some  years  at  Avnor. 

DR.  JAMES  E.  SCOTT,  JR. 

Dr.  James  E.  Scott,  Jr.,  McClellanville’s  only 
practicing  physician,  was  fatally  injured  in  an  auto- 
mobile accident  on  Highway  17. 

Dr.  Scott,  43,  was  a son  of  Dr.  and  Mrs.  J.  E. 
Scott  of  Charleston.  He  was  graduated  from  the  Medi- 
cal College  of  South  Carolina  in  1937  and  began  his 
practice  of  medicine  in  McClellanville  in  July,  1939. 

He  enlisted  in  the  Army  in  1942  and  served  as  a 
captain  in  the  Medical  Corps.  He  landed  in  France 
with  invasion  forces  on  D-Day  and  was  wounded  one 
week  later. 

He  held  a Bronze  Star  Medal,  a Purple  Heart 
Medal  and  a Presidential  Unit  Citation. 

While  Dr.  Scott  was  in  service,  his  wife,  the  former 
Miss  Frances  Cade  of  Charleston,  served  as  resident 
county  nurse  at  McClellanville.  She  is  a graduate  of 
the  St.  Francis  Hospital  school  of  nursing. 

In  September,  1945,  Dr.  Scott  returned  to  Mc- 
Clellanville and  since  that  time  had  practiced  medi- 
cine in  McClellanville  and  St.  James- — Santee  Parish. 

His  death  today  left  the  shocked  village  of  Mc- 
Clellanville and  neighboring  communities  — with  a 
population  of  about  2,000 — without  a practicing  phy- 
sician. 
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COMPREHENSIVE  VAGINITIS  REGIMEN 


Powder  Insufflation 


Tablet  Insertion 


Floraquin  Rebuilds  the  Defense 
Mechanism  in  Vaginitis 

Combined  office  and  home  treatment  with  Floraquin 
provides  a comprehensive  regimen  which  encourages  restoration 
of  the  normal  “acid  barrier”  to  pathogenic  infection. 


Vaginal  secretions  normally  show  a high 
degree  of  protective  acidity  (pH  3.8  to  4.4). 
When  this  “acid  barrier”  is  disturbed,  growth 
of  benign  Doderlein  bacilli  is  inhibited  and 
that  of  pathogens  encouraged.  Floraquin  not 
only  provides  an  effective  protozoacide  and 
fungicide  (Diodoquin5')  destructive  to  path- 
ogenic trichomonads  and  yeast,  but  also 
furnishes  sugar  and  boric  acid  for  reestab- 
lishment of  the  normal  vaginal  acidity  and 
regrowth  of  the  normal  protective  flora. 
Suggested  Office  Floraquin  Insufflation 

“.  . . the  vagina  is  treated  daily  by  swab- 
bing with  green  soap  and  water,  drying  and 
insufflation  of  Floraquin  powder.”* 


Suggested  Home  Floraquin  Treatment 

“The  patient  is  also  issued  a prescription 
for  Floraquin  vaginal  suppositories  which 
she  is  instructed  to  insert  high  into  the  vagina 
each  evening.  On  the  morning  following  each 
application  of  these  suppositories,  the  patient 
should  take  a vinegar  water  douche.  . . .”* 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  Floraquin  tablets.  G.  D.  Searle 
& Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


*Williamson.  P.:  Trichomonad  Infestation,  M.  Times  ft 4:929 
(Sept.)  1956. 
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WOMANS  AUXILIARY 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

President:  Mrs.  E.  Gordon  Able,  Newberry,  S.  C.  Bulletin  Secretary:  Mrs.  Ritchie  Belser,  Charleston,  S.  C. 


Officers  of  the  Future  Nurses  Club  elected  at  a rally  at  Winthrop  College  are  (l.  r.)Denna  Ruth  Morris,  trea- 
surer and  Caroline  Lovingood,  president,  both  of  Hanna  High  School,  Anderson;  Madeline  Noel,  vice  president, 
Spartanburg  High  School;  and  Barbara  Cummings,  secretary.  Charleston  High  School.  The  rally  is  sponsored 
annually  by  the  Womans  Auxiliary  to  the  South  Carolina  Medical  Association. 
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MEDICAL  TRENDS 
AND  MORALS 

PRESIDENT’S  ADDRESS 


William  II.  Prioleau,  M.  D. 
Charleston,  S.  C. 


Medicine  is  playing  an  increasingly 
important  part  in  the  life  of  an  aver- 
age citizen,  as  an  individual  citizen 
on  account  of  advances  in  science  resulting  in 
improved  medical  care,  and  as  a taxpayer  on 
account  of  the  large  appropriations  for  medi- 
cal institutions.  Only  a few  decades  ago,  in  the 
care  of  the  average  patient  there  was  little  re- 
quired other  than  the  services  of  the  physician, 
prescriptions  compounded  by  a pharmacist 
and  simple  home  nursing.  Now,  almost 
routinely,  there  are  needed  ancillary  services 
of  various  kinds,  drugs  which  can  be  prepared 
only  by  large  pharmaceutical  houses,  and  often 
the  facilities  of  a well  equipped  hospital.  The 
cost  of  medical  care  has  mounted  so  that  the 
average  citizen  cannot  pay  for  a serious  illness 
other  than  on  an  insurance  basis. 

Formerly  the  physician  occupied  an  exalted 
place  in  the  community  on  account  of  his 
learning  and  the  dedicated  nature  of  his  call- 
ing. Now  with  higher  education  so  general  in 
many  other  fields  the  medical  profession  no 
longer  occupies  its  previously  unique  position. 
The  exalted  nature  of  its  calling  remains  the 
same,  and  the  medical  profession  will  continue 
to  be  held  high  in  public  esteem  as  long  as  it 
keeps  faith  with  its  ideals. 

While  the  principles  of  medical  ethics  have 
not  changed,  their  field  of  application  has  be- 
come much  broader.  It  is  no  longer  sufficient 
that  the  physician  conduct  his  practice  in  an 
ethical  manner,  but  in  addition  it  is  necessary 


that  the  profession  as  a whole  assume  re- 
sponsibility for  the  conduct  of  the  various 
organizations  and  institutions  which  function 
in  the  name  of  medicine.  These  must  also  sub- 
scribe to  the  ideals  of  medicine.  The  worthi- 
ness of  their  purpose  does  not  justify  any 
deviation  for  the  sake  of  expediency.  Their 
professional  relationships  should  conform  to 
the  generally  accepted  code.  Their  dealings 
with  the  public  must  be  above  reproach.  Their 
accomplishments  redound  to  the  credit  of 
medicine  and  to  the  good  of  humanity,  while 
unsound  organizational  or  institutional  prac- 
tices cast  a reflection  upon  the  medical  profes- 
sion and  are  harmful  to  public  interests. 

The  American  public  is  informed  and  intelli- 
gent, and  it  expects  to  be  dealt  with  accord- 
ingly. Organizations,  in  making  appeal  for 
public  support  and  financial  backing,  should 
clearly  state  their  nature  and  their  purpose. 
Unduly  extravagant  claims  should  not  be 
made.  False  hopes  must  not  be  raised;  if  cures 
are  mentioned,  failures  should  be  given  pro- 
portionate consideration.  The  appeal  is  too 
often  upon  an  emotional  rather  than  a factual 
basis.  The  result  is  that  some  organizations 
raise  funds  out  of  proportion  to  the  function 
they  fulfill,  while  some  equally  worthy  ones 
suffer.  Hospitals  have  been  guilty  of  permitting 
their  names  to  be  used  in  return  for  a percent- 
age of  proceeds  in  promoting  schemes  not  re- 
lated to  medicine  but  primarily  for  some  other 
purpose.  Medical  advisers  to  these  organiza- 


tions  should  review  the  material  of  the  pro- 
motion agencies  before  it  is  put  before  the 
public.  Giving  false  impressions  and  mis- 
information must  be  carefully  avoided. 

Medical  colleges  are  undergoing  an  ex- 
pansion necessitated  by  advances  in  science 
and  changes  in  teaching  methods.  Graduate 
work  in  the  nature  of  residency  training,  re- 
search work,  a nursing  school  on  a college 
level,  and  provision  for  training  technicians 
in  various  fields  are  now  established  functions 
of  a modern  medical  school.  The  fulltime  sys- 
tem is  constantly  being  extended  to  the  clinical 
departments  so  as  to  correlate  the  various 
activities  and  make  teaching  more  effective. 
An  increasingly  important  function  of  a mod- 
ern medical  college  is  to  act  as  a referral 
center  for  the  care  of  patients  who  require 
skills  and  facilities  which,  for  economic  and 
other  reasons,  are  not  available  in  their  com- 
munity hospitals. 

Indigent  patients  formerly  served  adequate- 
ly for  undergraduate  teaching  and  residency 
training.  Now  it  is  necessary  to  use  private 
patients  more  and  more,  as  the  indigent  pa- 
tients, who  are  preferable  for  most  teaching 
purposes  and  indispensable  for  residency 
training,  have  been  reduced  in  number  by  the 
great  increase  in  voluntary  health  insurance 
and  the  expansion  of  federal  and  state  agency 
programs.  Due  to  the  change  in  teaching 
methods,  the  marked  decrease  in  the  number 
of  indigent  patients,  the  natural  limitations 
upon  the  use  of  private  patients  and  the  in- 
crease in  the  student  body  and  resident  staff 
it  is  necessary  that  a much  greater  number  of 
patients  be  available. 

The  cost  of  this  expanded  program  has  pre- 
sented a serious  problem.  In  private  institu- 
tions the  income  from  endowments  has  been 
most  inadequate.  In  state  colleges  the  legisla- 
tures do  not  always  meet  budget  requirements. 
Annual  roll  calls  and  the  Medical  Education 
Foundation  have  been  of  some  assistance.  In 
most  instances  additional  dependable  sources 
of  income  are  necessary  to  meet  the  require- 
ments of  a modern  educational  institution. 

To  fill  the  need  of  additional  patients  and 
increased  income,  medical  colleges  are  turning 
increasingly  to  the  field  of  medical  care.  From 
an  educational  standpoint  this  is  a natural  and 


sound  policy.  It  is  the  economic  factor  which 
has  been  the  source  of  difficulties.  There  have 
arisen  problems  of  a professional  nature  as 
well  as  some  upon  an  institutional  level.  In 
some  parts  of  the  country  they  have  been  of 
such  proportion  as  to  cause  professional 
schism.  Recognition  of  this  was  taken  by  the 
House  of  Delegates  of  the  A.M.A.  and  resolu- 
tions were  passed  with  the  purpose  of  re- 
solving the  difficulties.  Fortunately,  in  South 
Carolina  we  are  in  the  early  stages  of  our  ex- 
pansion program.  We  can  learn  from  the  mis- 
takes of  others  and  take  measures  to  avoid 
them. 

The  Medical  College  of  South  Carolina  can 
be  considered  the  capstone  of  medicine  in 
the  state.  It  supplies  physicians,  and  personnel 
in  the  ancillary  services.  It  makes  available 
within  its  borders  skills  and  facilities  not  com- 
monly found  in  community  hospitals.  It  serves 
as  a natural  source  of  reference  in  difficult 
problems.  It  acts  as  a healthy  stimulus  and  its 
general  effect  is  to  raise  the  standard  of  medi- 
cal care.  In  practice  it  can  be  considered  the 
alma  mater  of  every  physician  in  the  state. 

While  the  Medical  College  serves  the 
practicing  physicians,  it  in  turn  is  dependent 
upon  them.  Their  utilization  of  its  services  is 
necessary  for  it  to  develop  to  full  fruition. 
With  such  interdependence  the  problems  of 
the  Medical  College  become  those  of  the  pro- 
fession. They  must  be  solved  to  the  mutual 
interest  of  both.  To  accomplish  this  a close 
liaison  is  necessary  on  both  a state  and  local 
level.  Practices  and  policies  should  be  re- 
viewed carefully  by  representative  committees. 
The  profession  should  recognize  the  needs  of 
the  Medical  College  and  should  not  subject  it 
to  hampering  restrictions.  Since  it  is  a state 
institution,  the  college’s  professional  and 
economic  policy,  both  within  its  walls  and 
toward  the  profession  should  be  such  as  to 
avoid  any  just  ground  for  professional  and  in- 
stitutional differences.  Any  compromise  for  the 
sake  of  expediency  would  be  extremely  short- 
sighted. The  good  will  and  support  of  the  gen- 
eral profession  are  necessary  for  a healthy  de- 
velopment of  the  Medical  College  so  that  it 
can  serve  the  state  to  best  advantage. 

The  public  must  be  made  to  realize  that 
medical  education  is  expensive.  The  Medical 
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College  should  receive  adequate  support  from 
the  state,  thus  avoiding  the  problems  con- 
nected with  obtaining  income  from  profes- 
sional fees  and  entering  the  field  of  medical 
care  properly  that  of  the  community  hospital. 
This  would  insure  healthy  profession  relation- 
ships and  permit  it  to  serve  best  the  interests 
of  the  people  of  the  state.  The  education  of 
the  public  to  the  necessity  of  adequate  support 
of  the  Medical  College  is  a responsibility  of 
the  profession  which  should  be  gladly  as- 
sumed. We  should  work  for  a medical  school 
so  firmly  established  that  it  leads  not  only  in 
the  science  of  medicine  but  can  openly  oppose 
legislation  inimical  to  public  welfare  and  take 
the  proper  place  of  an  educational  institution 
in  promoting  practices  and  policies  conducive 
to  the  best  medical  care  of  the  people  of  the 
state. 

Social  and  economic  changes  throughout 
the  country  in  the  past  few  decades  have  had 
corresponding  effect  upon  the  practice  of 
medicine.  We  are  still  in  an  inflationary  spiral. 
Credit  generally  is  used  to  the  limit  permitted 
by  the  government.  The  standards  of  living 
are  rising.  The  average  family  budget  cannot 
take  care  of  the  cost  of  a serious  illness.  About 
ten  years  ago  there  was  a great  demand  for 
socialized  medicine.  Prepaid  health  insurance 
was  recognized  as  the  only  way  of  meeting  the 
situation,  but  the  premiums  were  high  and 
the  coverage  inadequate.  The  development  of 
the  Blue  Shield  concept  was  an  important 
factor  in  preserving  the  private  practice  of 
medicine.  Through  it  physicians  offered  to  the 
people  a full  coverage  service  at  a price  they 
could  afford  to  pay.  Both  physicians  and  pa- 
tients benefited.  Blue  Shield  and  commercial 
health  insurance  have  increased  phenomenally 
and  are  still  doing  so.  Not  long  ago  the  patient 
with  insurance  coverage  was  the  exception; 
now  the  reverse  is  the  case.  Today  the  average 
patient  expects  his  illness  to  be  covered  by  his 
insurance.  The  Blue  Shield  contract  calls  for 
full  coverage.  Well  planned  commercial  insur- 
ance generally  serves  the  same  purpose,  but 
to  the  discredit  of  the  medical  profession  the 
charge  has  been  made  that  not  infrequently 
the  possession  of  indemnity  insurance  repre- 
sents a liability  when  the  physician  makes  out 
his  bill.  Health  insurance  must  lx*  extended  so 


as  to  include  a greater  number  of  people  and 
to  give  a more  complete  coverage.  There  is  a 
great  need  for  so-called  catastrophic  insurance 
to  cover  prolonged  illness.  It  is  hoped  that  this 
can  be  met  by  Blue  Shield,  Blue  Cross,  and 
commercial  insurance  so  as  to  avoid  govern- 
ment entering  the  field.  The  recently  an- 
nounced Dread  Disease  coverage  available  to 
Blue  Shield  subscribers  is  an  important  step  in 
this  direction.  Health  insurance  must  keep 
pace  with  social  and  economic  changes. 

Medical  fees  are  becoming  more  uniform. 
This  results  from  the  great  increase  in  health 
insurance  and  predetermined  fees  in  ever  in- 
creasing industrial  contracts  and  government 
sponsored  programs,  such  as  Vocational  Re- 
habilitation and  Medicare,  which  likely  soon 
will  include  the  aged,  the  blind  and  the  per- 
manently disabled.  An  important  factor  is  the 
increasing  acceptance  of  the  concept  of  the 
relative  value  fee  schedule,  which  has  been 
developed  particularly  in  California.  This  was 
used  by  many  state  associations  in  negotiating 
the  fee  schedule  for  Medicare  with  representa- 
tives of  the  federal  government.  It  has  recently 
been  adopted  by  Blue  Shield  in  South  Caro- 
lina. It  can  be  stated  that  predetermined  fees 
are  necessary  for  those  segments  of  the  popu- 
lation which  can  cover  their  medical  expenses 
only  by  prepaid  insurance;  on  this  basis  alone 
is  it  possible  for  insurers  to  determine  their 
risks  and  the  insured  to  know  the  value  of  his 
policy. 

The  variable  fee  plan  is  applicable  to  a con- 
stantly decreasing  proportion  of  the  popula- 
tion, but  it  still  occupies  an  important  place 
in  the  economics  of  medicine,  on  the  one  hand 
by  permitting  the  physician  to  take  into  con- 
sideration the  inability  of  some  patients  to  pay 
the  customary  fee  and  on  the  other  in  pro- 
viding an  incentive  to  the  physician  to  excel  in 
a particular  field  and  to  be  properly  re- 
munerated for  his  services  when  financial  con- 
ditions permit.  It  must  not  be  overlooked  that 
the  variable  fee  plan  carries  with  it  the  danger 
of  abuse;  exorbitant  fees  charged  by  some  few 
physicians  constitute  a discredit  to  the  whole 
profession. 

The  nature  of  the  practice  of  medicine  is 
undergoing  constant  change.  The  physician 
in  the  small  town  is  no  longer  isolated.  Meet- 
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ings  and  post-graduate  courses  are  readily 
available,  and  often  arranged  so  that  the  phy- 
sician can  attend  them  without  disrupting  his 
practice.  In  most  instances,  hospital  facilities 
are  within  reasonable  distance.  Consultants 
and  medical  centers  are  available  for  cases  re- 
quiring special  skills  and  facilities.  The  physi- 
cian of  today  is  called  upon  to  attend  a greater 
number  of  patients.  To  accomplish  this  he  uses 
freely  ancillary  services  and  auxiliary  person- 
nel. There  is  a growing  tendency  toward 
partnership  and  small  group  practice.  When 
properly  conducted  this  has  advantages  for 
both  physicians  and  patients.  While  the  av- 
erage physician  keeps  well  abreast  of  progress 
in  the  science  of  medicine,  and  in  this  respect 
is  a credit  to  his  profession,  it  is  important  that 
he  take  greater  interest  in  professional  re- 
lationships, and  in  the  changing  social  and 
economic  conditions  affecting  the  distribution 
of  his  services.  The  solution  of  these  problems 
should  not  be  left  to  any  other  particular 
group  or  organization. 

The  physician  must  adapt  himself  to  the 
changing  status  of  the  nursing  profession.  The 
present  day  nurse  is  being  trained  for  super- 
visory and  teaching  duties  and  functions  re- 
quiring a combination  of  special  skill  and  re- 
sponsibility. Much  of  the  work  formerly  done 
by  her  is  now  delegated  to  auxiliary  personnel 
under  her  supervision.  To  date,  facilities  for 
training  this  personnel  are  very  limited  and 
most  inadequate.  The  responsibility  for  a 
training  program  has  not  been  assumed  bv  the 
organized  nursing  profession  or  by  the  medi- 
cal schools.  For  the  most  part  hospitals  have 
had  to  resort  to  “on  the  job  training”.  Hospitals 
are  experiencing  increasing  difficulty  in  obtain- 
ing nursing  coverage  for  the  evening  and  night 
shifts  and  over  week-ends  and  holidays.  The 
adjustment  to  these  changes  is  proving 
difficult,  and  is  being  only  slowly  accom- 
plished. 

The  South  Carolina  Medical  Association 
occupies  a position  of  importance  in  the  state 
in  affairs  concerning  the  health  of  the  people. 
The  South  Carolina  Medical  Association  to- 
gether with  the  Attorney  General  and  the 
Comptroller  General  constitute  the  State 


Board  of  Health.  Its  members  on  the  Executive 
Committee  are  nominated  by  the  House  of 
Delegates  and  appointed  by  the  governor; 
likewise  on  the  State  Board  of  Medical  Ex- 
aminers, which  has  charge  of  the  licensing  of 
physicians.  The  South  Carolina  Medical  Asso- 
ciation appoints  representatives  on  committees 
which  direct  the  expenditure  of  funds  ap- 
propriated by  the  state,  as  well  as  matching 
federal  funds,  for  the  various  health  agencies. 
The  responsibility  vested  in  the  South  Caro- 
lina Medical  Association  carries  with  it  a cor- 
responding obligation. 

The  South  Carolina  Medical  Association 
represents  the  physicians  of  the  state.  Its 
particular  province  is  the  field  of  ethics,  policy, 
and  public  relations.  The  profession  looks  to 
it  for  guidance  and  leadership  in  matters  per- 
taining to  the  profession.  An  important  func- 
tion of  the  State  Association  is  to  guard  against 
the  development  of  unhealthy  practices  with- 
in the  profession.  These  must  be  recognized 
early  before  they  become  real  problems.  The 
State  Association  has  no  specific  means  to  deal 
with  such  problems,  but  depends  upon  the 
fact  that  disapproval  or  censure  is  not  looked 
upon  lightly  by  individual  physicians  or  medi- 
cal organizations. 

The  South  Carolina  Medical  Association  has 
an  obligation  to  the  public  to  promote  general 
medical  welfare  and,  in  particular,  to  protect 
it  from  selfish  interests  of  various  groups  and 
the  profession  as  a whole.  This  requires  con- 
stant vigilance  as  social  and  economic  changes 
are  continually  taking  place,  and  they  bring 
with  them  unexpected  and  vexing  problems 
in  medical  affairs.  Physicians  individually  and 
collectively  must  be  conversant  with  them  if 
we  are  to  preserve  the  present  phvsician-pa- 
tient  relationship  which  is  fundamental  to 
proper  medical  care.  The  profession  must  take 
leadership  in  maintaining  a system  of  practice 
in  accordance  with  the  best  medical  traditions, 
otherwise  the  result  will  not  be  to  their  liking 
or  to  the  welfare  of  the  public.  Our  efforts 
along  these  lines  are  properly  and  most 
effectively  expressed  through  a strong  South 
Carolina  Medical  Association. 
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THERAPY  IN  CAPILLARY 
LRAGILITY 

Gustav  J.  Martin 
Philadelphia,  Pa. 


Deductive  exactitude  has  become  the 
ruling  logic  of  the  modern  scientific, 
medical  world.  The  concept  is  created 
and  then  scrutinized  by  all  the  methodology 
available.  If  the  concept  parallels  in  detail  the 
reality,  then  it  passes  into  the  sphere  of  the 
theory  and  can  become  within  the  limits  of 
probability  a pillar  for  future  thought.  It  is 
with  this  objective  in  mind  that  I should  like 
to  briefly  outline  the  concept  of  biological 
relativity  and  then  pass  to  a consideration  of 
the  capillary  and  its  correlated  factors  and 
molecules.  The  latter  are  in  fact  a minute 
phase  of  the  greater  structure. 

Biological  Relativity. 

The  theory  of  biological  relativity  has  eight 
main  propositions.  We  will  concern  ourselves 
with  but  one  of  these.  It  states  “the  absence  of 
absolutes  in  biological  systems — there  are  no 
100%  specificities”. 

If  biological  relativity  is  a fundamental  law 
of  nature  there  should  be  striking  differences 
within  phylogenetic  groupings  and  these 
differences  should  render  impossible  the  ulti- 
mate achievement  of  the  dream  of  Paul  Ehr- 
lich, the  “magic  bullet”.  Statistical  probabili- 
ties should  dictate  that  no  medicinal  chemical 
would  ever  have  100  per  cent  specificity  and, 
equally,  that  no  individual  should  be  pre- 
cisely like  another  in  reaction  to  any  given 
chemical  agent. 

Roger  Williams  (1953)  has  given  detailed 
consideration  to  the  problem  in  his  book  “Free 
and  Unequal”.  This  fine  work  is  a generaliza- 
tion of  the  principle  that  all  individuals  are 
genetically  possessed  of  certain  biological 
characteristics  and  that  the  pattern  of  these 
is  not  parallel  in  any  two  persons. 

In  the  world  of  medicine  and  medicinal 
chemistry,  both  from  the  standpoint  of  the 
educational  system  and  from  that  of  the  text- 
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books  of  the  field,  there  has  been  an  un- 
fortunate establishment  of  the  “patient”.  This 
mythical  “patient”  was  uniform;  his  responses 
were  standard  and  static;  he  paralleled  his 
brothers  in  all  things.  Any  consideration  given 
to  inherent  variability  has  been  put  into  fine 
print  and  relegated  to  obscure  positions.  Yet, 
it  is  the  variability  that  is  the  heart  of  medical 
practice  and  the  very  foundation  of  medicinal 
chemistry.  Without  the  variability  there  could 
be  no  biology,  no  medicine,  and  certainly  no 
medicinal  chemistry. 

As  in  the  field  of  biology,  so  in  the  world 
of  pharmacology  and  chemotherapy,  there  can 
be  no  100  per  cent  specificities.  Each  and 
every  molecule  must  possess  multiple  valence. 
Each  and  every  patient  will  react  differently 
to  all  facets  of  the  multiple  valence.  It  is  even 
possible  that  each  and  every  bacterium  or 
other  microorganism  will  react  differently  to 
each  of  the  multiple  activities  of  any  given 
chemotherapeutic  agent. 

Capillary  Therapeutics. 

Application  of  the  concept  of  biological 
relativity  to  the  capillary  and  to  those  agents 
controlling  capillary  permeability  and  fragility 
dictates  that  there  will  be  tremendous  varia- 
tion in  the  capillaries  from  individual  to  in- 
dividual and  that  there  will  be  but  a relative 
specificity  among  the  agents  controlling  the 
functioning  of  these  vessels  from  the  stand- 
point of  permeability  and  fragility. 

The  role  played  by  the  capillary  is  high- 
lighted by  the  fact  that  the  total  capillary  wall 
area  of  a 50  kgm.  sample  of  the  voluntary 
muscle  of  a man  is  roughly  6.300  square 
meters.  This  is  an  area  equivalent  in  dimension 
to  7,497  square  yards  and  to  68.040  square 
feet  and  is  equal  in  length  to  100,000  km.  or 
two  and  one-half  times  around  the  globe.  This 
vast  ocean  of  capillaries  provides  the  working 
barrier  separating  the  blood  from  the  cellular 
elements  and  tissues.  Across  the  walls  of  the 
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capillary  must  pass  all  life  giving  ingredients 
found  in  the  blood,  whether  of  gaseous,  ionic, 
or  molecular  magnitudes.  Life  depends  upon 
the  integrity  of  the  capillary  tree. 

The  capillary  bed  cannot  be  considered 
static,  as  with  all  aspects  of  the  structure  of 
living  things  it  is  dynamic.  Only  a portion  of 
the  capillaries  is  open  at  one  and  the  same 
time;  the  resting  tissue  shows  but  a few  open 
capillaries,  the  number  increasing  in  direct 
proportion  to  the  activity  of  the  tissue. 

There  are  three  structural  components  of 
the  capillary  wall  (Zweifach,  1955)  and  of 
these  the  most  important  is  the  endothelial 
layer  with  its  intercellular  cementing  sub- 
stance. The  permeability  constant  of  the 
cement  substance  would  for  a comparable 
area  exceed  by  a factor  of  four  that  for  the 
cellular  elements.  Any  slight  change  in  the 
nature  of  the  cement  will  enormously  affect 
the  permeability  of  the  capillary  wall  and 
hence  the  diffusion  across  this  wall  of  all  life 
giving  elements. 

On  the  inner  surface  of  the  endothelium 
there  is  a thin,  non-cellular  lining,  the  so- 
called  “endocapillary  layer”,  which  is  nothing 
more  or  less  than  a film  of  blood  proteins  ad- 
sorbed to  the  vessel  wall. 

There  is  a third  constituent  of  the  capillary 
wall:  the  pericapillary  sheath  which  envelops 
and  supports  the  endothelial  tube  on  its  outer 
surface.  This  is  a structure  made  of  fine  fibrils 
derived  from  the  surrounding  connective  tis- 
sue, and  embedded  in  a gel-like  matrix.  When 
a patient  suffers  from  scurvy,  or  vitamin  C 
deficiency,  it  is  the  supportive  power  of  this 
pericapillary  sheath  which  is  primarily  weak- 
ened, leading  to  rupture  of  the  capillary  walls 
and  to  the  consequent  minute  hemorrhages 
which  you  find  when  vitamin  C is  lacking. 

From  these  aspects, — the  magnitude  of  the 
capillary  tree,  its  dynamic  functional  qualities, 
and  the  significance  of  the  intercellular  sub- 
stance and  the  pericapillary  sheath — one  is 
caused  to  marvel  at  the  importance  to  the 
body  of  proper  control  of  this  “cement  of  life”. 
Ascorbic  Acid  and  Flavonoids 

Such  control  is  exerted  by  ascorbic  acid  and 
bv  the  flavonoids.  The  mechanism  by  which 
the  flavonoids  exert  their  influence  on  per- 
meability and  capillary  fragility  has  been  in- 


vestigated extensively  and  it  has  been  found 
that  these  compounds  are  capable  of  potentia- 
tion of  ascorbic  acid  (synergistic  action), 
modification  of  the  effects  of  histamine,  and 
prevention  of  the  oxidation  of  epinephrine. 

It  is  to  be  expected  that  compounds  of  a 
flavonoid  structure  should  manifest  a relatively 
high  degree  of  biological  activity  (inhibitory 
activity  against  specific  enzymes).  The  chemi- 
cal nature  of  the  flavonoid  molecule,  contain- 
ing, as  it  does,  reactive  hydroxyl  and  carbonyl 
substituents,  would  suggest  such  activity. 

Despite  these  actions  on  specific  enzyme 
systems,  the  main  interest  in  the  bioflavonoids 
stems  from  their  effects  on  capillary  per- 
meability and  fragility.  Historically,  the 
prominence  of  this  field  of  investigation  dates 
from  1936,  with  the  isolation  from  the  peels 
of  citrus  fruit  by  Szent-Gyorgyi  and  co- 
workers of  a material  which  they  called  “cit- 
rin”.  (Armentano  et  ah,  1936).  They  showed 
that  this  material  consisted  of  a mixture  of 
flavonoids  and  had  the  property  of  reducing 
capillary  fragility  and  permeability.  Bruckner 
and  Szent-Gyorgyi,  in  1936,  showed  that  the 
active  principle  in  citrin  was  hesperidin.  Since 
that  time,  similar  activity  has  been  reported 
for  a number  of  flavonoid  compounds,  in- 
cluding rutin,  (Griffith  et  al.,  1944)  esculin, 
and  its  aglyeone  esculetin,  (Lavollay,  1945) 
and  catechin  and  its  epimers,  (Lavollay  et  al., 
1943 ) . In  short,  such  activity  appears  to  extend 
to  flavones,  flavonols,  and  flavanones  as  well 
as  to  structurally  similar  compounds,  whether 
combined  with  carbohydrate  or  in  the  agly- 
cone  form. 

The  mechanism  by  which  the  flavonoids 
exert  their  influence  on  permeability  and 
capillary  fragility  has  been  extensively  in- 
vestigated, and  various  workers  have  postu- 
lated their  interaction  with  different  metabol- 
ites and  enzyme  systems  linked  to  regulation 
of  permeability.  The  first  step  in  this  direction 
came  from  Bentsath  and  Szent-Gyorgyi,  who 
reported  in  1937  that  traces  of  ascorbic  acid 
were  required  for  citrin  activity.  Since  that 
time,  a great  deal  of  evidence  has  been  ad- 
duced to  support  the  idea  of  a relationship 
between  the  flavonoids  and  ascorbic  acid. 

In  1947,  Beiler  and  Martin  postulated  that 
the  physiological  effects  of  the  flavonoids  were 
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due  at  least  in  part  to  an  action  on  hyaluronid- 
ase.  These  workers  showed  a marked  syner- 
gistic action  of  these  compounds  with  ascorbic 
acid  on  the  enzyme  in  vitro.  This  is  particu- 
larly interesting  in  view  of  the  original  ob- 
servation of  Bentsath  and  Szent-Gyorgyi  that 
ascorbic  acid  was  required  for  flavonoid  action 
in  the  body. 

Martin  and  his  co-workers  (1947)  found 
that  the  synergism  between  the  flavonoids 
and  ascorbic  acid  could  also  be  demonstrated 
in  the  body.  Using  the  technique  of  Ambrose 
and  DeEds  (1947)  they  found  that  the  in- 
hibitory effect  of  hesperidin  methyl  chalcone 
on  experimentally-induced  increase  in  capil- 
lary permeability  was  markedly  potentiated 
by  addition  of  ascorbic  acid.  The  same  syner- 
gistic effect  was  obtained  on  inhibition  of 
intracutaneous  dye  spreading,  thus  providing 
a direct  link  with  hyaluronidase  action  in  the 
body. 

In  view  of  the  effects  of  epinephrine  on 
vascular  permeability,  and  the  fact  that  poly- 
phenols are  known  to  act  as  epinephrine 
antoxidants  ( Bacq,  1936)  it  is  not  surprising 
that  some  workers  have  attempted  to  explain 
the  effects  of  the  flavonoids  on  permeability 
and  fragility  by  postulating  a potentiation  of 
epinephrine  action. 

I suppose  that  any  discussion  of  permeabil- 
ity might  be  considered  incomplete  without 
reference  to  histamine  at  some  point.  It  is  true 
that  there  is  evidence  in  the  literature  linking 
the  action  of  the  flavonoids  to  histamine.  Par- 
rot and  Richet,  in  1945,  showed  that  scorbuto- 
genic  diets  enhanced  histamine  toxicity  in 
guinea  pigs,  and  that  this  enhancement  was 
prevented  by  catechin  epimers.  Torii,  in  1943, 
had  shown  that  a soluble  hesperidin  compound 
would  reduce  the  toxicity  of  histamine  in  nor- 
mal animals.  Wilson  and  his  co-workers,  in 
1947,  reported  the  same  effect  with  rutin,  al- 
though this  finding  was  not  confirmed  by  Rai- 
man  and  his  co-workers  in  the  same  year. 

A number  of  the  flavonoid  compounds  have 
been  found  to  prevent  anaphylactic  shock. 
Antianaphylactic  effects  were  reported  for 
soluble  hesperidin  derivatives  bv  Hiramatsu 
in  1941  and  by  Fujihara  in  1942;  for  rutin,  by 
Raiman  and  his  co-workers  in  1947;  for  cate- 
chin, by  Moss,  Beiler  and  Martin  in  1950;  and 


for  quercetin,  by  Thiele  and  Schuchardt  in 
1952.  Several  authors  have  failed  to  confirm 
these  results,  e.g.  Roth  and  Shepperd,  in  1948, 
and  Arbesman  and  Neter,  in  1949.  It  is  quite 
possible  that  these  negative  results  were  a 
function  of  the  experimental  conditions  em- 
ployed, since  Martin  and  his  group  found  that 
pretreatment  of  the  animals  with  flavonoid 
for  a considerable  period  of  time  was  necessary 
to  obtain  the  antianaphylactic  action. 

Martin  and  his  co-workers,  in  1949,  found 
that  flavonoid  compounds  were  effective  in- 
hibitors of  histidine  decarboxylase  in  vitro,  and 
postulated  that  they  exerted  their  antianaphy- 
lactic effect  by  preventing  the  formation  of 
histamine  through  inhibition  of  this  enzyme. 
Ascorbic  acid  was  found  to  be  synergistic  with 
the  flavonoids  in  this  system.  (See  Table  I). 

TABLE  I 

( 1 ) Direct  effect  on  the  capillaries 

(2)  Potentiation  of  action  of  ascorbic  acid 

(3)  Inhibition  of  hyaluronidase 

(4)  Inhibition  of  histamine 

(a)  Direct  antihistaminic  action 

(b)  Inhibition  of  release  of  histamine 

(c)  Inhibition  of  formation  of  hista- 
mine 

(5)  Inhibition  of  epinephrine  oxidation 

(6)  Action  on  bleeding  and  coagulation 

time 

I have  attempted  to  consider  briefly  some  of 
the  physiological  actions  of  the  flavonoids, 
particularly  as  regards  their  effects  on  the 
vascular  system.  Table  I summarizes  the  ex- 
planations which  have  been  advanced  to  ac- 
count for  these  effects.  Certainly,  at  the  pres- 
ent time,  no  single  mechanism  can  be  pointed 
to  as  being  the  correct  one  and,  indeed,  it 
would  appear  that  a series  of  interrelated 
actions  would  be  the  most  logical  means  of 
accounting  for  the  profound  physiological 
actions  of  the  flavonoids. 

The  anatomical  and  physiological  impor- 
tance of  the  capillary  is  directly  correlated 
with  the  biochemical  basis  of  action  of  the 
bioflavonoids  and  in  turn  with  that  of  ascorbic- 
acid.  These  factors  then  form  the  background 
for  the  clinical  application  of  ascorbic  acid  and 
hesperidin  combinations. 
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Drugs  and  Capillaries 

Two  kinds  of  drugs  are  now  available  for 
maintenance  of  the  capillaries  or  their  restora- 
tion to  normal  strength.  The  first,  the  bio- 
flavonoids, I will  discuss  in  some  detail  in  just 
a minute;  they  have  been  in  clinical  use  for  a 
number  of  years  and  have  undergone  much 
investigation.  The  second  drug  used  in  capil- 
lary bleeding  has  been  in  use  for  a relatively 
short  time.  It  is  a derivative  of  epinephrine, 
adrenochrome  - monosemicarbazone  - sodium- 
salicylate  - complex.  The  pharmaceutical  his- 
torv  of  this  drug  is  interesting  in  that  adreno- 
chrome, a substance  with  some  hemostatic 
properties,  was  lying  around  on  pharmacolo- 
gists’ shelves  for  years,  too  unstable  to  be  use- 
ful. Eventually  someone  figured  out  a semi- 
carbazone  derivative  of  adrenochrome  which 
did  retain  its  stability.  There  was  only  one 
hitch:  now  the  substance  was  not  soluble 
enough  for  practical  use.  To  overcome  this 
hurdle,  the  molecule  was  complexed  with  sodi- 
um salicylate  and  is  now  commercially  avail- 
able. Only  a few  clinical  reports  on  this  sub- 
stance have  appeared  to  date,  some  good  and 
some  bad,  as  usual.  Apparently  it  is  fairly  safe 
to  use,  but  not  very  effective  by  the  oral  route. 
(Bacala,  1956;  Anon.,  1956;  Riddle,  1955). 

You  have  all  heard  much  of  the  bioflavon- 
oids, because  these  drugs  at  the  present  time 
are  undergoing  one  of  those  periodical  over- 
the  - counter  - common  - cold  - cure  campaigns, 
which  recalls  to  mind  the  great  invasion  of  a 
few  years  back  by  the  anti-histaminics.  Those, 
too,  are  perfectly  good  pharmaceutical  agents, 
successfully  used  today;  but  they  are  not  pana- 
ceas and  they  do  not  cure  the  common  cold. 

The  beneficial  effect  of  flavonoids  on  pa- 
tients with  increased  capillary  fragility  and 
permeability  was  first  noted  by  Nobel  Prize 
winner  Dr.  Albert  Szent-Gyorgyi  and  his  asso- 
ciates in  1936,  who  extracted  them  initially  as 
“eitrin”  from  red  peppers  and  lemon  juice. 
These  workers  coined  the  name  vitamin  P 
when  it  was  found  that  their  fiavone  glycoside 
inhibited  the  permeability  of  capillaries  to 
proteins;  they  also  noted  its  effectiveness  as  a 
cure  for  vascular  purpura  while  observing  a 
lack  of  activity  against  the  thrombocytopenic 
forms  of  the  disease  (Armentano  et  al.,  1936). 


Since  those  pioneering  days  it  has  been 
found  repeatedly  that  the  bioflavonoids  can 
increase  the  lowered  resistance  of  the  capillary 
wall  to  the  application  of  pressure,  i.e.,  that 
these  drugs  can  restore  to  normal  a state  of 
capillary  fragility.  This  was  shown  in  the  late 
1930’s  by  a considerable  number  of  clinical 
studies  (reviewed  by  Lindheimer  and  asso- 
ciates in  1942).  Subsequent  reports  continued 
the  trend  toward  confirmation  of  the  original 
results,  although  controversy  was  not  lacking. 
In  particular,  it  became  questionable  whether 
the  capillary-active  “Vitamin  P”  substances 
had  indeed  true  vitamin  activity,  or  whether 
theirs  was  chiefly  a vitamin  C sparing,  or 
potentiating  effect.  Finally,  it  was  asked 
whether  their  distinct  physiological  action 
might  not  be  based  on  a mechanism  not 
primarily  connected  with  vitamin  metabolism. 

At  present  the  bioflavonoids  are  not  con- 
sidered vitamins  as  such,  since  they  have  not 
been  shown  unequivocally  to  be  essential 
dietary  constituents,  but  we  may  categorize* 
them — and  in  fact,  we  use  them — as  “vitamin 
synergists”. 

The  bioflavonoids  improve  and,  in  some 
cases,  cure  various  different  diseases  which 
are  not  superficially  related  except  that  they 
all  have  the  common  denominator  of  capillary 
fragility.  For  instance,  among  the  indications 
for  bioflavonoids  published  in  the  recent 
literature,  you  will  find  both  poliomyelitis  and 
diabetes — two  clinical  entities  totally  different 
from  each  other — yet  in  both  conditions  the 
respective  clinicians  were  faced  with  capillary 
faults:  petechial  hemorrhages  in  the  one,  and 
retinopathy  in  the  other.  In  both  diseases  the 
bioflavonoid  hesperidin  with  vitamin  C is  said 
to  have  given  favorable  results  in  respect  to 
the  capillary  fragility  encountered  (Boines, 
1955;  Radnot  and  Sipos,  1950). 

If  the  clinical  condition  is  one  in  which 
capillary  fragility  is  a distinct  possibility,  the 
bioflavonoids  are  available  for  the  patient  in 
three  roles:  as  the  indicated  therapeutic 

agents,  as  an  adjunct  to  treatment  and  finally 
also  as  prophylactic  substances,  wherever 
capillary  impairment  may  be  expected.  As  a 
guide  for  the  clinical  use  of  bioflavonoids 
there  has  appeared  in  the  recent  medical 
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literature  a body  of  knowledge  which  is  based 
on  empirical  clinical  evidence  regarding  the 
efficacy  of  these  agents  in  various  specific  dis- 
eases. These  are  primarily  conditions  in  which 
the  release  of  serous  proteins  and  of  blood 
corpuscles  either  through  pores  of  the  inter- 
cellular cement  or  due  to  rupture  of  the  cap- 
illary walls  plays  a significant  role;  in  other 
words,  diseases  involving  fragility  and 
heightened  permeability. 

Bioflavonoid  Therapy 

The  list  of  diseases  for  which  bioflavonoid 
therapy  has  been  indicated  tells  us  the  clinical 
conditions  in  which  doctors  have  been 
sufficiently  impressed  by  the  bioflavonoids’ 
effectiveness  to  publish  a recommendation  for 
their  use;  it  does  not  tell  us  which  are  the  bet- 
ter and  which  are  the  less  certain  indications; 
but,  aside  from  my  evaluation,  and  aside  from 
your  own  as  you  read  the  literature,  you  must 
naturally  expect  some  variations  in  effective- 
ness even  within  a group  of  patients  suffering 
from  the  same  disease.  For  example,  diabetic 
retinopathy  may  give  a good  response  to  bio- 
flavonoid therapy  if  you  catch  it  early  enough. 
In  the  later  cases,  scarred  with  extensive 
retinal  hemorrhage  of  long  standing,  not  much 
help  can  be  gained  with  these  drugs  and  none 
should  be  expected  (Beardwood  and  True- 
man, 1953). 

In  both  hypertension  and  diabetes  the  re- 
versal of  capillary  fragility  with  bioflavonoids 
has  been  widely  applied.  From  Germany,  for 
instance,  Schmidt  et  al.  (1950)  reported  15  out 
of  16  hypertensives,  who  showed  increased 
capillary  fragility  by  the  Gothlin  test,  to  have 
achieved  normalization  of  capillary  resistance 
with  6-9  weeks  of  bioflavonoid  therapy.  No 
new  retinal  hemorrhages  were  observed. 

Another  application  of  bioflavonoids  much 
praised  by  European  authors  is  their  use  in 
the  prevention  of  sensitivity  reactions  due  to 
antibiotics.  According  to  Buehholz  (1955), 
combined  penicillin-sulfanilamide  medication 
for  a prolonged  period  induces  increased 
hemorrhagic  diathesis,  leading  to  post-opera- 
tive bleeding  and  hematomatas.  Bioflavonoid- 
containing  tablets  were  used  to  prevent  these 
conditions. 

In  pregnancy,  too,  clinicians  have  used  bio- 
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flavonoids  with  good  results.  Particular  at- 
tention has  been  paid  to  patients  established 
as  habitual  aborters.  Greenblatt  (1953)  was 
impressed  with  the  presence  of  ecchymotic 
areas  resulting  from  minor  trauma  in  many  of 
his  patients  who  were  habitual  aborters,  and 
found  that  over  80%  showed  evidence  of  ab- 
normal capillary  fragility.  Thus,  bioflavonoid 
and  ascorbic  acid  treatment  resulted  in  a pro- 
nounced decrease  in  capillary  fragility. 

Bioflavonoids  are  being  used  increasingly 
not  only  in  naturally  occurring  purpuras,  but 
pre-  and  post-operatively.  In  Goldman’s  paper, 
for  example  (1956),  citrus  bioflavonoids  were 
given  to  530  tonsillectomy  patients  with  good 
results.  Patients  received  bioflavonoids  for  6-8 
days  pre-operatively  and  4 days  post-opera- 
tively. There  was  noted  some  slight  decrease 
in  initial  bleeding,  but  a distinct  decrease  in 
subsequent  oozing.  The  effect  was  more  pro- 
nounced in  capillaries  than  in  regard  to  large 
vessels. 

Bioflavonoids  and  Colds 

In  the  respiratory  diseases  we  must  dis- 
tinguish between  such  applications  as  tuber- 
culosis, where  bioflavonoids  have  been  highly 
recommended  by  the  European  workers  as 
adjuncts  to  regular  anti-tubercular  drugs,  and 
the  common  cold,  for  instance. 

If  a patient  comes  in  sniffling  with  a cold, 
according  to  the  present  state  of  knowledge, 
there  is  no  evidence  that  a capsule  of  hesperi- 
din,  or  any  other  bioflavonoid,  will  cure  him. 
Until  we  learn  a little  more  about  this  general 
subject — and  right  now  virology  is  truly  mak- 
ing great  strides  ahead — until  we  get  more 
data,  I cannot  see  much  chance  of  preventing 
the  activity  of  the  cold  virus  which  has  you 
literally  by  the  throat  by  the  time  you  start 
tightening  of  capillaries. 

If  the  patient  is  disposed  to  colds  and  you 
are  planning  long-term  preventive  medication, 
and  there  is  a spirit  of  patience,  forbearance, 
and  not  too  exaggerated  hope  on  the  part  of 
both  physician  and  patient,  the  theoretical 
possibility  exists  that  the  strengthened  capil- 
laries resulting  from  such  a course  of  action 
may  affect  adversely  the  spread  of  viruses 
through  the  system.  This  matter  of  preventive 
medicine  with  bioflavonoids  in  respiratory  dis- 
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eases  is  at  present  under  investigation.  A few 
promising  and  hopeful  papers  have  already 
appeared,  but  we  have  to  wait  and  see.  The 
assembling  of  statistics  in  the  field  of  respira- 
tory diseases  is  fraught  with  a particularly 
large  number  of  pitfalls,  because  the  variables 
of  subjective  impression — e.g.,  as  regards 
sneezing,  feeling  of  stuffiness,  definition  of  a 
real  cold-spell,  etc.,  play  such  a distressingly 
great  role. 

From  the  clinical  results  reported,  it  is  our 
contention  that  there  is  no  diseased  state  in 
which  the  capillaries  are  not  detrimentally 
modified  and  conversely  that  there  are  no  dis- 
eased states  which  will  not  benefit  by  assuring 
proper  capillary  strength  and  integrity.  While 
the  clinical  evidence  is  not  sufficiently  exten- 
sive to  have  established  this  contention,  the 
indications  are  strongly  in  favor  of  its  validity. 
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Specifically,  the  use  of  hesperidin  and  ascorbic 
acid  is  indicated  in  habitual  abortion,  rheu- 
matic fever,  rheumatoid  arthritis,  diabetes  and 
diabetic  retinopathy,  and  hypertension.  In  all 
of  these  conditions  there  is  a common  factor, 
failing  capillaries.  The  use  of  hesperidin  and 
ascorbic  acid  in  clinical  states  opens  a new 
field  of  medicine  related  directly  to  an  ana- 
tomical system,  to  the  capillary  tree.  No  sug- 
gestion is  made  or  implied  that  other  ap- 
proaches to  the  treatment  of  any  given  disease 
be  abandoned  or  replaced  by  hesperidin  and 
ascorbic  acid  but  the  contention  is  made  that 
this  combination  benefits  every  clinical  entity 
in  which  it  has  been  tried.  It  is  to  be  regarded 
as  supplemental  therapy  of  value  in  virtually 
all  diseased  states  and  specific  in  action  with 
respect  to  some. 
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THE  ETIOLOGY  AND  PATHOGENESIS  OF 


PULMONARY  HYALINE 
MEMBRANE  DISEASE 

A REVIEW  OF  THE  RECENT  LITERATURE 


E.  Kenneth  Aycock,  M.  D. 


Pulmonary  hyaline  membrance  in  infants 
was  first  described  in  this  country  by 
Johnson  and  Meyers  in  1925.'  They  were 
unable  to  reproduce  this  membrane  in  experi- 
mental animals. 

Before  considering  the  various  theories 
which  have  been  advanced  as  to  the  etiology 
of  pulmonary  hyaline  membrane  disease, 
there  are  several  points  which  should  be 
elucidated.  First,  pulmonary  hyaline  mem- 
branes do  not  occur  exclusively  in  newborn 
infants,  but  may  also  be  observed  in  adults.' 
Whether  these  two  membranes  are  identical 
is  a moot  question,  but  the  majority  of 
opinions  favor  the  membranes  found  in  adults 
and  infants  as  being  two  different  histo-ehemi- 
cal  membranes.2.3,4  Second,  pulmonary  hya- 
line membrane  disease  has  the  following 
pathological  characteristics:  (a)  atelectasis, 

(b)  vascular  engorgement,  and  (c)  an 
eosinophilic  hyaline  membrane.3  Third,  pul- 
monary hyaline  membrane  is  found  pre- 
dominantly in  premature  infants,4,5,6  in 
infants  born  by  cesarian  section,  and  in  in- 
fants born  of  diabetic  mothers.4,5,6,7,8  Fourth, 
the  membrane  is  not  found  in  infants  who  die 
within  the  first  few  hours  after  birth,  and 
not  all  infants  with  clinical  symptoms  of  this 
condition  succumb.4  The  minimal  life  span 
necessary  to  produce  the  membrane  has  been 
found  to  be  from  one  and  a half  hours  in  pre 
matures  to  a longer  time  in  full-term  infants, 
the  critical  time  for  full-term  infants  being  the 
second  to  third  day  of  life.9  Fifth,  although 
the  hyaline,  acidophilic  material  lining  the 
alveolar  ducts  has  been  reproduced  by  several 
methods,  both  in  vivo  and  in  vitro,  Arey2 
felt  that  the  overall  pattern  as  seen  in  the 
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newborn,  i.e.  extensive  atelectasis  associated 
with  large  hyaline  membranes,  has  not  been 
reproduced  by  any  means.  However,  in  a 
recent  report  on  the  experimental  production 
of  hyaline  membrane  by  the  introduction  of 
amniotic  fluid  and  plasma  into  the  lungs  of 
guinea  pigs  Stevenson10  was  able  to  produce 
the  entire  triad  of  pathological  findings,  but 
not  in  all  of  the  experimental  animals. 

The  cause  of  hyaline  membranes  is  not 
known.  The  laboratory  offers  us  no  conclusive 
proof.  We  know  only  that  it  is  a clinical  and 
pathologic  entity  limited  in  its  time  of  origin 
to  the  first  few  hours  after  birth  and  with  a 
maximum  total  duration  of  less  than  four  days. 
This  leads  us  to  believe  that  its  origin  must 
lie  in  something  affecting  the  fetus  before 
birth,  in  some  anatomic  or  physiologic  changes 
occurring  coincidentally  with  the  establish- 
ment of  an  extrauterine  existence,  or  in  some 
condition  to  which  the  infant  is  exposed  im- 
mediately after  birth. 

Of  the  numerous  articles  which  have  been 
published  on  the  nature  of  the  membrane, 
most  seem  to  agree  that  it  is  composed  largely 
of  a protein  substance.  With  regard  to  the 
origin  of  the  protein,  there  are  two  schools  of 
thought:  The  first  that  the  protein  is  exo- 
genous: i.e.  amniotic  fluid  and  the  second  that 
the  protein  is  endogenous:  i.e.  derived  from 
the  infant’s  blood  stream,  or  a pulmonary 
exudate. 

Since  the  lungs  of  fetuses  are  known  to  con- 
tain differing  amounts  of  debris  derived  from 
the  amniotic  fluid,  it  has  been  postulated  that 
the  membranes  are  composed  of  this  debris 
and  that  the  membrane  was  found  in  those 
infants  who  have  been  stimulated  to  breath 
excessively  before  birth.5,1  V 2 However,  the 
lack  of  squamous  cells  in  the  lungs  of  infants 
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with  hyaline  membrane  disease  has  been 
offered  as  evidence  against  the  theory  that 
the  membrane  is  derived  from  amniotic  fluid. 
The  work  of  Landing  and  Smith,13  proved 
somewhat  the  contrary.  As  is  known,  hyaline 
membranes  occur  chiefly  in  premature  in- 
fants. From  their  work.  Landing  and  Smith 
showed  that  the  squamous  cell  content  of 
amniotic  fluid  is  low  in  early  pregnancy,  rising 
sharply  in  the  last  trimester.  The  peak  inci- 
dence of  the  membrane  occurs  before  the  rise 
of  the  squamous  cells  in  the  amniotic  fluid. 
Therefore,  they  reasoned  that  the  relative  lack 
of  squamous  cells  in  the  lungs  of  infants  with 
hyaline  membrane  disease  is  not  good  evi- 
dence against  the  aspiration  theory. 

The  Aspiration  Theory 

Recent  work  in  favor  of  the  aspiration 
theory  is  that  previously  cited  by  Stevenson 
and  Laufe  in  which  they  produced  hyaline 
membrane  in  guinea  pigs  by  the  introduction 
of  amniotic  fluid.  From  this  experimental  data 
they  concluded  that  ( a ) the  newborn  aspirates 
the  amniotic  fluid,  (b)  the  lung  exudes  a high 
protein  fluid  as  a result  of  vagal  injury,  (c) 
amniotic  fluid  speeds  clotting  of  the  exudate, 

(d)  clots  of  exudate  produces  atelectasis,  and 

(e)  atelectasis  results  in  anoxia  which  in  turn 
results  in  death.10 

Still  further  evidence  in  favor  of  the  aspira- 
tion theory  is  work  by  Stevenson  and  Laufe14 
in  which  they  reported  experiments  in  which 
they  injected  various  proportions  of  both 
human  plasma  and  amniotic  fluid  into  the 
trachea  of  adult  guinea  pigs.  Ten  of  these  pigs 
who  had  had  both  plasma  and  amniotic  fluid 
developed  pulmonary  hyaline  membrane  dis- 
ease (both  symptoms  and  characteristic 
pathological  findings  as  have  been  previously 
described).  However,  not  all  of  the  guinea 
pigs  who  had  had  various  combinations  of  the 
fluid  and  human  plasma  developed  hyaline 
membrane  disease.  They  concluded  that  in 
general,  amniotic  fluid,  irrespective  of  the 
amount  of  vernix  caseosa,  produced  excessive 
atelectasis  and  pulmonary  vascular  engorge- 
ment. Human  plasma  produced  pulmonary 
edema  and  hemorrhage.  These  workers  felt 
that  both  amniotic  fluid  and  plasma  exudate 
were  necessary  for  the  formation  of  the  pul- 
monary hyaline  membrane.  In  addition  they 


surmised  that  the  thromboplastin-like  activity 
of  the  amniotic  fluid  aided  in  the  clotting  of 
the  exudate  to  form  a hyaline  membrane, 
thereby  explaining  the  necessary  time  factor 
essential  for  the  formation  of  the  hyaline 
membrane. 

As  to  the  possible  etiology  of  the  pulmonary 
exudate  Stevenson  and  Laufe  postulated  the 
following:  (1)  the  exudate  was  from  pul- 
monary irritation  due  to  amniotic  fluid;  (2) 
from  pulmonary  irritation  due  to  high  con- 
centration of  oxygen;  (3)  from  vagus  nerve 
injury  with  resultant  excessive  secretion  of 
fluid  possibly  of  increased  consistency,  and 
(4)  from  high  progesterone  environment  of 
the  premature  infant  which  in  some  way 
causes  an  increase  in  pulmonary  exudate. 

Anoxia  has  been  offered  as  the  common 
denominator  in  the  development  of  hyaline 
membrane.  Arey2  and  Reutter9  feel  that  intra- 
uterine anoxia  results  in  capillary  damage  and 
this  capillary  damage  in  turn  allows  the 
escape  of  protein  with  the  formation  of  a 
membrane.  Or,  as  Arey  further  stated,  anoxia 
may  possibly  lead  to  the  aspiration  of  amniotic 
fluid. 

Other  Theories 

Other  possible  etiological  factors  which 
have  been  advanced  are  as  follows:  (1)  The 
weak  cough  and  gag  reflex  of  the  newborn 
infant  accounts  for  the  aspiration  of  amniotic 
fluid.15  (2)  The  membrane  is  a response  to 
infection,3,4,15  and  (3)  The  hormones  in- 
fluence the  lung  permeability,  a theory  ad- 
vanced by  Chappel,17  who  offers  the  follow- 
ing thoughts  on  the  possible  effects  of  hor- 
mones on  lung  permeability:  The  estrogen 
level  of  the  mother’s  blood  is  low  during  the 
first  half  of  gestation  and  rises  during  the 
second  four  and  one-half  months.  The  pro- 
gesterone level  follows  the  estrogen  level,  but 
is  slightly  lower  until  24  hours  prior  to  de- 
livery when  the  progesterone  level  falls  to 
zero.  Estrogen  causes  muscle  tone  and  dim- 
inishes permeability.  Progesterone  acts  as  a 
muscle  relaxant  and  causes  the  accumulation 
of  fluid.  The  fetus  has  been  lying  in  this 
amniotic  medium  of  high  hormone  concentra- 
tion and  must  be  influenced  by  it.  Deliver)'  by 
cesarian  section,  before  labor  has  begun,  pre- 
sents a different  hormonal  stimulation,  as  does 
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premature  labor,  and  the  response  in  the 
fetus  is  often  strikingly  different. 

Still  another  interesting  theory  in  favor  of 
an  exogeneous  source  is  that  offered  by  Wag- 
ner,'8 who  postulated  from  his  biochemical 
and  histological  findings  that  the  membrane 
in  infants  is  derived  from  the  nasopharynx, 
buccal  cavity,  and  bronchial  tree  of  infants; 
in  other  words  the  infants  aspirate  their  own 
juices. 

Gruenwald’s'9  theory  is  that  the  formation 
of  hyaline  membrane  is  due  to  post-natal 
edema  fluid.  He  reasoned  that  as  fluid  is  not 
present  in  the  lungs  at  the  time  of  the  birth 
of  infants  who  later  developed  hyaline  mem- 
brane disease,  as  determined  by  clinical  ob- 
servation, the  symptoms  of  respiratory  distress 
which  appear  later  represent  fluid  in  the  lungs, 
i.e.  post-natal  edema  fluid. 

Quite  a number  of  authors  since  1953  have 
stated  that  more  work  should  be  directed  to- 
ward finding  out  the  actual  composition  of  the 
membrane.  Lynch  and  Mellor,20  in  a recent 
experiment  in  which  they  studied  the  composi- 
tion of  the  membrane  by  the  application  of 
Lepehne-Pickworth  and  “Nadi”  technique  to 
frozen  sections  and  material  freshly  fixed  with 
formalin,  arrived  at  the  conclusion  that  while 
they  were  unable  to  identify  the  substance  in 
the  membrane,  they  felt  that  their  work 
demonstrated  that  the  hyaline  membrane 
represents  a concentration  of  excessive  secre- 
tion of  the  epithelial  cells  of  the  respiratory 
bronchioles  and  alveolar  ducts.  In  addition 
they  found  that  the  unrespired  lungs  were  low 
in  “Nadi”  and  Lepehne-Pickworth  substance 
and  therefore  they  felt  that  oxygen  was  needed 
for  activation  or  secretion  of  the  substance. 
This  necessity  for  oxygen,  they  felt,  explained 
why  hyaline  membrane  did  not  develop  with- 
in approximately  one  hour  after  birth. 

Concerning  the  endogenous  source  for  the 
protein  which  forms  the  hyaline  membrane, 
a great  number  of  recent  experimental  studies 
have  been  directed  towards  the  part  played 
by  high  concentrations  of  oxygen,  and  the  role 
of  the  vagus  nerve  in  the  formation  of  pul- 
monary edema. 

Role  of  Oxygen 

The  experimental  production  of  hyaline 
membrane  by  the  exposure  of  animals  to  high 


concentrations  of  oxygen  has  been  established 
by  Bruns  and  Shields,21  who  were  able  to 
produce  membranes  in  guinea  pigs  subjected 
to  90%  oxygen.  In  a recent  article,  Lynch 
et  alzz  showed  that  they  could  produce  hya- 
line membrane  in  the  lungs  of  guinea  pigs 
and  white  rats  by  using  high  exposure  of 
oxygen.  The  exposure  of  the  animals  to  high 
concentrations  of  oxygen  caused  an  alteration 
in  the  blood  pH  to  acidotic  levels.  They  also 
demonstrated  a hemoglobin-like  hemochromo- 
gen  in  the  hyaline  membrane  itself.  The 
source  of  this  heme  or  iron-porphyrin-protein 
they  were  unable  to  clarify  at  that  time;  how- 
ever, they  suggested  two  possibilities  of  origin: 
( 1 ) that  the  heme  in  the  membrane  is  derived 
from  diffuse  extravasation  of  red  blood  cells 
and  hemolysis  of  these,  or  (2)  that  the  alter- 
native source  of  the  heme  is  the  epithelial 
cells  of  the  respiratory  bronchioles  and  alveo- 
lar ducts,  in  which  cells  they  proved  heme  to 
be  present.  Their  work  further  indicated  that 
all  pulmonary  “edema”  fluid  contained  organic 
iron  in  evenly  dispersed  form.  The  authors 
seemed  convinced  that  “edema”  always  pre- 
ceded membrane  formation,  which  is  a ter- 
minal phenomenon  produced  by  expanding 
gas  bubbles  plastering  the  material  against 
the  walls  of  the  alveoli  and  walls  of  the  alveo- 
lar ducts,  with  concentration  of  material  by 
the  drying  effect  of  respiration  and  possible 
also  by  fluid  absorption  through  the  alveolar 
walls. 

Influence  Of  Heart  Failure 
As  to  the  etiology  of  the  pulmonary  “edema 
or  exudate,  Lendrum23  advanced  the  theory 
that  acute  left  heart  failure  in  these  infants 
produced  pulmonary  exudate,  which  in  turn 
formed  the  hyaline  membrane.  Lendrum 
stated  that  in  many  cases  of  hyaline  mem- 
brane disease  the  eosinophilic  precipitation  is 
neither  “hyaline”  nor  “membrane”.  He  felt 
that  the  infant  with  pulmonary  hyaline  mem- 
brane disease  presents  the  following  picture: 
(a)  increasing  dyspnea  and  cyanosis,  (b) 
dilation  of  the  right  side  of  the  heart  and 
especially  of  the  right  atrium,  (c)  congestion 
of  the  lungs  with  extreme  capillary  engorge- 
ment, (d)  resorption  atelectasis,  (e)  pulmon- 
ary edema,  and  (f)  albuminous  fluid  in  the 
alveolar  ducts.  All  these  findings  would  sug- 
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gest  heart  failure  with  overloading  mainly 
of  the  pulmonary  circuit,  i.e.  left  heart  failure. 

Heart  failure  as  the  possible  cause  of  pul- 
monary hyaline  membrane  disease  was  first 
offered  by  Winter  and  Gellis  in  1953,  but  they 
dismissed  it  because  of  the  lack  of  peripheral 
edema,  enlarged  liver,  and  lack  of  congestion 
of  the  systemic  veins  in  infants  who  died  with 
hyaline  membrane  disease.  Lendrum  does  not 
feel  that  the  previously  mentioned  findings 
need  be  present  to  have  acute  left  heart  failure. 
Acute  left  heart  failure  in  the  new  born  infant, 
he  believes  is  due  to  two  things.  First,  the 
change  in  circulatory  dynamics  which  occurs 
at  birth,  brought  about  by:  (a)  decreased 
venous  blood  volume,  result  of  discontinued 
placental  flow;  (b)  decreased  right  atrial  pres- 
sure; (c)  decreased  right  ventricular  pres- 
sure caused  by  increased  pulmonary  capillary 
bed;  and  (d)  increased  left  atrial  and  left 
ventricular  pressure.  Second,  the  inability  of 
the  heart  of  the  premature  baby  to  cope  with 
the  change  in  dynamics,  since  the  develop- 
ment of  the  pulmonary  vascular  bed  is  barely 
adequate  for  extrauterine  life,  and  the  muscu- 
lar wall  of  the  left  ventricle  and  ductus 
arteriosus  are  incompletely  developed.  Their 
failure  to  function  properly  results  in  an  in- 
creased load  on  the  pulmonary  circuit. 

To  account  for  the  actual  formation  of  the 
hyaline  membrane  from  the  pulmonary  exu- 
date which  results  from  acute  left  heart  failure 
due  to  the  causes  stated,  Lendrum  offers  the 
following  explanation.  The  newborn  lung  has 
amazing  ability  to  absorb  and  remove  water, 
as  shown  by  experiments.  Water  and  electro- 
lytes are  absorbed  more  readily  than  protein 
and  therefore  this  state  results  in  an  increased 
concentration  of  protein  in  the  remaining 
fluid.  This  concentrated  protein  is  forced  to- 
ward the  alveolar  ducts  and  bronchioles  by 
the  contraction  of  the  alveolar  walls.  Lendrum 
states  that  there  is  no  true  membrane  as  such 
in  life  and  that  the  membrane  is  formed  in 
the  process  of  fixation  for  staining.  Atelectasis 
of  the  lung  is  accomplished  by  the  reopening 
of  fetal  channels  and  by  the  amazing  ability 
of  the  right  ventricle  to  function  under  an- 
aerobic conditions. 

Vagal  Infltience 

For  some  tme  interest  has  been  directed  to 


the  role  of  the  vagus  nerve  in  the  production 
of  hyaline  membrane  in  the  lungs.  It  has  been 
shown  that  bilateral  vagotomy  produces  a 
great  deal  of  pulmonary  edema,  and,  in  a few 
cases,  hyaline  membranes  in  rabbits.15  It  was 
also  noted  that  the  respiration  of  animals  with 
bilateral  vagotomy  was  similar  to  that  of  in- 
fants who  later  developed  hyaline  membrane 
disease:  namely,  more  diaphragmatic  and  less 
intercostal  breathing. 

In  the  recent  experiments  by  Lynch  ct  al2 4 
in  which  some  animals  were  exposed  to  con- 
tinuous high  oxygen  concentrations  and  other 
animals  had  bilateral  vagotomv,  it  appeared 
that  both  the  natural  and  the  experimental 
oxygen  and  vagotomy  varieties  of  hyaline 
membrane  basically  have  a common  etiology, 
labeled  as  secondary  shock.  The  initiating 
factor  appeared  to  be  a disturbance  or  aboli- 
tion of  the  afferent  vagal  chemoreceptor  im- 
pulses from  the  lungs  due  to  the  drastic  fall 
in  blood  pH  and  the  elevation  in  serum  potas- 
sium and  inorganic  phosphate.  This  sudden 
change  in  pulmonary  vascular  dynamics,  and 
the  sudden  left  heart  failure  and  cerebral 
trauma  are  the  cause  of  acute  pulmonary 
edema.  The  authors  consider  that  the  vagal 
fibers  to  the  lungs  are  of  prime  importance  in 
the  genesis  of  the  disease.  Alterations  or  dis- 
turbances of  the  vagal  fibers  to  the  lung  relax 
the  bronchi  with  the  resulting  development 
of  acute  emphysema,  which  in  turn  leads  to 
pulmonary  capillary  atonic  dilatation.  Next 
there  follows  left  heart  strain,  then  flagging 
of  the  left  heart,  and  terminally  there  is  failure 
of  the  whole  myocardium  because  of  neurally 
conditioned  electrolyte  and  fuel  loss  from  the 
muscle,  which  may  be  a result  of  low  potas- 
sium within  the  muscle  cell. 

As  a result  of  pulmonary  capillary  damage 
and  cardiac  failure,  blood  plasma  and  anoxic 
red  cells  escape  into  the  alveoli,  where  the  red 
blood  cells  are  rapidly  hemolyzed  and  mixed 
with  the  plasma  “edema”  fluid  and  account 
for  the  iron-prophyrin  protein  membrane. 

Summary 

Pulmonary  hyaline  membrane  disease  is 
characterized  clinically  by  respiratory  distress 
which  becomes  progressively  worse  until 
death.  These  clinical  findings  of  respiratory 
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distress  have  been  likened  to  heart  failure, 
( acute  left  ventricular  failure. ) 

There  seems  to  be  a necessary  time  interval 
between  birth  and  death  for  the  hyaline  mem- 
brane to  be  formed. 

Morphologically  the  lesion  is  characterized 
(a)  atelectasis,  (b)  vascular  engorgement, 
and  (c)  an  eosinophilic  hyaline  membrane. 

As  to  the  character  of  the  membrane  there 
is  general  agreement  that  it  is  protein  in 
nature,  and  recent  experimental  evidence 
seems  to  indicate  that  the  hyaline-like  sub- 
stance is  due  to  the  presence  of  an  iron-por- 
phyrine  protein.  There  is  also  recent  evidence 
which  tends  to  prove  that  the  membrane  con- 
tains epithelial  cells. 

The  question  of  the  source  of  the  protein 
which  forms  the  substance  of  the  membrane 
is  still  not  settled;  however,  the  evidence  in 
favor  of  the  endogenous  origin  of  the  protein 


seems  to  outweigh  rather  substantially  the 
evidence  of  its  solely  exogenous  origin. 

The  following  have  been  offered  as  being 
necessary  to  activate  the  formation  of  the  pro- 
tein substance  or  the  pulmonary  exudate:  (a) 
amniotic  fluid,  (b)  anoxia,  (c)  hormonal  in- 
fluence, (d)  acute  left  heart  failure,  (e)  high 
concentrations  of  oxygen,  and  (f)  disturbance 
of  the  vagus  nerve. 

Numerous  recent  reports  on  experimentally- 
produced  hyaline  membrane  disease  seem  to 
prove  that  high  concentrations  of  oxygen  have 
a definite  part  in  the  formation  of  the  mem- 
brane. 

The  encompassing  work  done  by  Lynch 
et  al  24  in  demonstrating  the  part  played  by 
oxygen,  the  vagus  nerve,  and  left  heart  failure 
in  the  formation  of  hvaline  membrane  disease 

J 

is  most  convincing. 
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A CLINICAL  TRIAL  OF 
SIGMAMYCIN 

IN  50  CASES  OF  GENERAL  SURGICAL  INFECTIONS 


Wendell  M.  Levi,  Jr.,  M.  D.  and  Frederick  E.  Kredel,  M.  D. 
Charleston,  S.  C. 


Introduction 

The  combination  of  oleandomycin  with 
tetracycline,  as  represented  by  Sigma- 
mycin0, has  shown  evidence  of  syner- 
gistic activity.1  It  was  felt  that  a clinical  trial 
was  indicated. 

Oleandomycin  is  a mono-basic  antibiotic 
formed  by  a strain  of  Streptomyces  antibioticus 
grown  in  organic  media  under  submerged 
aerobic  conditions.  It  is  readily  differentiated 
from  other  basic  antibiotics  by  paper  chroma- 
tography, infra-red  spectra,  ultra-violet  ab- 
sorption spectra,  acid  stability,  and  chemical 
degradation  products.2  This  antibiotic  has. 
similarities  with  erythromycin  and  carbomycin 
but  apparently  does  not  have  significant  cross 
resistance  with  any  of  the  commercially  avail- 
able antibiotics.3  Its  activity  is  principally 
against  Gram-positive  organisms,  including 
many  of  those  resistant  to  older  antibiotics. 

Previous  clinical  trials  and  laboratory 
sensitivity  studies  with  Sigmamycin  have 
shown  considerable  effectiveness  in  infections 
due  to  organisms  resistant  to  other  anti- 
biotics.4,5 

Methods 

Fifty  non-selected  cases  of  general  surgical 
infections,  were  treated  both  as  hospital  and 
clinic  patients.  The  drug  was  administered  in 
capsules  of  300  mgm.  and  of  250  mgm.,  given 
orally  every  six  hours,  and  in  some  instances 
one  capsule  every  four  hours.  The  300  mgm. 
capsules  contained  100  mgm.  of  oleandomycin 
and  200  mgm.  of  tetracycline.  The  250  mgm. 
capsules  contained  oleandomycin  and  tetra- 
cycline in  the  same  ratio.  Most  of  the  patients 
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“Sigmamycin  supplied  by  the  Pfizer  Co. 


were  treated  for  four  to  five  days  or  until  an 
adequate  response  was  obtained.  Cultures  and 
sensitivities  were  taken  when  possible. 

Results 

Fifty  cases  of  general  surgical  infections 
were  treated.  This  included  29  cases  of  cellu- 
litis, with  or  without  abscess  formation.  There 
were  ten  cases  of  wound  infections,  and  six 
cases  of  patients  treated  post-operatively  be- 
cause of  contaminated  wounds.  Three  cases 
of  acute  suppurative  or  acute  gangrenous  ap- 
pendicitis, one  infected  burn,  and  one  patient 
with  pharyngitis  and  upper  respiratory  in- 
fection were  treated  in  a similar  manner. 

Significant  cultures  were  obtained  in  20 
cases,  with  14  cases  of  virulent  staphylococcus 
aureus,  two  cases  of  alpha  hemolytic  strepto- 
coccus and  four  cases  of  beta  hemolytic 
streptococcus.  In  the  14  staphylococcic  in- 
fections there  was  only  one  case  which  failed 
to  respond  to  Sigmamycin.  This  was  a case  of 
osteomyelitis  of  the  great  toe,  secondary  to 
phlegmasia  cereulea  dolens.  This  patient  had 
been  treated  previously  with  penicillin-strepto- 
mycin and  erythromycin  for  approximately 
two  weeks  with  persistent  drainage  and  posi- 
tive culture.  Incision  and  drainage  with 
sequestrectomy  was  performed  and  the  pa- 
tient placed  upon  Sigmamycin  for  approxi- 
mately 14  days.  There  was  still  persistent 
drainage  and  a positive  culture  at  the  end  of 
this  time.  There  was  a poor  response  in  one 
patient  with  alpha  hemolytic  streptococcus  in- 
fection. This  patient  had  a rather  severe 
pharyngitis  and  upper  respiratory  infection 
with  a temperature  of  100°.  After  approxi- 
mately four  days  treatment  the  patient  con- 
tinued to  have  slight  fever  and  pharyngitis 
and  the  drug  was  discontinued.  Of  the  four 
cases  of  beta  hemolvtic  streptococcic  in- 
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fections  there  was  only  one  case  which  did 
not  respond  completely  to  Sigmamycin.  This 
was  a case  of  cellulitis  and  abscess  secondary 
to  a laceration  of  the  leg.  Incision  and  drain- 
age were  performed,  and  the  patient  was 
treated  for  approximately  seven  days  with 
Sigmamycin  (250  mgm.  capsules),  with  dis- 
appearance of  the  cellulitis  and  a good  feb- 
rile response,  but  with  some  persistent  drain- 
age. 

In  two  cases  penicillin  and  Gantrisin  had 
been  administered  for  two  and  four  days  with 
no  response.  These  showed  a very  good  re- 
sponse and  ultimate  cure  after  being  placed  on 
Sigmamycin.  One  of  these  was  a patient  with 
cellulitis  of  the  hand  secondary  to  a laceration. 
He  had  been  treated  for  two  days  with  peni- 
cillin and  Gantrisin  in  the  usual  dosages  with 
no  clinical  response.  After  four  days  treatment 
with  Sigmamycin  (250  mgm.  capsules)  the 
patient  showed  resolution  of  the  cellulitis  and 
complete  cure.  The  second  case  was  a patient 
with  a large  carbuncle  of  the  back  from  which 
we  obtained  a pure  culture  of  staphylococcus 
aureus.  She  was  treated  for  approximately 
four  days  with  penicillin  and  Gantrisin  after 
incision  and  drainage,  with  no  response.  She 
was  placed  upon  Sigmamycin  (250  mgm.  cap- 
sules) and  in  four  days  there  was  resolution 
of  all  inflammatory  reaction. 

There  were  no  significant  side  effects  other 
than  slight  diarrhea  in  two  cases,  and  one  case 
of  moderate  diarrhea.  Two  of  these  cases  were 
treated  for  four  days  and  one  for  six  days  be- 
fore the  diarrhea  developed.  This  diarrhea 
rapidly  disappeared  after  the  discontinuance 
of  the  drug. 


Discussion 

Sigmamycin  in  dosages  of  300  and  250  mgm. 
every  four  to  six  hours  appears  to  be  effective 
in  the  treatment  of  most  general  surgical  in- 
fections, including  virulent  staphylococcus 
aureus  infections.  In  some  cases  these  in- 
fections had  been  clinically  resistant  to  other 
antibiotics.  The  drug  is  apparently  well 
tolerated.  The  fact  that  a satisfactory  cure  was 
obtained  in  13  out  of  14  cases  of  virulent 
staphylococcus  aureus  infections  is  very  en- 
couraging. 

Summary 

Fifty  cases  of  general  surgical  infections 
treated  with  Sigmamycin  are  reported.  An 
effective  cure  was  obtained  in  all  but  three 
cases.  The  drug  seems  very  effective  in 
staphylococcic  infections.  It  is  well  tolerated 
with  only  very  minimal  side  effects.  Further 
clinical  trials  are  advocated. 
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Pulmonary  Tumors  in  Mice  Exposed  to  Asbestos 
Dust.  Lynch,  Kenneth  M.,  Mclver,  Forde  A.  and  Cain, 
James  R.  A.M.A.  Arch.  Indust.  Health  15:207,  March 
1957. 

Since  the  first  report  of  the  occurrence  of  car- 
cinoma of  the  lung  in  association  with  asbestosis  was 
published  by  Lynch  and  Smith  in  1935,  the  senior 
author  has  continued  clinical  and  autopsy  studies  on 
the  subject.  Others  have  also  been  interested  in  the 
question,  and  the  literature  now  contains  at  least  127 


cases  of  association  of  the  two  conditions.  For  the 
past  several  years  the  National  Cancer  Institute  has 
supported  an  experimental  study  by  the  senior  author, 
with  whom  the  other  two  authors  have  been  asso- 
ciated in  parts  of  the  investigation.  The  present  re- 
port concerns  the  use  of  a special  strain  of  mice,  ex- 
posed to  asbestos  dust,  and  while  mainly  negative  it 
bears  upon  the  features  of  experimental  asbestosis  and 
records  the  appearance  of  more  primary  tumors  of  the 
lung  in  the  dusted  animals  than  in  the  controls. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 

WOLFF-PARKINSON-WHITE 

SYNDROME 

Dale  Groom,  M.  D. 

Department  of  Medicine 

Case  Record — The  electrocardiogram  below  was  re- 
corded on  a 50  year  old  married  lady  who  complained 
of  several  attacks  of  dyspnea  associated  with  a feeling 
of  constriction  in  the  chest.  These  attacks  all  began 
and  ended  abruptly,  lasted  from  about  ten  to  twenty 
minutes,  and  on  one  occasion  awakened  her  during 
sleep.  No  other  history  suggestive  of  cardiovascular 
disease  was  acknowledged  and  the  symptoms  de- 
scribed had  been  experienced  only  during  the  few 
acute  episodes  which  had  come  on  spontaneously  and 
without  warning  during  the  previous  two  years. 

A complete  cardiac  examination  revealed  no  ab- 
normalities except  for  those  illustrated  in  the  electro- 
cardiogram. 

Electrocardiogram — Both  the  atrial  and  ventricular 
rhythms  are  entirely  regular  at  a rate  of  98.  Two 
distinctly  different  types  of  cardiac  cycles  are  seen 
with  a tendency  to  alternation:  one  has  a P-R  interval 
measuring  0.16  sec.  with  a QRS  of  0.06  sec.,  and  in 
the  other  these  measurements  are  both  approximately 
0.10  sec.  Differences  in  configuration  of  the  QRS  com- 
plexes and  their  associated  T waves  are  also  evident 
in  all  leads,  showing  most  distinctly  in  lead  III.  The 
complete  electrocardiogram  was  otherwise  unremark- 
able. 


Discussion — The  conduction  of  impulses  from  the  atria 
through  the  atrioventricular  node  and  into  the  ven- 
tricles is  subject  to  numerous  variations,  many  of  which 
are  of  definitely  pathological  significance.  One  particu- 
lar type  of  A-V  conduction  anomaly  occurring  in  pre- 
sumably healthy  young  people  was  described  by 


Wolff,  Parkinson  and  White  in  1930  and  has  become 
known  as  the  “syndrome  of  short  P-R  interval  with 
abnormal  QRS  complexes  and  paroxysmal  tachy- 
cardia’’, or,  simply,  the  “WPW  syndrome”.  In  this  the 
P-R  interval  is  shortened  to  0.10  sec.  or  less  and  the 
QRS  complex  is  widened  proportionately,  measuring 
from  about  0.10  sec.  to  as  much  as  0.20  sec.  in  some 
cases.  Generally  the  P-J  interval  (sum  of  the  P-R  and 
QRS)  is  not  prolonged  as  it  is  in  bundle  branch  block 
where  a duration  of  0.26  sec.  or  more  is  the  rule.  Ia 
other  words,  the  P-R  is  shortened  by  about  the  same 
amount  as  the  QRS  is  widened  in  WPW  complexes, 
whereas  in  bundle  branch  block  the  QRS  is  widened 
without  an  associated  decrease  in  the  preceding  P-R 
interval.  Both  tend  to  show  a slurring  or  notching  of 
QRS  complexes  but  this  is  characteristically  seen  in 
the  initial  deflections  (i.e.,  the  first  upstroke  or  down- 
stroke)  in  the  anomalously  conducted  beats  of  the 
WPW  syndrome.  Of  special  interest  is  the  fact  that 
subjects  with  this  peculiarity  of  conduction  may  show 
the  characteristic  electrocardiographic  complexes 
either  as  isolated  beats  interspersed  with  normally 
conducted  beats,  or  throughout  the  tracing,  or  in  a 
more  or  less  regularly  recurring  sequence  such  as 
alternation  of  the  two  types  of  beats.  Sometimes  sev- 
eral tracings  must  be  taken  before  one  of  the  ano- 
malous complexes  is  recorded. 

Normally  a delay  occurs  between  the  end  of  atrial 
systole  and  the  beginning  of  ventricular  systole.  Con- 
duction of  the  impulse  through  the  A-V  node  is  not 
immediate  but  is  delayed  a period  of  time  correspond- 
ing with  the  interval  between  the  end  of  the  P wave 
and  the  beginning  of  the  QRS.  In  WPW  syndrome  the 
ventricular  musculature  is  somehow  activated  early; 
the  normal  A-V  delay  does  not  occur  in  these  beats. 
Furthermore  the  ventricles  are  activated  in  a differ- 
ent way  as  shown  by  the  marked  differences  which 
occur  in  the  QRS  complexes  and  T waves.  A widely 
accepted  explanation  of  this  postulates  that  the  im- 
pulse is  “short  circuited”  around  the  A-V  node  through 
an  anomalous  band  of  conduction  tissue  (the  bundle 
of  Kent)  which  reputedly  has  been  demonstrated  at 
autopsy  in  some  subjects  who  showed  the  Wolff- 
Parkinson- White  syndrome.  Recently  another  theory 
has  been  advanced  contending  that  the  A-V  node 
itself,  rather  than  an  accessory  conduction  pathway, 
is  the  site  of  the  short  circuit  and  that  in  these  sub- 
jects the  impulse  is  accelerated  in  conduction  through 
a portion  of  the  node  stimulating  prematurely  part  of 
the  ventricular  musculature.  In  either  case  the  ano- 
malously conducted  impulse  is  followed  immediately 
by  the  normally  delayed  impulse,  producing  in  effect 
a dual  stimulation  of  the  ventricles.  And  since  these 
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two  stimuli  do  not  come  at  the  same  moment  the  total 
depolarization  time  of  the  ventricles  is  prolonged, 
giving  the  widened  QRS.  It  is  the  initial  stimulation, 
whether  it  he  due  to  accelerated  or  aberrant  con- 
duction, which  accounts  for  the  characteristic  slurring 
or  notching — the  so-called  “delta  waves’" — in  the 
initial  deflections  of  the  QRS. 

The  mechanism  whereby  paroxysmal  tachycardia  is 
produced  in  this  syndrome  is  uncertain.  However,  the 
existence  of  a second  conduction  pathway  between 
the  atria  and  the  ventricles,  by  whatever  route,  con- 
ceivably might  predispose  to  a circus  type  of  move- 
ment in  the  atria  set  up  by  retrograde  conduction 
from  below.  Tracings  recorded  during  paroxysms  of 
rapid  heart  action  reveal  these  tachycardias  to  be  of 
tlie  supraventricular  type. 

Several  clinical  features  of  the  syndrome  are  of 
particular  interest.  Quinidine  effectively  abolishes  the 
anomalous  conduction.  Conversely  digitalis,  and  some- 
times atropine  or  carotid  sinus  stimulation,  will  in- 
crease the  number  of  WPW  complexes.  Therefore 
quinidine  is  the  drug  of  choice  for  the  treatment  ot 
this  type  of  paroxysmal  tachycardia,  rather  than  digi- 
talis which  might  actually  perpetuate  the  arrhythmia. 
Other  than  the  predisposition  to  attacks  of  paroxysmal 
tachycardia,  which  are  said  to  occur  in  about  70% 
of  individuals  whose  electrocardiograms  show  this 
type  of  anomalous  conduction  at  some  time,  the  WPW 
syndrome  is  not  generally  considered  to  denote  heart 
disease.  Most  likely  it  represents  a congenital  anomaly 
of  A-V  conduction.  Nevertheless,  life  insurance  sta- 
tistics have  indicated  that  these  cases  are  not  standard 
risks.  Instances  of  sudden  death,  perhaps  attributable 
to  the  associated  paroxysmal  tachycardia,  have  been 
reported. 

Diagnosis  of  WPW  syndrome  is  entirely  an  electro- 
cardiographic one.  Its  recognition  is  important,  as  in 
this  case,  in  evaluation  of  symptoms  which  were  un- 
doubtedly produced  by  a recurrent  tachycardia. 
Furthermore  the  electrocardiographic  changes  pro- 
duced by  this  anomally  must  often  be  differentiated 
from  those  of  bundle  branch  block,  myocardial  in- 
farction and  ventricular  hypertrophy.  For  example, 
the  deep  wide  Q waves  seen  here  in  the  accelerated 
conduction  complexes  of  lead  III  might  easily  be-  mis- 
construed as  evidence  of  posterior  wall  infarction 
were  it  not  for  the  normal  beats  which  are  inter- 
spersed. On  the  other  hand,  serious  heart  disease,  in- 
cluding myocardial  infarction,  can  be  masked  by  the 
presence  of  a WPW  pattern  which  persists  through- 
out the  tracing.  In  either  case  quinidine  mav  be  ad- 
ministered to  suppress  the  anomalous  mechanism  for 
a more  complete  electrocardiographic  diagnosis. 
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OVARIES 

STEIN-LEVENTHAL  SYNDROME 

E.  J.  Dennis,  M.  D.  and  J.  A.  Salley,  M.  D. 
Department  of  Obstetrics 

A 20  year  old  nulligravid  colored  female,  was  seen 
in  the  Endocrine  Division  of  the  gynecological  out- 
patient department  with  chief  complaint  of  abnormal 
irregular  menstruation.  She  has  been  followed  inter- 
mittently with  these  complaints  for  the  past  two  years. 
Since  menarche  at  age  14,  the  patient  had  frequent 
delays  in  menstruation  of  two  to  six  weeks  duration 
followed  by  heavy,  profuse  bleeding  of  eight  to  ten 
days  duration.  In  September,  1955,  she  was  admitted 
to  the  hospital  for  profuse  menorrhagia  following  two 
weeks  delay  in  menstruation  and  at  this  time 
dilatation  and  curettage  were  performed.  Pathological 
study  revealed  endometrial  tissue,  proliferative  phase, 
with  a moderate  degree  of  hyperplasia.  Following 
this  dilatation  and  curettage,  her  menses  remained 
irregular,  usually  with  a delay  of  three  to  four  weeks, 
and  then  menorrhagia.  She  was  given  cyclic  hormonal 
therapy  of  estrogen  and  progesterone  in  July,  1956, 
and  August,  1956,  following  a period  of  three  months 
amenorrhea,  and  profuse  menorrhagia.  Hormonal 
therapy  did  not  control  her  bleeding  and  she  was 
again  admitted  for  dilatation  and  curettage.  Again, 
a report  of  proliferative  phase  endometrium  with 
endometrial  hyperplasia  was  obtained. 

At  examination  in  the  Endocrine  clinic  and  under 
anesthesia  at  both  curettage  procedures,  the  right 
ovary  was  described  as  enlarged  to  approximately 
twice  normal  size.  The  left  ovary  was  questionably 
enlarged.  Since  the  last  operation,  the  patient  had 
been  followed  in  the  Endocrine  clinic  with  amenor- 
rhea for  as  long  as  three  months  followed  by  bleeding. 
The  enlarged  ovary  was  noted  on  several  occasions 
and  cyclic  hormone  therapy  was  ineffective  in  con- 
trolling this  patient’s  menstrual  cycle.  Since  at  this 
stage  involuntary  sterility  had  existed  for  five  years, 
she  requested  that  her  fertility  be  investigated. 

There  was  no  history  of  hirsutism,  inflammatory 
disease  of  the  pelvis,  breast  changes,  or  abnormal 
weight  gain.  Review  of  systems  was  essentially  nega- 
tive. 

The  patient  was  a well-developed,  well-nourished 
colored  female  in  no  distress.  BP  115  75.  Pulse  75  per 
minute.  There  was  no  facial  hirsutism  of  remarkable 
degree  except  for  a small  amount  of  fine  hair  on  the 
upper  lip. 

The  external  genitalia  were  normal.  The  pubic  hair 
was  of  female  distribution.  The  vagina  and  cervix 
were  clean.  The  cervix  was  nulliparous.  The  uterus 
was  of  normal  size  and  in  1st  degree  retroversion. 
Both  ovaries  were  palpable  and  were  judged  to  be 
twice  normal  size. 

Because  of  the  episodes  of  menorrhagia  occurring 
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after  amenorrhea  of  three  to  four  months  duration, 
the  persistent  ovarian  enlargement,  and  involuntary 
sterility,  a presumptive  diagnosis  of  Stein-Leventhal 
syndrome  was  entertained.  A culdescopic  examina- 
tion was  done  without  difficulty  and  showed  a normal 
uterus  and  fallopian  tubes.  Both  ovaries  were  en- 
larged, the  right  to  a size  of  4 cm.  and  the  left  to 
2.5  cm.  The  surface  of  each  was  pale  without  any 
stigmata  of  ovulation. 

On  February  20,  1957,  under  general  anesthesia, 
dilatation  and  curettage  and  colpotomy  were  per- 
formed. The  culdescopic  impression  of  Stein-Leven- 
thal ovaries  was  confirmed  by  direct  visualization  but 
attempt  at  wedge  resection  via  the  vaginal  approach 
was  unsuccessful.  Therefore,  the  colpotomy  incision 
was  closed  and  laparotomy  was  performed  with 
bilateral  wedge  resection  of  the  ovaries.  The  findings 
at  laparotomy  were  the  same  as  those  described  at 
culdescopic  examination. 

The  post-operative  condition  of  the  patient  was 
uncomplicated  and  she  was  discharged  on  the  seventh 
post-operative  day. 

Final  pathological  diagnosis:  perioophoritis,  chronic, 
with  pericapsular  fibrosis  of  ovaries  ( Stein-Leventhal 
syndrome).  Each  of  these  wedge  shaped  portions  of 
tissue  seemed  to  have  a thickened  capsule  and  be- 
neath the  capsule  multiple  small  follicles.  ( Fig.  1 ) 


FIGURE  1 


Sections  of  these  ovaries  showed  rather  stout  fibrous 
adhesions  on  the  surface  and  in  addition  the  peri- 
pheral cortical  areas  show  a dense,  cartilaginous  and 
relatively  acellular  zone.  This  gives  the  impression  of 
a sclerotic  cap  surrounding  the  ovarian  tissue.  More 


or  less  uniformily  distributed  at  the  same  deprh  be- 
neath this  sclerotic  area  are  numerous  ova  and  follicles 
in  various  stages  of  maturation.  ( Fig.  2 ) 


FIGURE  2 


Discussion 

In  1935,  Stein  and  Leventhal  called  attention  to  a 
syndrome  characterized  by  amenorrhea  and  sterility 
accompanied  by  pel\  ic  findings  of  bilateral  ovarian 
enlargement. 

The  etiology  of  this  interesting  syndrome  remains 
obscure.  Pituitary  dysfunction  has  been  considered  the 
probable  cause  by  some  investigators.  Others  attempt 
to  incriminate  the  adrenals,  but  use  of  cortisone  in 
treatment  has  produced  no  results.  The  fact  that  suc- 
cess occurs  only  in  those  cases  in  which  wedge  re- 
section of  the  ovaries  is  done  would  seem  to  place  the 
primary  dysfunction  in  this  organ. 

Since  the  original  description,  other  ramifications 
in  symptomatology  have  become  apparent.  While 
amenorrhea  is  the  usual  abnormality,  metrorrhagia 
and  menometrorrhagia  occur  frequently  as  in  this 
case.  Amenorrhea  may  persist  for  from  three  to  four 
months  and  be  followed  by  persistent,  profuse  vaginal 
bleeding.  Since  ovulation  does  not  occur,  sterility  is 
the  rule. 
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Hirsutism  is  another  symptom  which  is  an  aid  in 
diagnosis.  It  most  commonly  involves  the  face,  breast, 
and  abdomen.  On  occasions  it  may  be  the  presenting 
symptom,  but  usually  it  is  minimal  and  has  to  be 
carefully  searched  for. 

A few  patients  have  enlargement  of  the  clitoris 
and  a still  smaller  proportion  have  underdeveloped 
breasts.  Obesity  is  frequently  present  and  is  excessive 
in  50%. 

Intermittent  lower  abdominal  pain  occurs  'n  some 
cases  and  occasionally  is  the  presenting  symptom. 

The  17-ketosteroid  excretion  is  usually  normal  (6- 
12  mgm.  in  24  hours).  If  the  excretion  is  elevated, 
further  investigation  of  adrenal  activity  is  indicated. 

Obviously,  detection  of  bilateral  ovarian  enlarge- 
ment on  pelvic  examination  may  be  difficult  since 
obesity  is  frequently  present.  Culdescopy  offers  a 
distinct  advantage  in  those  cases  as  well  as  being 
confirmatory  in  patients  in  whom  the  enlargement 
can  be  felt. 

At  culdescopy,  the  ovaries  are  enlarged  and  cystic 
with  a thick  white  capsule,  and  without  any  stig- 
mata of  ovulation.  Pathologically,  the  capsule  of  the 
ovary  is  thickened  and  fibrotic.  On  section,  there  are 
numerous  follicular  cysts  of  all  sizes.  Microscopically, 
the  granulosa  layer  is  usually  scanty,  with  abundant 


theca  interva  cells,  which  frequently  appear  to  be 
luteinized. 

Diagnosis  rests  on  the  history,  realizing  that  pro- 
longed amenorrhea  is  not  an  absolute  prerequisite, 
and  the  findings  of  bilateral  ovarian  enlargement.  The 
latter  may  cause  some  difficulty  in  an  obese  patient, 
but  culdescopy  and  culpotomy  should  be  relied  on 
to  establish  the  diagnosis.  Laparotomy  should  not  be 
used  except  in  an  occasional  extreme  case. 

Treatment  is  wedge  resection  of  from  25  to  60% 
of  the  ovarian  tissue  bilaterally  with  suture  of  the 
remaining  ovarian  tissue.  Simple  biopsy  is  not 
effective.  Efficiency  of  therapy  may  be  judged  by  the 
occurence  of  regular  ovulatory  menstrual  cycles. 
Summary 

1.  A case  report  of  bilateral  polycystic  ovaries 
( Stein-Leventhal  syndrome ) is  presented. 

2.  Diagnosis  is  made  on  the  history  and  physical  find- 
ings of  bilateral  ovarian  enlargement,  the  latter 
being  the  sine  qua  non  in  establishing  the  diagnosis. 

3.  Treatment  consists  of  adequate  wedge  resection  of 
ovaries. 
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Traumatic  Urinary  Injuries:  Pitfalls  in  Their  Diag- 
nosis and  Treatment.  Kenneth  M.  Lynch,  Jr.  ( Charles- 
ton) J.Urol  . 77:90,  Jan.  1957. 

The  present  concepts  of  the  diagnosis  and  manage- 
ment of  urinary  tract  injuries  are  briefly  reviewed. 
Several  case  histories  illustrating  certain  pitfalls  in  the 
diagnosis  and  treatment  of  such  injuries  are  presented. 

Definitive  diagnosis  should  be  made  of  the  location 
and  severity  of  injury  to  the  urinary  tract.  This  is  sug- 
gested in  renal  injury  by  the  plain  x-ray  film  showing 
loss  of  renal  and  psoas  shadows,  and  by  the  excretory 
urogram  which  will  show  diminished  or  absent  func- 
tion when  performed  early  and  which  may  show  extra- 
vasation of  the  excreted  medium  when  performed  later 
than  several  days  following  the  injury;  retrograde 
pyelography  will  delineate  the  degree  of  renal  injury 
whether  performed  immediately  or  several  days  later. 
In  bladder  injury,  proper  diagnosis  is  made  by  the 
retrograde  opaque  cystogram.  In  urethral  injury,  cor- 
rect diagnosis  is  made  by  failure  of  a urethral  catheter 
to  pass  or  by  the  extravasation  of  medium  on  an  opaque 
urethrogram  or  cystogram.  Bleeding  from  the  urethra, 
independent  of  urination,  should  suggest  injury  of  the 
urethra  distal  to  the  external  sphincter.  Inability  to 
urinate  may  be  due  to  injury  of  either  the  urethra  or 
bladder. 


Treatment  of  the  injury,  as  established,  should  be 
by  the  choice  of  the  attending  urologist  according  to 
his  personal  opinions  as  formed  from  reports  in  the 
literature  and  his  personal  experience.  No  dictum  is 
made  for  the  acceptance  of  the  classifications  and 
recommendations  of  any  particular  investigator. 

Careful  followup  examinations  should  be  made  of 
all  injured  kidneys  for  the  possible  development  of 
atrophy,  hypertension,  calculus  formation,  perirenal 
abscess  and  perirenal  cyst.  Pelouze  was  probably  the 
first  to  call  attention  to  this  when  he  stated  that 
“where  a palliative  course  has  been  pursued  with 
seeming  success,  it  is  well  to  make  a study  of  the 
comparative  functional  values  of  the  two  kidneys  a 
year  or  so  after  recovery,  for  later  complete  cessation 
of  function  of  the  injured  kidney  is  not  altogether 
rare.” 

It  is  suggested  that  an  attempt  be  made  on  a re- 
gional level  to  inform  the  general  practitioner  and 
general  surgeon  in  the  diagnosis  and  treatment  of 
urinary  tract  injuries,  particularly  in  localities  where 
no  qualified  urological  consultation  and  treatment  are 
available.  It  is  further  suggested  that  the  care  ( f such 
injuries  should  always  be  in  the  hands  of  the  urologist 
in  such  places  as  he  may  be  available. 
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PRESIDENTS  PAGE 

It  is  with  a deep  sense  of  pride  and  responsibility  that  I accept  the  presidency 
of  the  South  Carolina  Medical  Association.  Since  early  childhood  I have  thought 
of  the  medical  profession  as  one  of  man’s  highest  callings  and  the  achievement  of 
its  ideal  a goal  in  life.  Of  the  many  endeavors  in  this  world  1 know  of  none  that 
can  better  fulfill  and  satisfy  a man  than  to  feel  that  his  efforts  have  been  the 
means  of  making  others  enjoy  more  comfortable  and  happier  lives. 

When  the  physicians  of  this  State  banded  together  to  further  their  ideals  the 
first  action  was  an  expression  of  PURPOSE.  Let  us  now  examine  our  State  Asso- 
ciation’s Constitution  phrase  by  phrase  and  take  stock  of  Article  II,  “PlJRPOSES 
OF  THE  ASSOCIATION.” 

“ To  federate  and  bring,  into  one  compact  organization  the  entire  medical 
profession  of  the  State  of  South  Carolina,  and  to  unite  with  similar  Associations 
in  other  States  to  form  the  American  Medical  Association.” 

This  objective  has  been  realized  to  the  extent  of  1,358  members  of  1,773 
physicians  in  our  State.  Let’s  recruit  the  remaining  400  through  the  County  Medi- 
cal Societies. 

“To  extend  medical  knowledge  and  advance  medical  science.” 

This  is  being  done.  Let’s  keep  the  needs  of  our  medical  college  in  mind.  Let’s 
work  for  and  contribute  to  the  National  Fund  for  Medical  Education. 

“To  elevate  the  standards  of  medical  education.” 

Let’s  see  that  the  present  high  standards  are  maintained. 

“To  secure  the  enactment  and  enforcement  of  just  medical  laws.” 

Let’s  keep  a strong  judiciary  committee  as  we  now  have  and  support  the 
A.M.A.  department  in  Washington. 

“To  promote  friendly  intercourse  among  physicians.” 

Let’s  continue  to  have  well  attended  meetings  at  all  levels. 

“To  protect  them  ( physicians ) against  imposition .” 

Let’s  continue  our  battle  against  socialization  in  our  support  of  the  A.  M.  A. 

“To  enlighten  and  direct  public  opinion  in  regard  to  the  great  problems  of 
medical  care.” 

Let’s  encourage  the  Auxiliary  in  the  showing  of  the  film  “DANCER  AT  ITS 
SOURCE.” 

“To  become  more  capable  and  honorable  within  itself.” 

Let’s  continue  to  support  post-graduate  education  by  all  groups. 

“To  become  more  useful  in  the  prevention  and  cure  of  disease,  and  in  pro- 
longing and  adding  comfort  to  life.” 

Let’s  preserve  ourselves  so  that  we  might  be  capable  of  fulfilling  the  avowed 
purposes  expressed  in  our  Constitution. 

Lesesne  Smith 
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Editorials 


PARTNERSHIP  PRACTICE  OF 
MEDICINE 

“Counsel  in  the  heart  of  man  is  like  deep 
water;  but  a man  of  understanding  draweth  it 
out.” 

What  man  stands  more  frequently  or  more 
urgently  in  need  of  counsel  than  a physician? 
When  we  conceive  of  counsel  as  deliberating 
together,  consnlting,  mutually  advising,  then 
every  busy  physician  will  admit  that  very 
often,  indeed  almost  daily,  there  arises  need 
for  such  counsel. 

After  an  experience  of  over  forty  years,  wc 
would  like  to  recommend  partnership  practice 
of  medicine  as  a very  satisfactory  way  of  auto- 
matically providing  this  daily  counsel. 

The  counsel  thus  provided  is  more  often 
than  not  informal,  and  at  times  may  be  even 
subtle,  occurring  almost  by  osmosis,  as  it 
were,  but  it  is  nevertheless  effective,  and  pro- 
vides that  assurance  which  is  often  needed  in 
treating  seriously  ill  patients. 

But  besides  these  instinctive  exchanges  of 
counsel  the  rewards  of  a medical  partnership 
are  many.  One  of  the  most  highly  valuable  re- 
wards is  that  spirit  of  comradeship  that  de- 
velops and  grows  with  the  passing  years. 

Another  rewarding  aspect  of  the  partner- 
ship practice  is  the  patients’  appreciation  of 
the  consultative  service  without  extra  cost. 
Further  obvious  advantages  that  accrue  to 
members  of  a medical  partnership  are  the  in- 
creased opportunities  afforded  for  attending 
medical  meetings  and  for  taking  post-graduate 
study.  Likewise,  vacations  and  time-off  duty 
may  be  more  surely  and  satisfactorily  arranged 
by  the  members  of  a medical  partnership  than 
by  physicians  working  alone,  and,  too,  the 
sharing  of  expenses  in  providing  the  ancillary 
phases  of  medical  practice  is  an  important 
item  and  one  that  appeals  to  most  men. 

The  most  far-reaching  value  of  medical 
partnership  is  the  opportunity  that  this  pat- 
tern of  practice  provides  for  projecting  ones 
tenure  of  service.  To  accomplish  this,  of 
course,  new  and  younger  men  need  to  be 


added  to  the  firm  as  older  men  retire.  Retire- 
ment need  not  be  fixed  by  the  number  of 
birthdays  alone,  but  may  also  be  related  to  the 
value  of  the  service  one  may  be  able  to  ren- 
der. The  service  may  often  be  that  counsel 
which  is  like  deep  water  in  the  heart  of  man, 
and  the  drawing  out  of  this  deep  water  may 
depend  on  the  understanding  of  all  the  mem- 
bers of  the  firm  rather  than  the  oracular 
powers  of  any  single  member.  This  counseling 
is  always  a two-way  stream.  There  is  some 
mutual  passing  of  encouragement  and  advice. 

If  the  values  of  the  partnership  practice  are 
so  numerous  and  so  varied,  why  is  it  that  this 
pattern  of  practice  is  comparably  rare?  Our 
opinion  about  this  woidd  be  that  it  was  the 
partners  and  not  the  partnership,  that  had 
been  the  cause  of  failure  in  many  cases,  but 
we  have  noticed  with  a great  deal  of  satisfac- 
tion that  in  the  past  decade  or  so  medical 
partnerships  are  becoming  increasingly  popu- 
lar. In  our  own  case,  the  partners  have  usually 
been  automatically  provided  by  family  ties. 
However,  this  is  not  at  all  a necessary  require- 
ment, for  men  of  kindred  spirit  may  practice 
congenially  and  harmoniously  when  there  are 
no  blood  ties  to  bind.  We  know  from  our  own 
experience  that  this  is  true.  We,  therefore, 
recommend  especially  to  the  young  men  in 
our  profession  that  they  consider  the  ad- 
vantages of  partnership  practice  of  medicine. 

J.  R.  Young  and  C.  H.  Young 


NEW  YORK  SESQUICENTENNIAL 
February  marked  the  beginning  of  the  one 
hundred  and  fiftieth  year  of  continuous  opera- 
tion of  the  Medical  Society  of  the  State  of 
New  York.  The  special  February  issue  of  the 
New  York  State  Journal  of  Medicine  contains 
an  interesting  account  of  the  Society’s  de- 
velopment and  activities  and  of  the  medical 
men  and  institutions  vitally  concerned  in  its 
growth  and  present  status. 

There  was  a medical  society  in  existence  in 
New  York  City  as  early  as  1749.  which  ap- 
parently fell  into  inactivity,  but  was  re- 
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organized  after  the  Revolution  as  a county 
society  known  as  The  Medical  Society  of  the 
State  of  New  York,  which  actually  comprised 
in  its  membership  only  the  physicians  of  New 
York  City.  This  society  yielded  its  title  to  the 
present  state  organization  in  1806.  There  was 
also  another  organization,  the  Physic  Society, 
which  was  active  before  1806. 

The  analogy  with  the  growth  of  our  South 
Carolina  Medical  Association  is  obvious.  Our 
forerunners  were  a rather  obscure  “Faculty  of 
Physic”,  existing  in  1755,  and  later  the  Medical 
Society  of  South  Carolina  (founded  1789) 
which  was  in  effect  a Charleston  County  or- 
ganization, and  which  was  active  in  promoting 
the  formation  of  a state  association  in  1S48. 
For  certain  legal  reasons  the  old  Society  re- 
tained its  name  and  still  exists,  but  the  name 
is  often  confused  with  that  of  the  South  Caro- 
lina Medical  Association. 

The  New  York  Society  is  thus  more  than 
forty  years  older  than  we  are,  and  has  a roster 
of  many  more  distinguished  members  than  we 
have.  South  Carolina  is  happy  to  wish  it  well, 
to  congratulate  it  on  its  high  achievements, 
and  to  work  alongside  of  it  to  further  our  com- 
mon interest  in  striving  to  promote  the  prog- 
ress of  medicine. 


“M.D.”  NEWSMAGAZINE 

The  most  ambitious  of  a number  of  free 
publications  which  bring  news  of  medical 
events  appeared  in  January  in  the  form  of 
M.D.,  a monthly  magazine  which  is  distributed 
without  charge  to  150,000  physicians  in  the 
United  States  and  its  possessions.  The  format 
is  that  of  several  well-known  news  weeklies, 
and  the  stvle  of  expression  follows  closely  the 
modern  journalese  of  those  magazines.  The 
latter  can  be  taken  or  left  as  one  chooses. 

The  material  is  well  selected  and  its  pre- 
sentation is  unusually  good.  Subjects  cover  a 
great  range  of  interests  which  include  or 
touch  medicine,  medicine  in  sports,  hospitals, 
the  press,  religion,  music,  art,  theater,  books, 
and  many  others.  The  articles  appear  to  be 
accurate  and  are  presented  in  very  readable 
form. 


M.D.  is  an  excellent  magazine  which  can  be 
read  practically  from  cover  to  cover  (in- 
cluding the  necessary  advertising).  It  has  set 
a high  standard  in  its  first  few  issues,  and 
should  enjoy  a continued  medical  popularity. 


DR.  D.  LESESNE  SMITH 


Dr.  Daniel  Lesesne  Smith  assumed  the 
presidency  of  the  South  Carolina  Medical 
Association  at  the  meeting  at  Myrtle  Beach 
in  1957.  Thirty  years  ago  his  father,  Dr.  Daniel 
Lesesne  Smith  also  became  president  of  the 
Association.  The  Journal  has  noted  before  that 
there  have  been  a number  of  instances  in 
which  sons  of  ex-presidents  of  the  Association 
have  followed  their  fathers  into  the  presi- 
dential chair.  This  sort  of  succession  speaks 
well  for  the  stability  of  medical  interest  in 
the  state  and  for  the  tradition  of  medicine  in 
a number  of  South  Carolina  families. 

Most  of  our  members  will  recall  the  person- 
ality and  achievements  of  Dr.  Smith,  Sr.  They 
will  remember  his  successful  accomplishment 
in  building  up  the  Infants  and  Children’s 
Sanatorium  at  Saluda  and  the  development  of 
the  Southern  Pediatric  Seminar  there.  The 
seminar  continues  to  provide  fine  post-gradu- 
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ate  instruction  to  many  of  our  members  in 
this  state  and  physicians  elsewhere.  Dr.  Smith 
was  a charter  member  of  the  American 
Academy  of  Pediatrics,  he  was  chairman  of 
the  Section  on  Pediatrics  of  the  Southern 
Medical  Association  in  1932,  and  president  of 
this  association  in  1927.  His  memory  will  live 
on  in  the  achievements  of  his  medical  family. 


NATIONAL  LIBRARY  OF  MEDICINE 

A board  of  regents  has  been  nominated  by 
President  Eisenhower  to  guide  the  new  Na- 
tional Library  of  Medicine.  Ten  eminent  per- 
sons representing  the  fields  of  medicine, 
dentistry,  pharmaceutical  production,  history 
of  medicine,  and  library  science  have  been 
named  on  a staggered  committee  which  in- 
cludes ex  officio  heads  of  the  governmental 
medical  services  and  the  Librarian  of  Con- 
gress. 

The  importance  of  this  library  can  not  be 
overemphasized.  It  is  probably  now  the  great- 
est medical  library  of  the  world,  and  its  care 
and  its  growth  are  imperative.  Congress  has 
authorized  a new  building,  which  is  needed 
badly,  but  has  failed  to  make  necessary  ap- 
propriation. Next  year  a request  will  be  made 
to  Congress  for  funds,  but  as  1958  will  mark 
the  fortieth  anniversary  of  the  earliest  formal 
effort  to  obtain  new  housing,  it  remains  to  be 
seen  whether  this  most  essential  construction 
will  be  made  possible. 

A word  from  each  of  ns  to  our  representa- 
tives in  Washington  would  be  a great  help  to 
the  cause. 


OH  PRICELESS  PRICE 
Since  Dr.  Julian  Price  of  Florence  vacated 
the  editorial  chair  of  this  journal  a few  years 
ago,  he  has  achieved  many  honors  and  estab- 
lished a high  place  for  himself  in  the  field  of 
organized  medicine.  He  has  served  on  various 
important  committees  of  the  American  Medi- 
cal Association  and  carries  on  his  duties  as 
trustee.  His  various  activities  are  almost  too 
numerous  to  mention.  Now  there  comes  to  him 
another  responsibility  inasmuch  as  he  has  been 
selected  as  one  member  of  a seven-member 
group  of  physicians  who  are  to  act  as  the  Pub- 


lic Health  Service  Advisory  Committee  on 
medical  practice  relations.  The  committee  has 
been  selected  by  the  Surgeon-General,  Leroy 
E.  Burney,  to  advise  him  on  public  health 
service  activities  related  to  the  practice  of 
medicine. 

Dr.  Price  is  a fitting  representative.  He  has 
been  and  is  in  active  practice  and  is  familiar 
with  all  facets  of  the  problems  which  might 
need  solution  in  connection  with  public  health 
service  activities.  At  the  moment,  there  seems 
to  be  no  end  to  the  possibilities  which  may  en- 
tail more  and  more  activities  by  Dr.  Price, 
and  there  seems  to  be  no  reason  why  he  can- 
not fulfill  any  requirements  which  might  come 
along. 


FIRST  SOUTH  CAROLINA  CONFERENCE 
ON  HANDICAPPED  CHILDREN 

The  First  South  Carolina  Conference  on 
Handicapped  Children  was  held  on  March 
5 - 6,  1957  at  the  Columbia  Hotel,  Columbia, 
South  Carolina.  The  Conference  was  spon- 
sored by  the  Inter- Departmental  Committee 
of  State  Agencies  concerned  with  the  welfare 
of  children  and  youth,  and  the  Nemours 
Foundation,  Wilmington,  Delaware.  The 
Nemours  Foundation,  which  gave  financial 
support  for  this  conference  is  a charitable 
corporation  for  the  advancement  of  work  with 
the  handicapped  child,  and  was  made  possible 
by  the  will  of  Mr.  Alfred  I du  Pont.  Because  of 
the  financial  support  of  the  Nemours  Founda- 
tion the  Conference  was  able  to  obtain  out- 
standing speakers  from  over  the  country. 

The  objectives  of  the  conference  were  given 
as  follows  by  Mr.  Arthur  B.  Rivers,  General 
Conference  Chairman. 

1.  Review  the  programs,  services  and  facili- 
ties now  available  in  the  State  for  meeting  the 
needs  of  handicapped  children. 

2.  Consider  these  programs,  services  and 
facilities  which  should  be  developed  in  order 
to  meet  these  needs  more  adequately. 

3.  Develop  the  understanding,  interest  and 
support  necessary  to  attainment  of  the  goals 
which  the  conference  may  formulate. 

The  Conference  was  opened  by  Dr.  Shands 
who  gave  “The  Nemours  Foundation  and  Its 
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Program  of  Conferences  in  Southern  States”. 

He  was  followed  by  Kenneth  Rogers,  M.  D., 
Assistant  Professor  of  Maternal  and  Child 
Health,  and  Assistant  Professor  of  Pediatrics, 
University  of  Pittsburgh,  who  spoke  ou  the 
“Needs  of  the  Whole  Child”. 

Harold  Williams,  Ph.D.,  of  Department  of 
Health.  Education  and  Welfare,  Washington, 
spoke  on  “Meeting  the  Needs  of  Handicapped 
Children  Through  Special  Education”. 

George  M.  Deaver,  M.  D.,  Institute  of  Phy- 
sical Medicine  and  Rehabilitation,  New  York 
University,  spoke  on  “Physical  Medicine  and 
Rehabilitation”. 

The  Conference  brought  together  over  400 
people  in  the  State,  deeply  interested  in  handi- 
capped children,  and  for  the  first  time  the 
directors  of  the  official  agencies  presented 
simultaneously  the  services  and  unmet  needs 
of  their  respective  agencies. 

Reports  were  heard  from  the  South  Caro- 
lina State  Board  of  Health,  the  South  Carolina 
Department  of  Welfare,  South  Carolina  De- 
partment of  Education,  the  South  Carolina 
Mental  Health  Commission,  and  from  the 
group  of  state-supported  institutions.  There 
were  also  reports  of  the  voluntary  agencies  of 
the  state.  The  Junior  League  Speech  and  Hear- 
ing School,  The  Columbia  Hearing  Society, 
The  Greenville  Hearing  Society,  and  several 
voluntary  agencies  interested  in  crippled  chil- 
dren, such  as  the  Crippled  Children’s  Society 
of  South  Carolina,  the  Foundation  for  Infantile 
Paralysis,  the  Shriners’  Hospital.  There  were 
also  reports  from  the  South  Carolina  Heart 
Association,  the  South  Carolina  Cancer  So- 
ciety, the  Association  for  Mental  Health,  the 
Association  for  Retarded  Children,  and  the 
Tuberculosis  Association. 

Great  interest  was  manifested  in  this  type 
of  conference  and  Dr.  John  Siegling,  at  the 
close  of  the  meeting  introduced  a resolution 
which  was  unanimously  carried:  that  the 
participants  in  the  program  go  on  record  as 
favoring  the  establishment  of  a permanent  co- 
ordinating Council  on  services  for  Handi- 
capped Children  and  the  Steering  Committee 
for  this  conference  be  empowered  to  establish 
such  a permanent  Council. 


It  is  hoped  that  Conferences  on  Handi- 
capped  Children  can  be  held  annually. 

The  Nemours  Foundation  is  printing  the 
proceedings  of  this  conference  and  copies  will 
be  distributed  to  those  who  registered  at  the 
Conference.  Also  it  will  be  distributed  to  those 
who  are  definitely  interested  and  will  make  a 
request  to  Dr.  Hilla  Sheriff,  M.  D.,  Director, 
Maternal  and  Child  Health  Division,  S.  C. 
State  Board  of  Health,  Columbia,  S.  C.,  by 
May  1,  1957. 


NEWS 


Dr.  E.  R.  Wallace,  III  lias  been  elected  president 
of  the  Barnwell  County  Medical  Society. 

Other  officers  named  are  Dr.  A.  D.  Gantt  of  Willis- 
ton,  vice  president,  and  Dr.  L.  M.  Mace  of  Barnwell 
was  re-elected  secretary-treasurer. 

Dr.  C.  C.  Freeman  of  Williston  was  president  of  the 
organization  in  1956. 


Dr.  A.  M.  Robinson  has  been  named  campaign 
chairman  of  the  Richland  County  unit  of  the  South 
Carolina  Division,  Inc.,  American  Cancer  Society. 


On  February  19th,  in  a brief  ceremony  Dr.  John  K. 
Webb,  Greenville,  received  a gavel  and  the  title  of 
president  of  the  Tri-State  Medical  Association  of  the 
Carolinas  and  Virginia.  He  replaced  Dr.  Roy  B. 
McKnight,  Charlotte,  N.  C. 

Among  the  new  officers  are  Dr.  J.  E.  Crosland, 
Greenville,  vice  president  for  South  Carolina;  Dr.  C.  S. 
McCants,  Winnsboro,  councilor  for  South  Carolina. 

Among  the  six  hold-over  councilors  are  Dr.  W.  II. 
Powe,  Greenville,  Dr.  George  Bunch,  Jr.,  Columbia; 
and  Dr.  I.  R.  Wilson,  Jr.,  Charleston. 


Dr.  Gertrude  Holmes,  Dr.  John  Latham  and  Dr. 
Williard  Mills  participated  in  a panel  discussion  on 
“Changing  Aspects  in  Allergy”  at  the  regular  meeting 
of  the  Greenville  County  Medical  Society. 


A discussion  of  medical  testimony  by  a panel  of 
widely  known  doctors  and  lawyers  featured  a joint 
meeting  at  Rock  Hill  of  the  Medical  Association  of 
the  Fifth  Congressional  District  and  the  bar  of  the 
Sixth  Judicial  Circuit. 

Attending  the  joint  meeting  from  Lancaster  were 
Glenn  Yarborough  and  Ned  Gregory,  attorneys;  and 
Dr.  S.  R.  Barber,  Dr.  R.  L.  Crawford,  Dr.  J.  C.  Har- 
ris, Dr.  Louis  G.  Llewelyn  and  Dr.  DeBert  W.  Con- 
nell. 

Moderator  for  the  discussion  was  Joseph  R.  Moss  of 
York,  a justice  of  the  South  Carolina  Supreme  Court. 

Attorney  members  of  the  panel  included  David  W. 
Robinson,  president  of  the  State  Bar  Association;  S. 
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Augustus  Black  and  J.  Means  McFaddcn  of  Colum- 
bia; and  John  M.  Spratt  of  York. 

Doctors  on  the  panel  were  Dr.  H.  R.  Pratt-Thomas 
and  Dr.  Harold  S.  Pettit,  members  of  the  faculty  of 
the  South  Carolina  Medical  College;  Dr.  William  S. 
Hall,  superintendent  of  the  State  Hospital,  and  Dr. 
Weston  Cook  of  Columbia. 

Approximately  200  doctors  and  attorneys  attended 
the  meet  at  the  Andrew  Jackson  Hotel. 


For  the  first  time  in  many  years  Varnville  has  a 
resident  physician.  He  is  Dr.  Josiah  Thompson,  an 
Augusta  native. 

He  came  here  from  Ridge  Springs,  where  he  prac- 
ticed medicine  for  the  past  three  years.  He  attended 
the  University  of  Georgia  and  the  University  of 
Georgia  School  of  Medicine,  being  graduated  from 
the  Medical  College  in  1948. 

He  served  his  internship  at  the  Columbia  Hospital 
in  Columbia,  and  during  1951-52  served  in  the  Army 
Medical  Corps  in  the  U.  S.  and  Korea. 


A proposal  to  enlarge  the  Medical  College  Hospital 
was  introduced  in  the  General  Assembly  on  March  6. 

The  bill,  sponsored  by  the  Senate  Medical  Affairs 
Committee,  would  authorize  the  Medical  College 
Board  of  Trustees  to  negotiate  with  the  federal  gov  - 
ernment to  obtain  funds  under  the  Hill-Burton  act 
for  the  construction. 

Committee  Chairman  William  P.  Baskin,  of  Lee 
Countv,  said  plans  were  for  adding  four  stories  to  the 
hospital  for  research  facilities  for  heart  and  other  dis- 
eases. The  bill  says  these  facilities  “are  now  in- 
adequate.” 

Baskin  said  it  was  estimated  the  construction  would 
cost  approximately  $.3,000,000. 

In  Charleston,  Dr.  Kenneth  M.  Lynch,  president  of 
the  college  called  the  introduction  of  the  bill  en- 
couraging. 

“We’ve  been  looking  forward  to  the  addition  lor  a 
long  time,”  he  said,  “and  this  is  the  first  of  a number 
of  steps  that  must  be  taken.” 

Dr.  Thomas  Pitts,  a member  of  the  boards  of  direc- 
tors of  both  the  Richland  County  and  South  Carolina 
American  Cancer  Society  organization,  was  moderator 
of  a panel  discussion  on  cancer  detection  and  therapy 
at  an  area  meeting  of  county  units  from  central  South 
Carolina. 

Other  physicians  participating  in  the  medical  round- 
up were  Dr.  Garrison  Latimer,  whose  topic  was  “The 
Value  of  Regular  Check-ups  in  the  Early  Detection  of 
Cancer,”  Dr.  George  Brunson,  who  spoke  on  “The  Use 
of  X-Rays  in  the  Early  Detection  of  Gancer,”  and  Dr. 
Richard  Allison,  Jr.,  who  discussed  “Early  Detection 
of  Skin  Cancer.” 


Dr.  Carl  A.  West,  for  more  than  a score  and  half 
years  a leading  practitioner  and  surgeon  of  Camden, 
was  recently  presented  with  the  Distinguished  Service 


Plaque  by  the  J.  Leroy  Belk  Post  of  the  American 
Legion. 


The  fourth  annual  Medical  Forum  series  sponsored 
by  the  Greenville  County  Medical  Society  was  in- 
augurated in  March  on  WFBC-TV  when  three  physi- 
cians answered  questions  about  polio  as  submitted  by 
the  general  public. 

Physicians  engaged  in  general  practice  of  medicine, 
internal  medicine,  and  orthopedics  composed  the 
panel  for  this  initial  program.  They  are  Dr.  Robert  C. 
Grier,  Jr.,  orthopedic  surgeon;  Dr.  McMurry  Wilkins, 
Jr.,  internal  medicine,  and  Dr.  J.  G.  Murray,  Jr.,  gen- 
eral practitioner. 


Lonita  Boggs,  M.  D.  and  R.  W.  Penick,  M.  D. 
announce  their  association  in  the  practice  of  pediatrics, 
18  Medical  Court,  Greenville. 


Dr.  Malcolm  U.  Dantzler,  a 1948  graduate  of  the 
Medical  College  of  South  Carolina,  has  been  appointed 
assistant  health  director  of  the  Charleston  County 
Health  Department  effective  around  the  first  of  June. 

Now  in  training  for  a degree  in  public  health  at  the 
University  of  North  Carolina,  Dr.  Dantzler  also  will 
take  over  the  duties  of  Dr.  Louis  E.  FitzSimons, 
clinician  for  the  Charleston  County  Health  Depart- 
ment, who  retired  April  6. 

Dr.  Dantzler  has  been  health  officer  for  Marion  and 
Dillon  Counties  and  has  served  on  the  central  ad- 
ministration of  the  State  Board  of  Health. 


Dr.  Julian  P.  Price  of  Florence  has  taken  his  place 
as  a member  of  the  newly-appointed  Public  Health 
Service  Advisory  Committee  on  Medical  Practice  Re- 
lations. 

The  Florence  doctor  is  one  of  seven  physicians 
picked  by  Surgeon  General  Leroy  E.  Burney  to  advise 
him  on  Public  Health  Service  activities  related  to  the 
practice  of  medicine. 


On  Wednesday,  March  13th,  Mr.  David  C.  Dick, 
Director  of  External  Affairs  and  Mr.  A.  C.  Starin, 
Director  of  Administration  of  the  South  Carolina  Blue- 
Cross  - Blue  Shield  Plan,  visited  in  Beaufort.  Mr. 
Dick  addressed  the  Rotary  Club  at  their  luncheon  and 
that  evening  they  joined  in  a roundtable  discussion 
with  the  Medical  Staff  of  the  hospital  and  the  Ad- 
ministrator. 


The  Army’s  Office  of  Dependent  Medical  Care, 
handling  the  new  program  that  offers  private  medical 
care  to  service  families,  is  working  on  some  long — 
and  some  short-range  plans  of  importance  to  state 
societies. 

To  meet  a problem  coming  up  in  the  next  few 
months,  the  office  is  notifying  states  that  contracts  for 
physicians’  services,  negotiated  through  the  state  so- 
cieties last  fall,  will  he  extended  automatically  when 
their  expiration  date  of  July  1 arrives.  However,  there 
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is  no  definite  time  period  set  for  any  of  the  extensions; 
each  contract  will  be  continued  in  effect  lin'd  that 
particular  state's  agreement  has  been  renegotiated. 

When  the  contract  is  extended,  according  to  Maj. 
Gen.  Paul  I.  Robinson,  head  of  the  Office  of  Depend- 
ent Medical  Care,  it  will  be  possible  to  make  necessary 
adjustments,  but  he  hopes  not  too  many  changes  will 
be  asked  at  that  time. 

Then,  after  July  1,  each  state  will  be  given  60  days’ 
notification  before  Defense  Department  makes  its 
final  audit  covering  the  period  from  December  7,  1956, 
when  the  program  went  into  effect,  through  June  30, 
1957.  This  audit  has  been  promised  in  each  state  be- 
fore renegotiation  starts. 

Both  the  state  fiscal  agents  and  Gen.  Robinson  s 
staff  should  be  well  prepared  for  renegotiations  when 
the  time  arrives.  No  renegotiations  will  be  undertaken 
until  January,  1958.  They  will  continue  for  most  of 
next  year,  on  a tentative  schedule  that  calls  for  hand- 
ling about  five  contracts  per  month. 

Under  this  tentative  arrangement,  the  contract  with 
the  South  Carolina  Medical  Association  will  be  re- 
negotiated during  the  month  of  October. 


At  the  annual  meeting  of  the  Huguenot  Society  ot 
South  Carolina  on  April  I 1 in  Charleston  the  guest 
speaker  was  Dr.  Chapman  James  Milling,  Columbia 
physician,  author,  and  poet. 

Dr.  Milling  discussed  the  Acadians  and  Santo 
Domingans,  French  refugees  who  followed  the 
Huguenots  to  South  Carolina.  He  has  written  a book 
on  the  Acadians  and  has  made  a hobby  of  studying 
folklore  and  history  ot  the  state  of  South  Carolina. 

Among  his  books  are  “Singing  Arrows,’  a collection 
of  poems;  “Exile  Without  End,  the  story  ol  the 
Acadians;  “Red  Carolinians,”  an  Indian  history,  and, 
in  collaboration  with  photographer  Carl  Julien,  a 
photographic  book  of  South  Carolina,  “Beneath  So 
Kind  a Sky.” 


Dr.  S.  C.  Schumann  recently  opened  his  office  in 
St.  Stephen.  Dr.  Schumann  has  been  practicing  at 
Russellville  for  the  past  two  and  a half  years. 


Dr.  Ruth  Smith  Johnson  of  Columbia  has  become 
a member  of  the  medical  staff  of  the  South  Carolina 
State  Hospital. 

Doctor  Johnson  was  engaged  in  the  private  practice 
of  pediatrics  in  Florence,  prior  to  coming  to  Columbia 
where  her  husband,  Dr.  Elbert  N.  Johnson,  Jr  , is  a 
physician  at  the  U.  S.  Veterans  Hospital. 


On  April  16-18  a three-day  post-graduate  seminar 
was  held  at  Greenville  General  Hospital. 

The  meeting  was  sponsored  by  the  General  Practice 
Division  of  the  hospital’s  medical  staff. 

Instructors  were  Dr.  Edgar  Hull,  department  of 
medicine  of  Louisiana  State  University;  Dr.  P.  C. 


Gazes  and  Dr.  K.  T.  McKee,  department  of  medicine, 
Medical  College  of  South  Carolina,  and  Dr.  Jack 
Paul,  department  of  pediatrics,  Medical  College  of 
South  Carolina. 

Dr.  W.  N.  Cochran  of  Spartanburg  and  Dr.  Claude 
Frazier,  of  Asheville,  N.  C.,  as  well  as  a number  of 
Greenville  doctors  took  part  in  discussions. 


ANNOUNCEMENTS 


VIROLOGY  SERVICE  NOW  AVAILABLE 

The  Laboratory  of  the  State  Board  of  Health  is 
now  performing  complement  fixation  tests  and  tissue 
culture  work  for  a limited  number  of  viral  and 
rickettsial  diseases,  according  to  Dr.  G.  S.  T.  Peeples, 
State  Health  Officer.  A satisfactory  polio  antigen  is 
not  available  at  present;  however,  tissue  culture  work 
is  being  done  on  stool  specimens  of  suspected  cases  of 
polio. 

Two  specimens  of  sera  must  be  submitted  for  \ iral 
diseases.  The  first  specimen  should  be  collected  during 
the  acute  phase  of  the  disease  and  the  second  specimen 
collected  two  to  four  weeks  later,  during  the  con- 
valescent phase  of  the  disease.  Physicians  submitting 
specimens  for  virus  work  should  communicate  with  the 
laboratory  for  information  form  and  suggested  pro- 
cedures for  collecting  and  mailing  specimens. 


Post-Session  tours  to  Europe  and  Bermuda  are  being 
offered  A.  M.  A.  members  following  the  Association’s 
Annual  Session  in  New  York  City,  June  3-7,  1957. 
Two  European  tours  are  offered — one  of  24  days  to 
France,  Italy,  Switzerland,  Belgium,  and  France,  and 
one  of  38  days,  visiting  England,  Belgium,  Holland, 
Germany,  Switzerland,  Austria,  Italy  and  France. 

In  cooperation  with  the  World  Medical  Association, 
special  scientific  sessions  of  exceptional  interest  have 
been  planned  in  London,  Paris  and  Geneva. 

In  addition  to  Europe,  the  post-session  program 
includes  three  trips  to  Bermuda,  designed  for  those 
who  may  not  have  sufficient  time  for  a European  vaca- 
tion. One  trip  is  five  days  long — the  other  eight  days, 
with  an  opportunity  to  make  the  round  trip  by  air,  or 
go  one  way  by  air  and  one  way  by  steamer. 


The  film  “Urine  Sugar  Analysis  for  Diabetics  . de- 
veloped in  cooperation  with  the  medical  profession,  is 
available  at  no  charge  to  the  Medical  and  Allied  Pro- 
fessions through  Ames  Company,  Inc. 

The  film  was  made  as  a visual  aid  to  be  used  in  the 
education  of  diabetic  patients  and  shows  the  relation- 
ship between  carbohydrates  and  insulin.  It  also  ex- 
plains in  lay  language  the  meaning  of  various  diabetic 
conditions.  It  has  been  produced  on  16  mm.  film  in 
color  and  sound  track  with  a running  time  of  approxi- 
mately 10  minutes.  Appropriate  “hand-out " literature 
accompanies  the  film. 
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Showings  at  diabetic  clinics,  diabetic  lay  so- 
cieties and  other  diabetic  groups  must  be  requested 
by  the  medical  or  allied  professions  to  Ames  Com- 
pany, Inc.,  Elkhart,  Indiana  or  an  Ames  representative. 


A full-time  eight-week  course  in  Occupational 
Medicine,  designed  for  physicians  engaged  in  the 
practice  of  medicine  in  industry,  is  being  offered  from 
September  16  through  November  8,  1957,  by  the 
New  York  University  Post-Graduate  Medical  School. 

For  further  information  write:  Office  of  the  Asso- 
ciate Dean,  NYU  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York  16,  N.  Y. 


The  American-Korean  Foundation  and  the  United 
States  Army  Medical  Service  have  announced  the  dis- 
continuation of  their  joint  project  of  shipping  medical 
books  contributed  by  individual  physicians,  medical 
schools,  hospitals  and  state  and  local  medical  societies 
to  Korea. 

Books  should  not  be  sent  to  the  Sharpe  General 
Depot  in  California  as  in  the  past  for  facilities  no 
longer  exist  for  packing  and  transshipping  to  Korea. 

In  making  the  announcement,  Howard  A.  Rusk, 
M.  D.,  President,  American-Korean  Foundation  said, 
“the  response  of  physicians  and  medical  groups 
throughout  the  country  for  our  appeal  for  books  for 
Korean  medical  schools  has  been  so  generous  that  fur- 
ther contributions  are  not  needed.”  As  a result  of  this 
program,  Dr.  Rusk  stated,  over  77  tons,  valued  at 
$76,000,  of  medical  texts,  references  and  periodicals 
have  been  shipped  to  Korea  for  distribution  to  Korean 
medical  schools. 


Approved  residencies  in  Physical  Medicine  and  Re- 
habilitation available  at  New  York  University-Bellevue 
Medical  Center  beginning  July  1,  1957.  American 
graduates  with  approved  internships  eligible  for  OVR 
Fellowship,  starting  at  $3,400.00  per  year  with  added 
dependency  allotment.  Make  immediate  application 
to:  Joseph  G.  Benton,  M.  D.  Institute  of  Physical 
Medicine  and  Rehabilitation,  400  East  34th  Street, 
New  York  16,  N.  Y. 


A post-graduate  course  on  “Fractures  in  General 
Practice”  will  be  held  from  June  13th  through  June 
15th,  sponsored  by  the  Medical  College  of  Georgia 
Foundation,  Inc.  and  the  Medical  College  of  Georgia. 
The  majority  of  the  members  of  the  faculty  for  this 
course  will  be  the  orthopaedic  surgeons  connected 
with  the  Medical  College  of  Georgia  and  the  ortho- 
paedic staff  of  the  University  Hospital.  The  guest 
participant  will  be  Dr.  Chalmers  R.  Carr,  formerly 
Chief  of  the  Orthopaedic  Service  at  the  United  States 
Navy  Hospital  and  the  National  Naval  Medical  Center, 
Bethesda,  Maryland,  who  is  now  Associate  at  the 
Miller  Orthopaedic  Clinic,  Charlotte,  N.  C. 

This  course  is  limited  to  twenty  physicians  and  the 
tuition  fee  is  $25.00.  It  has  been  approved  by  the 


American  Academy  of  General  Practice  for  twenty 
(20)  credit  hours,  Category  I. 

Application  for  attending  this  course  should  be 
made  to  Dr.  V.  P.  Sydenstricker,  Dean  of  Post- 
graduate Medical  Education,  Medical  College  of 
Georgia,  Augusta,  Georgia. 


AMA  PLANS  OUTSTANDING  MEDICAL 
MEETING  IN  JUNE 

Physicians  attending  the  AMA’s  106th  Annual  Meet- 
ing in  New  York  City  June  3-7  will  find  a star- 
studded  revue  of  exhibits,  scientific  lectures,  medical 
films  and  color  television  programs  lined  up  for  their 
pleasure  and  enlightenment.  Approximately  18,000 
physicians  from  all  over  the  country  are  expected  to 
participate  in  this  world-famous  “short  course”  in 
post-graduate  medical  education.  Focal  point  of  the 
scientific  program  will  be  the  Coliseum — New  York’s 
new  exhibition  hall— with  four  floors  devoted  to 
technical  and  scientific  exhibits,  many  of  the  scientific 
meetings  and  the  color  television  program.  A number 
of  section  meetings  plus  the  scientific  film  program 
will  be  held  in  hotels  near  the  exhibit  hall.  Head- 
quarters for  the  House  of  Delegates  will  be  the 
Waldorf  Astoria. 

An  outstanding  scientific  lecture  program  is  being 
arranged  by  the  Council  on  Scientific  Assembly. 


HARVEY  TERCENTENARY  CONGRESS  1957 
June  3rd  — June  7th 

At  The  Royal  College  of  Surgeons,  London 
The  Tercentenary  of  the  death  of  William  Harvey 
(1578-1657)  will  be  commemorated  by  an  Inter- 
national Congress  on  the  Circulation.  The  main  theme 
will  be: — 

“A  REVIEW  OF  THE  PRESENT  KNOWLEDGE 
OF  THE  CIRCULATION” 


MOUNT  SINAI  HOSPITAL 
OF  GREATER  MIAMI 
SEVENTH  ANNUAL  POST-GRADUATE 
SEMINAR 
on 

Recent  Advances  in  Diagnosis  and  Therapy 
at  the 

Fontainebleau  Hotel 
Miami  Beach,  Florida 
MAY  16,  17,  18,  19,  1957 
AAGP  GROUP  1 Accreditation  — 24  hours 
Medical  Secretary 
MOUNT  SINAI  HOSPITAL 
4300  Alton  Road  Miami  Beach,  Florida 
Registration  Fee:  Twenty  Dollars 

Voluntary  health  insurance  now  pays  more  than  25 
percent  of  the  total  annual  expenses  for  all  personal 
health  services  incurred  by  both  insured  and  un- 
insured persons  in  this  country,  Health  Information 
Foundation  reports. 
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DEATHS 


DR.  G.  R.  CAUDLE 

Dr.  G.  R.  Caudle,  70,  practicing  physician,  died  at 
his  home  on  March  12. 

He  was  born  in  Anson  County,  N.  C.  He  attended 
Davidson  College  and  was  a graduate  of  the  Medical 
School  of  North  Carolina,  class  of  1910.  He  did  post- 
graduate work  at  the  Medical  College  of  South  Caro- 
lina. He  began  tbe  practice  of  medicine  at  Mauldin 
and  continued  his  practice  in  Greenville  County  until 
the  time  of  his  death. 


DR.  J.  D.  BEARDEN 

Dr.  J.  D.  Bearden,  70,  well  known  physician  of 
Central,  died  at  his  residence  on  March  S. 

Dr.  Bearden  was  born  in  Spartanburg  County  and 
was  graduated  from  the  Medical  College  at  Charles- 
ton in  1912. 

For  the  past  44  years  he  had  made  his  home  in 
Central,  where  he  did  general  medical  practice. 

He  was  a veteran  of  World  War  1 and  was  stationed 
at  Camp  Lee,  Va.,  as  a first  lieutenant. 


DR.  JOE  NORTON  LAND 

Dr.  Joe  Norton  Land,  pioneer  physician  in  this 
area,  died  March  6 at  Anderson  Memorial  Hospital, 
where  he  was  chief  surgeon  for  many  years. 

A native  of  Oconee  County,  Doctor  Land  had  prac- 
ticed for  39  years  before  his  retirement  for  reasons  of 
ill  health. 

A graduate  of  the  medical  school  of  the  University 
of  the  South,  Sewanee,  Tenn.,  he  had  served  his 
internship  at  Emory  Hospital  at  Atlanta. 


DR.  WILLIAM  ALBERT  WHITLOCK 
Dr.  William  Albert  Whitlock,  Sr.,  90,  formerly  of 
Salley  died  on  February  24  at  an  Anderson  infirmary 
after  an  illness  of  three  weeks. 

Dr.  Whitlock  was  a native  of  Edgefield  County.  He 
practiced  medicine  over  50  years,  most  of  that  time 
in  the  Kitchings  Mill  section  of  Aiken  County.  Highly 
regarded  in  his  profession,  Doctor  Whitlock  possessed 
a large  practice  and  was  held  in  respect  by  a wide 
acquaintance.  He  retired  five  years  ago. 


DR.  JAMES  CHISOLM  HILL 
Dr.  James  Chisolm  Hill,  75,  Abbeville’s  oldest 
practicing  physician,  died  at  his  home  recently. 

lie  attended  Georgia  Tech  and  graduated  from  the 
University  of  Maryland  where  he  received  his  medical 
degree  in  1906. 

He  was  associated  with  his  father  in  the  practice 
of  medicine  until  his  father’s  death.  It  was  largely 
through  his  efforts  that  the  William’s  Academy  Build- 
ing was  purchased  in  1920  and  converted  to  the  Abbe- 
ville County  Memorial  Hospital.  He  served  as  a medi- 


cal officer  during  World  War  I and  as  a staff  physician 
for  the  Seaboard  Air  Line  Railway  for  over  40  years. 

He  was  a member  of  the  American  Medical  Associa- 
tion, South  Carolina  Medical  Association,  Abbeville 
County  Medical  Society  and  was  on  the  staff  of  Abbe- 
ville County  Memorial  Hospital. 


DR.  DRAYTON  DUNCAN  KINARD 
Dr.  Drayton  Duncan  Kinard  of  137  West  Hampton 
Avenue,  died  in  Spartanburg  General  Hospital  on 
February  21  after  a long  illness. 

Dr.  Kinard  was  a native  of  Ninety  Six  and  was  a 
retired  eye,  ear,  nose  and  throat  physician.  He  was  a 
member  of  the  South  Carolina  Medical  Association 
and  the  American  Medical  Association.  He  was  a 
graduate  of  the  Medical  College  of  South  Carolina, 
New  York  Eye,  Ear,  Nose,  and  Throat  Hospital,  and 
did  further  post-graduate  work  at  Johns  Hopkins.  He 
practiced  in  Greenwood  for  a number  of  years  before 
coming  to  practice  in  Spartanburg. 


DR.  LEWIS  ROY  BOOLE 

Dr.  Lewis  Roy  Poole,  57,  prominent  Easley  doctor, 
died  at  a Greenville  hospital  after  an  eight  months 
illness. 

Dr.  Poole  was  born  in  Traveler’s  Rest  and  re- 
ceived his  early  education  there.  After  attending  the 
University  of  South  Carolina  he  entered  the  Medical 
College  of  South  Carolina  and  graduated  in  1925. 
For  a short  time  he  served  as  public  health  officer  in 
Dothan,  Ala.,  and  later  went  to  Duncan  Hines  Hos- 
pital in  Chicago  for  1%  years. 

In  1932  Dr.  Poole  began  general  practice  in  Easley 
where  he  remained  until  1941  when  he  entered  the 
Air  Force  as  a medical  officer,  returning  to  his  prac- 
tice in  1945.  Dr.  Poole  was  a member  of  the  Ameri- 
can Academy  of  General  Practice,  and  a charter 
member  of  the  Easley  Rotary  Club.  He  was  a member 
and  former  deacon  of  the  Easley  Presbyterian  Church. 


DR.  ROBERT  T.  McGOWAN 
Dr.  Robert  T.  McGowan,  64,  surgeon  and  physician 
of  Laurens,  died  at  the  Laurens  County  Hospital 
February  11,  1957  after  an  illness  of  several  months. 

He  was  born  at  Cross  Hill  and  was  a graduate  of 
University  of  South  Carolina  and  the  Medical  College 
of  Emory  University.  lie  served  his  internship  at 
Polyclinic  Hospital  in  New  York  City  and  served  in 
both  World  Wars  I and  II  as  lieutenant  colonel.  He 
was  a member  of  the  First  Presbyterian  Church,  a 
Shriner  and  a member  of  the  South  Carolina  National 
Guard. 


In  the  past  eight  years,  the  proportion  of  the  na- 
tion’s total  medical  expenses  met  by  voluntary  health 
insurance  has  increased  three  times  as  fast  as  the 
proportion  of  Americans  holding  such  insurance,  ac- 
cording to  Health  Information  Foundation. 
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BOOK  REVIEWS 


FUNDAMENTALS  OF  CLINICAL  FLUORO- 
SCOPY. By  Charles  B.  Storch,  M.  D.,  pp.  305,  $8.75. 
Grune  & Stratton,  New  York,  1957. 

As  the  author  points  out  in  the  preface,  the  purpose 
of  this  hook  is  to  aid  the  student  in  the  supervised 
study  of  fluoroscopy.  It  is  not  intended  that  this  book 
replace  the  practical  personal  teachings  of  a trained 
Huoroscopist  which  are  most  necessary  to  gain  pro- 
ficiency in  fluoroscopy.  However,  the  information 
offered  will  make  this  period  of  training  easier  and 
more  profitable.  The  guidance  is  accomplished  through 
complete  and  clear  discussion  of  the  routines  used  in 
fluoroscopic  examinations.  A discussion  of  the 
demonstration  and  interpretation  of  the  abnormal 
findings  in  the  more  common  diseases  follows.  Many 
clear  and  instructive  illustrations  are  used.  All  of  the 
frequently  used  examinations  with  the  exception  of 
myelography  are  included  and  there  is  a section  on 
protection  and  mechanics. 

Frank  Gruber,  M.  D. 


PRINCIPLES  OF  CLINICAL  ELECTROCARDIO- 
GRAPHY. By  Mervin  J.  Goldman,  M.  D.  Assistant 
Chief  of  the  Medical  Service  and  Cardiologist,  Oak- 
land Veterans  Administration  Hospital,  Oakland. 
Assistant  Clinical  Professor  of  Medicine,  University 
of  California  School  of  Medicine,  San  Francisco.  Lange 
Medical  Publications,  Los  Altos,  California,  1956. 
Price  $4.50. 

With  the  numerous  books  now  available  on  electro- 
cardiography the  ECG  must  surely  qualify  as  our  most 
written  about  laboratory  procedure.  Virtually  all  of 
them  follow  a conventional  format  starting  with  in- 
strumentation and  electrophysiology  and  progressing 
on  through  the  normal  and  then  the  abnormal  electro- 
cardiographic patterns  and  their  interpretation.  This 
new  volume  is  organized  in  the  same  way  but  differs 
conspicuously  in  one  respect:  it  is  far  more  abundant- 
ly illustrated.  Actually,  well  over  half  the  space  is 
devoted  to  diagrams  and  electrocardiographic  tracings 
which  are  blended  in  such  a way  as  to  make  the  latter 
almost  self-explanatory.  Such  text  as  is  included  is  set 
forth  in  more  or  less  outline  form  with  a minimum  of 
discussion.  The  net  result  is  a most  graphic  and  read- 
able treatment  of  the  ECG,  with  emphasis  on  points 
of  clinical  interest  particularly  suited  to  the  busy 
practicing  physician. 

The  author  is  a cardiologist  with  an  obvious  knack 
of  stating  things  clearly  and  concisely.  One  might  like 
to  see  a few  controversial  points  presented  with  a little 
less  finality.  But  to  some  extent  this  tendency  is  at- 
tributable to  over-simplification  which  helps  rather 
than  hinders  the  beginner  in  the  field.  On  the  basis  of 
wealth  of  illustrative  material  alone  this  book  is  a 
valuable  addition  to  the  library  of  any  physician  who 


seeks  to  understand  and  interpret  electrocardiograms 
in  the  light  of  the  newer  concepts  which  stem  from  the 
contributions  of  Wilson  and  others,  and  use  of  the  uni- 
polar leads. 

Dale  Groom,  M.  D. 


CLINICAL  MEMORANDA  ON  ECONOMIC 
POISONS  By  U.  S.  Dept,  of  Health,  Education  and 
Welfare.  78  pages.  Reproduced  by  and  available  from 
National  Agricultural  Chemicals  Association,  Wash- 
ington, D.  C. 

This  small  book  presents  briefly  information  upon 
each  of  the  poisons  generally  used  as  pesticides.  For 
each  poison  is  given  its  chemical  name  and  formula, 
formulations,  uses,  physiological  action,  acute  and 
chronic  doses,  signs  and  symptoms  of  poisoning,  lab- 
oratory findings,  pathology,  differential  diagnosis  and 
treatment.  This  book  should  be  of  great  value  to  all 
physicians  called  upon  for  emergency  work. 

Wm.  McCord,  M.  D. 


THE  PHYSIC.IAN-WRITER’S  BOOK— Trick  of 
the  Trade  of  Medical  Writing.  Richard  M.  Hewitt, 
A.  M.,  M.  D.  Univ.  of  Minnesota.  W.  B.  Saunders, 
Philadelphia,  1957.  Price  $9.00. 

There  are  available  a number  of  good  books  which 
have  to  do  with  the  composition  of  scientific  papers 
and  which  offer  explicit  directions  on  form  of  arrange- 
ment and  usage  of  words.  Most  of  them  are  of  the 
handbook  variety,  and  offer  excellent  advice,  much  of 
which  seems  to  be  disregarded  by  our  current  writers. 
A new  book  on  these  subjects  is  welcomed  with  the 
hope  that  it  shall  be  widely  read  and  utilized, 
especially  since  it  comes  from  the  hand  of  a man  who 
has  had  very  extensive  experience  in  matters  of  teach- 
ing, writing,  and  editing,  and  who  approaches  the 
subject  with  enthusiasm  and  humor. 

The  purpose  of  the  book  is  to  promote  better 
writing,  and  the  arrangement  is  such  as  to  lead  the 
reader  comfortably  through  the  mazes  of  medical 
composition.  The  text  is  very  readable,  informal,  in- 
viting. It  can  be  recommended  to  anyone  who  has  to 
do  with  medical  writing. 

J.I.W. 


ULTRA  MICRO  METHODS  FOR  CLINICAL 
LABORATORIES.  By  Edwin  M.  Knights,  Jr.,  M.  D., 
Ronald  P.  MacDonald,  Ph.  D.,  Joan  Ploompun.  128 
pages.  Greene  and  Stratton,  New  York,  N.  Y.  1957. 

The  authors  of  this  small  book  have  satisfied  a 
definite  need  for  information  on  micro-clinical  chem- 
istry. The  first  three  chapters  describe  methods,  pro- 
cedures and  sources  of  special  micro  equipment.  The 
next  seventeen  chapters  are  devoted  to  special  deter- 
minations on  a micro  scale.  This  book  is  indispensable 
to  the  clinical  laboratory. 

Wm.  M.  McCord 
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CHILD  BEHAVIOR.  Frances  L.  Ilg,  M.  D.  and 
Louise  B.  Ames,  Pli.  D.  New  York.  Dell  Publishing 
Co.  1957.  Price  35  cents. 

The  work  of  Dr.  Ilg  and  Dr.  Ames  at  the  Gesell 
Institute  is  too  well  known  to  require  comment,  ex- 
cept to  say  that  it  represents  much  valuable  contribu- 
tion to  our  knowledge  of  child  behavior.  The  note- 
worthy matter  is  that  a book  previously  available  in 
relatively  expensive  form  is  now  to  be  had  at  any 
bookstand  by  any  parent  who  has  the  sum  of  thirty- 
five  cents  and  a reasonable  concern  about  the  be- 
havioral development  of  children.  It  may  be  hoped 
that  a copy  may  be  in  every  home  in  which  children 
grow  up  with  their  inevitable  problems. 

J.I.W. 


PHYSIOLOGIC,  PRINCIPLES  OF  SURGERY. 
Edited  by  Leo  M.  Zimmerman  and  R.  Levine.  50 
collaborators.  988  pages.  W.  B.  Saunders  Co.,  Phila- 
delphia. Price  $15.00. 

An  important  characteristic  of  present  day  surgery 
is  consideration  of  the  patient  as  a whole  in  a dynamic 
sense.  The  term  of  “physiologic  principles”  covers  a 
broad  spectrum  of  medical  disciplines  including  chem- 
istry, bacteriology,  endocrinology,  therapeutic  phar- 
macology and  hematology,  not  to  mention  a necessary 
sprinkling  of  anatomy  and  operative  surgery  for 
orientation.  This  book  illustrates  quite  well  how  firmly 
interdependent  these  various  approaches  to  the  study 
of  the  patient  have  become. 

The  chapters  are  well  arranged  with  remarkably 
little  overlap  of  material  or  contradiction  of  opinion. 
The  subject  matter  in  each  chapter  is  well  presented 
in  an  easily  understandable  manner.  Each  chapter 
contains  selected  references  to  current  literature,  some 
fairly  extensive.  Included  in  these  references  arc-  the 
papers  which  have  received  most  recognition  in  the 
particular  field.  The  illustrations  are  not  profuse  in 
some  areas  but  most  of  them  are  simple  and  to  the 
point.  The  index  is  adequate  and  any  item  of  interest 
can  be  located  readily. 

This  type  of  book  has  become  very  important  to  the 
surgeon  as  much  emphasis  has  been  placed  on  physi- 
ology in  surgery  during  the  last  two  decades.  A good 
understanding  of  physiology  has  become  a necessity. 
This  book  can  be  recommended  for  the  practitioner, 
the  house  officer  and  the  medical  student  as  an  up-to- 
date  report  on  the  present  status  of  a rapidly  expand- 
ing field. 

Fred  Kredel,  M.  D.  and  R.  R.  Bradham,  M.  D. 


DISEASES  OF  THE  BREAST,  by  C.  D.  Haagen- 
sen,  M.  D.  723  pp.  W.  B.  Saunders  Co.,  1955.  Phila- 
delphia— Price  $16.00. 

The  appearance  of  this  book  devoted  to  the  clini- 
cal aspects  of  breast  disease  is  welcome.  The  author 
is  eminently  qualified  to  produce  the  work,  having 
had  an  abiding  interest  in  breast  disease  and  wide 


recognition  for  his  contributions  to  the  knowledge  ol 
such  disease.  There  is  detailed  consideration  of  the 
anatomy  and  physiology  of  the  breasts,  the  methods 
of  diagnosis  and  the  difficulties  to  which  the  breast  is 
subject,  ranging  from  hypertrophy  to  malignancy.  The 
first  person  method  of  presentation  detracts  from  the 
book  in  the  reviewer’s  opinion. 

More  than  one-half  of  the  book  deals  with  cancer 
of  the  breast.  The  author’s  views  on  some  of  the  cur- 
rent problems  in  mammary  cancer  are  interesting.  The 
author  continues  to  favor  radical  mastectomy  over 
McWhirter’s  recent  application  of  x-ray  along  with 
partial  mastectomy  as  primary  treatment  for  breast 
malignancy.  Haagensen  believes  that  the  one  fact  that 
is  outstanding  in  a critical  comparison  of  radical 
mastectomy  and  primary  roentgen  therapy  is  that  the 
radiotherapeutists  have  not  presented  data  as  vet  to 
prove  that  they  can  achieve  a 5 or  10  year  survival 
rate  which  can  approach  the  author’s  current  rate. 
Another  facet  of  interest  concerns  a reevaluation  of 
the  author’s  presentation  in  1951  of  his  criteria  of 
operability  in  association  with  Dr.  A.  P.  Stout.  His 
data  at  that  time  showed  that  certain  signs  of  ad- 
vancing carcinoma  of  the  breast  would  pronounce  the 
lesion  as  categorically  inoperable.  His  criteria  of  oper- 
ability have  been  strongly  criticized  as  much  too  pessi- 
mistic. One  of  his  categorically  inoperable  groups  was 
carcinoma  occurring  with  pregnancy  or  lactation.  The 
attack  against  his  criteria  was  strongest  at  this  point. 
It  is  interesting  to  note  that  the  author  has  retrenched 
and  yielded  this  point,  having  found  that  10  of  their 
31  cases  are  5 year  clinical  cures.  Such  a discovery 
prompts  him  to  admit  that  the  ideal  of  preoperative 
criteria  which  will  exclude  all  incurable  patients  has 
not  been  achieved.  His  continuing  search  for  that 
ideal  is  praiseworthy.  At  the  present  time,  he  is  using 
in  selected  cases  biopsy  of  the  internal  mammary 
nodes,  the  apex  of  the  axilla  and  the  supraclavicular 
nodes  as  aids  in  determining  operability. 

As  a source  of  reference,  this  work  will  be  a valu- 
able addition  to  the  library  of  the  physician  who  is 
daily  involved  with  problems  of  breast  disease.  The 
minute  treatment  of  the  data  is  not  likely  to  appeal  to 
those  at  the  level  of  general  training  or  to  the  casually 
interested. 

Louie  B.  Jenkins,  M.  D 


According  to  Health  Information  Foundation,  the 
average  American  incurred  total  charges  of  $71.50  for 
medical  care  and  services  in  1956.  In  the  same  year, 
the  average  person  covered  by  voluntary  health  insur- 
ance received  benefits  of  $27. 


The  American  people  spent  more  than  $11.8  billion 
for  personal  health  services  during  1956,  Health  In- 
formation Foundation  reports.  More  than  25  percent 
of  this  sum,  or  almost  $3  billion,  was  covered  by 
voluntary  health  insurance. 
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CONFIRMED  THERAPEUTIC  UflLITY 


Pro-Banthine!.. 
A Primary 


Drug  in  Peptic  Ulcer 


promptly 


* - . ■ 


. 


* 


. 

-,n 


secretion  decreased 
effectively 


motility 

inhibited  consistently 


Among  the  many  clinical  indications  for 
Pro-Banthine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  foremost.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a singularly  valuable  agent 
when  used  in  conjunction  with  diet,  antacids, 
sedation  and  psychotherapy  as  required. 
Lichstein  and  his  associates*  report  that 
Pro-Banthine  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain,  in  de- 
pressing gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility.  The 


incidence  of  side  effects  was  minimal.  . . 

The  therapeutic  utility  and  effectiveness  of 
Pro-Banthine  in  the  treatment  of  peptic  ulcer 
are  repeatedly  confirmed  in  the  medical  lit- 
erature. Dosage:  One  tablet  with  each  meal 
and  two  tablets  at  bedtime.  G.  D.  Searle  & 
Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


♦Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.:  Pro- 
Banthine  in  the  Treatment  of  Peptic  Ulcer.  A Clinical 
Evaluation  with  Gastric  Secretory,  Motility  and  Gastro- 
scopic  Studies.  Report  of  60  cases,  Am.  J.  M.  Sc.  232:156 
(Aug.)  1956. 
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BILL  OF  FARF. 


ROAST. 

Hoast  Turkey.  Roust  /V//. 

with  rrunhenii  sunrr.  n ith  apple  s a" 

Ferris  Ham. 

Beef  Tongue. 

Sardines,  with  lemon. 

Snipe  on  toast. 

Salmon. 

Potato  Salad. 
Chicken  Salad. 
Saratoga  Chips. 

Choiurhow,  Olives. 


PASTRY. 

Cakes  Flail.  Viimnlate , Pincnppb  . ('mount.  Plain 
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Oranges. 
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I afire. 
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Tea. 
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Claret, 
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Bananas. 
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Pineapple. 
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Madeira, 
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DISSECTING  AORTIC 
ANEURYSM 

SURGICAL  INTERVENTION  IN  A CASE  PRESENTING  AS  LOWER 

AORTIC  OCCLUSION 


Bernard  E.  Ferrara,  M.  D.  and  J. 

Rupture  of  the  aorta  with  dissection  of  the 
aortic  wall  (dissecting  aneurysm)  is  a 
surgical  emergency.  It  is  a disease  of 
grave  prognosis  with  an  estimated  mortality 
of  75  to  90  per  cent.  Probably  less  than  10  per 
cent  of  all  victims  of  this  malady  survive 
sufficiently  long  to  die  of  some  other  disease 
process.  The  most  common  cause  of  death  is 
rupture  of  the  aorta  into  one  of  the  body  cavi- 
ties. Most  frequently  the  rupture  is  into  the 
pericardial  cavitv.  The  usual  site  of  origin  of 
the  dissection  is  in  the  ascending  aorta  but  it 
may  occur  anywhere  along  the  length  of  the 
vessel. 

The  etiology  is  related  to  degeneration  of 
the  medial  coat  of  the  aorta,  progressing  to 
necrosis  and  hemorrhage  in  the  media.  As  the 
aorta  loses  its  elasticity,  the  stretch  with  sys- 
tole and  diastole  produces  a rent  in  the  intima 
which  allows  blood  under  pressure  to  reach 
the  diseased  media.  The  dissection  then  is 
under  way.  The  dissection  may  remain 
relatively  localized,  or  it  may  extend  variable 
distances  down  the  abdominal  aorta  and  into 
its  branches.  If  the  dissection  does  not  rupture 
back  into  the  aortic  lumen  ;\t  a lower  point, 
producing  a spontaneous  cure,  either  aortic 
occlusion  or  rupture  with  hemorrhage  and 
death  may  occur.  Likewise,  occlusion  of  vital 
aortic  branches  may  cause  death. 

The  first  surgically  created  re-entry  of  a 
dissection  was  reported  by  Gunn.1  The  re- 

Dr.  Ferrara  is  Instructor  in  Surgery,  Medical  Col- 
lege of  South  Carolina.  Dr.  Aslunore  is  a Research 
Fellow  of  the  National  Heart  Institute. 


D.  Ashmore,  M.  D.,  Charleston 

entry  was  made  into  the  right  iliac  artery.  A 
similar  procedure  with  fenestration  of  the 
aortic  intima  has  been  reported  by  Shaw.2 
Johns3  reported  an  aneurysm  which  originated 
in  the  abdominal  aorta,  and  ruptured  retro- 
peritoneally.  The  site  of  rupture  was  sutured. 
It  was  not  recognized  at  operation  that  this 
was  a dissecting  aneurysm.  All  of  these  pa- 
tients died  of  renal  failure. 

DeBakey  and  his  associates,  with  extensive 
experience  in  the  treatment  of  aortic  disease, 
have  attacked  vigorously  this  devastating 
problem  of  aortic  dissection.4,5  Thus  far,  there 
have  been  seven  survivals  in  ten  patients  sur- 
gically treated.  Two  operative  procedures  are 
utilized,  depending  upon  the  site  of  origin  of 
the  dissection.  If  the  dissection  begins  in  the 
ascending  aorta,  the  aorta  is  divided  above  or 
below  the  left  subclavian  artery  and  united 
again  by  suture  which  does  not  include  the 
anterior  intimal  layer  of  the  superior  segment 
but  includes  all  coats  of  the  inferior  segment. 
If  the  dissection  originates  in  the  descending 
aorta,  the  aorta  is  divided  above  the  aneurysm 
and  all  coats,  superiorly  and  inferiorly,  are 
sutured  circumferentially.  The  latter  technique 
is  also  used  with  graft  substitution,  if  the  dis- 
sected segment  can  be  excised. 

The  following  case  report  is  of  interest  be- 
cause of  several  unusual  features. 

Case  Report 

Roper  Hospital  #32308:  The  patient  was  a 64  vear 
old  colored  female  who  was  first  seen  in  the  emer- 
gency room  on  March  26,  1956.  She  was  extremely 


apprehensive  and  complained  of  pain  in  both  legs 
and  in  the  back.  She  stated  that  she  was  well  until 
one  hour  before  admission  when  while  in  bed  she 
experienced  a sudden  severe  pain  in  the  left  side  of 
her  chest  radiating  through  to  her  back.  When  she 
tried  to  arise  to  summon  aid,  she  was  unable  to  bear 
weight  on  her  legs,  which  felt  numb  and  cold.  She 
crawled  from  her  room  and  was  assisted  by  a mem- 
ber of  her  family. 

Anamnesis  revealed  no  previous  known  hyper- 
tension, heart  disease,  or  related  symptoms.  No 
significant  contribution  was  obtained  from  review  of 
systems. 

Physical  examination  revealed  a well-developed 
and  nourished  colored  female  in  acute  distress.  She 
appeared  younger  than  her  stated  age.  Grade  I 
arteriosclerotic  changes  were  noted  in  the  fundus  of 
the  eye.  The  lungs  were  clear  to  auscultation  and 
percussion.  The  heart  was  not  enlarged.  There  was  a 
normal  sinus  rhythm  with  an  apical  rate  of  80  per 
minute.  The  blood  pressure  was  280/110  in  both 
arms.  The  carotid  and  radial  pulses  were  present 
bilaterally.  The  abdominal  aorta  was  palpated  in  the 
epigastrium.  No  iliac  or  femoral  pulsations  could  be 
felt.  Pulsations  in  the  popliteal,  posterior  tibial,  and 
dorsalis  pedis  were  likewise  absent.  Neurological  ex- 
amination showed  absent  tendon  reflexes  in  the  lower 
extremities  with  normoactive  upper  limb  responses. 
Sensation  to  touch  and  pain  was  diminished  below 
the  inguinal  creases  bilaterally. 

A urinalysis  revealed  ++  albumin,  but  was  other- 
wise normal.  The  blood  count  was  not  abnormal.  An 
ECG  pattern  was  that  of  left  heart  strain. 

Diagnosis  of  dissecting  aneurysm  of  the  aorta  was 
made.  Saddle  embolus  at  the  aortic  bifurcation  was 
also  considered.  The  patient  was  prepared  for 
laparotomy.  The  bladder  was  catheterized  and  in  the 
two  hour  interval  before  operation  60  ml.  of  urine 
were  collected.  Bilateral  lumbar  paravertebral  blocks 
appeared  to  elevate  the  skin  temperature  of  the  legs 
but  offered  no  subjective  relief. 

Through  a midline  incision  the  aorta  was  exposed 
after  the  overlying  peritoneum  was  incised  and  the 
bowel  eviscerated.  There  was  minimal  fusiform  en- 
largement of  the  aorta,  which  was  characterized  by 
marked  bluish  discoloration.  The  appearance  was 
such  that  rupture  seemed  imminent.  The  aorta  was 
pulsatile  to  a point  2 cm.  below  the  renal  arteries, 
beyond  which  no  pulsations  could  be  felt.  The  outer 
dissected  coat  of  the  aorta  and  both  iliacs  was  incised 
and  clots  and  dark  blood  was  aspirated.  The  medial 
clot  had  so  compressed  the  intima  that  there  was  al- 
most total  occlusion  of  the  aortic  lumen.  The  intima 
at  the  origin  of  the  inferior  mesenteric  artery  and  also 
in  the  right  external  iliac  was  torn  during  operative 
manipulation.  It  was  impossible  to  close  the  incision 
in  the  outer  dissected  coat  of  the  aorta  and  the  iliacs, 
since,  with  the  tension  released  by  incision,  it  became 
inelastic  and  could  not  be  approximated  over  the 


intimal  coat.  There  was  dissection  superiorly  as  far 
as  the  aorta  could  be  visualized  and  it  was  assumed 
that  the  dissection  had  begun  somewhere  in  the  thora- 
cic aorta.  Since  the  aortic  pulsations  were  of  good 
quality  above  and  at  the  level  of  the  renal  arteries,  it 
was  felt  that  a re-entry  could  be  created  in  the 
abdominal  aorta.  Due  to  circumstances  present, 
fenestration  was  n 1 possible.  A decision  was  made 
to  resect  the  infra-renal  aorta  and  the  bifurcation  and 
to  replace  these  structures  by  a graft;  the  graft  to  be 
sutured  superiorly  only  to  the  outer  aortic  coat  allow- 
ing the  dissected  stream  of  blood  to  re-enter 
the  aortic  lumen  circumferentially.  ( Fig.  1 & 2 ) 

The  aorta  was  clamped  below  the  renals  with  a 
Satinsky  arterial  clamp  and  divided  2 cm.  below  the 
origin  of  the  renals.  The  intima  was  cored  out 
superiorly  1 cm.  above  the  level  of  transection.  The 
intima  of  the  aorta  and  both  iliacs  was  removed.  The 
outer  museulo-adventitial  layer  was  left  posteriorly. 
Control  of  bleeding  from  the  lumbar  branches  was 
difficult  and  rapid  transfusion  of  2000  ml.  of  blood 
was  required  to  maintain  blood  pressure.  The  left 
common  iliac  and  the  right  external  iliac  were  divided. 
The  right  internal  iliac  was  ligated.  There  was  dense 
intimal  atherosclerosis  in  the  right  external  iliac.  This 
was  cored  out  several  cm.  distal  to  the  site  of  operative 
division. 

A bifurcation  was  fashioned  from  a tube  of  orlon 
mesh.  The  plastic  was  anastomosed  to  the  adventitia 
and  media  proximally,  leaving  the  intimal  edge  free, 
creating  a double  barreled  lumen.  (Fig.  1)  The  anas- 


Figure  1 

Diagrammatic  saggital  section  showing  relationship 
of  the  latiers  of  the  aorta,  the  aortic  dissection,  and 
the  suture  line  at  the  graft  site. 

tomosis  to  the  right  external  iliac  included  the 
musculo-advential  coat  only.  (Fig.  2)  The  anastomo- 
sis of  the  left  common  iliac  included  all  layers  of  the 
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vessel  wall.  Continuous  5-0  silk  was  used  for  all 
anastomoses. 


Post-operative  Course:  The  patient  reacted  from 
anesthesia  two  hours  after  operation.  Femoral  pulses 
were  present  bilaterally  at  the  completion  of  the  pro- 


hypoqastric  ARTERIES 

Figure  2 

Drawing  of  completed  graft  showing  relationship  of 
suture  line  to  the  aortic  intima. 

cedure.  The  dorsalis  pedis  and  the  posterior  tibial 
pulses  were  palpable  on  the  left  but  not  on  the  right. 
The  right  foot  appeared  viable  and  was  warm.  An 
additional  500  ml.  of  blood  was  given  in  the  im- 
mediate post-operative  period.  Eight  hours  after 
operation  the  patient  had  excreted  a total  of  400  ml. 
of  urine.  After  this  almost  total  anuria  was  observed 
and  scleral  icterus  was  noted.  On  the  first  post-opera- 
tive day  the  serum  bilirubin  was  2.6  mg.  per  100  ml. 
Twenty  four  hours  later  it  had  risen  to  4.6  mg.  The 
anuria  persisted  and  despite  fluid  restriction  and  usual 
supportive  measures  the  patient  died  on  the  third 
post-operative  day.  During  the  last  day  of  life  the 
viability  of  the  right  foot  was  questionable.  Rematch- 
ing of  the  transfused  blood  revealed  no  incompatibil- 
ity; and  a Coombs  test  was  negative. 

At  autopsy,  the  origin  of  the  dissection  proved  to  be 
in  the  descending  aorta  just  distal  to  the  origin  of 
the  left  subclavian  artery.  At  this  point  there  was  a 
longitudinal  tear  2 cm.  in  length  in  the  intima  of  the 
anterior  aortic  wall.  The  dissection  remained  anterior 
for  5 cm.  distal  to  the  point  of  origin,  and  then  be- 
came circumferential.  The  branches  from  the  aorta 
were  spared.  Particular  interest  was  given  to  the 
renal  arteries  since  the  anuria  could  have  resulted 
from  arterial  occlusion  rather  than  a transfusion  re- 
action. No  occlusion  was  demonstrable.  One  un- 
expected and  unexplained  finding  was  a 20  cm.  area 
of  gangrene  in  the  mid  ileum.  No  arterial  occlusion 
could  be  demonstrated  nor  was  venous  thrombosis 
established.  Microscopic  sections  of  the  kidneys  re- 
vealed tubular  necrosis  with  hemoglobin  pigment 


casts.  ( Fig.  3 ) 

Discussion 

The  pre-operative  diagnosis  of  dissecting 
aneurysm  seemed  certain  from  the  history  ob- 
tained and  the  physical  findings  elicited.  A 
saddle  embolus  was  not  felt  likely  because  of 
the  lack  of  cardiac  arrhythmias,  and  lack  of 
evidence  of  recent  myocardial  infarction.  The 
absence  of  any  symptoms  relative  to  arterial 
insufficiency  of  the  lower  extremities  made  the 
possibility  of  thrombosis  in  a narrowed  athero- 
sclerotic aorta  remote.  Since  urinary  output 
was  maintained  during  the  period  of  observa 
tion  before  surgery,  it  was  felt  that  the  aortic 
branches  were  spared  by  the  dissection.  Thus 
an  abdominal  approach  rather  than  an  ab- 
domino-thoracic  or  a thoracic  approach 
seemed  indicated. 


Figure  3 

Section  of  kidney  showing  hemoglobin  plugging  renal 
tubules. 

The  hemorrhagic  condition  of  the  media  of 
the  lower  abdominal  aorta  gave  evidence  of 
imminent  rupture,  emphasizing  the  emergency 
nature  of  this  condition.  Under  circumstances 
present  at  operation  aortic  resection  witli 
graft  substitution  seemed  the  preferable  pro- 
cedure. The  graft  was  sutured  so  as  to  allow 
the  dissected  stream  of  blood  to  re-enter  the 
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aortic  lumen  circumferentially.  Satisfactory 
blood  flow  was  restored  to  the  left  lower  ex- 
tremity. The  impaired  flow  to  the  right  leg 
was  related  to  the  anastomotic  suture  in  the 
right  external  iliac  which  did  not  include  the 
intima. 

The  fatal  outcome  of  the  case  within  a short 
interval  following  renal  shutdown  is  perplex- 
ing. The  finding  of  an  area  of  small  bowel 
the  procedure  employed. 

Summary 

A case  of  dissecting  aortic  aneurysm  pre- 
senting as  occlusion  of  the  lower  abdominal 
aorta  has  been  described.  Aortic  resection  with 
graft  substitution  utilizing  a method  of  suture 
not  previously  reported  was  used  in  the  treat- 


ment of  this  condition.  The  occurrence  of  a 
transfusion  reaction  with  renal  shutdown  and 
unexplained  bowel  necrosis  and  early  demise 
of  the  patient  prevents  proper  evaluation  of 
the  procedure  employed. 
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ACHALASIA  OF  THE 
ESOPHAGUS 

Richahd  S.  Wilson,  M.  D. 

Spartanburg,  South  Carolina 


Achalasia  of  the  esophagus  appears  to 
consist  of  hypertonus  of  the  distal  por- 
tion of  the  esophagus  and  atony  of  the 
proximal  area  of  the  musculature.  Dystonia  is 
suggested  by  Wangensteen1  as  more  accu- 
rately reflecting  the  true  nature  of  the  disease. 
There  has  been  much  speculation  about  the 
underlying  cause  of  the  condition  but  it  has 
not  as  yet  been  definitely  determined.  The 
most  likely  explanation  so  far  is  that  the  con- 
dition is  due  to  an  imbalance  in  the  nerve  sup- 
ply to  the  esophagus,  possibly  an  absence  of 
nerve  cells  in  the  plexuses  of  Auerbach. 

The  presenting  symptoms  of  achalasia  are 
dysphagia  in  86  per  cent,  pain  in  37  per  cent, 
and  weight  loss  in  45  per  cent  of  patients.2 
Dysphagia  appears  first  and  is  increased  by 
the  intake  of  solid  food.  The  dysphagia 
usually  consists  of  the  regurgitation  of  un- 
digested food  particles  long  after  eating.  There 
is  no  bile  or  gastric  juice  in  the  regurgitated 
material  and  the  material  is  frequently  malo- 
dorous from  bacterial  action.  Some  of  the  par- 

From  the  Department  of  Surgery,  Spartanburg  Gen- 
era! Hospital. 


tides  may  stay  in  the  esophagus  for  weeks! 
The  patient  has  a sensation  of  fullness  relieved 
only  by  vomiting.  Pain  is  characteristically 
substernal  with  occasional  radiation.  Weight 
loss  ranges  from  a few  to  many  pounds.  With 
the  help  of  small  frequent  feedings,  the  pa- 
tient has  usually  learned  to  maintain  minimal 
body  requirements. 

Radiographic  evidence  confirms  the  clinical 
diagnosis.  Extreme  dilatation  of  the  esophagus 
is  present  above  a narrow  terminal  zone 
through  which  only  a trickle  of  material  is 
allowed  to  enter  into  the  stomach.  A differ- 
ential point  on  x-ray  examination  from  car- 
cinoma of  the  lower  part  of  the  esophagus  or 
of  the  cardia  of  the  stomach  is  that  in  achalasia 
the  esophageal  shadow  terminates  as  a funnel- 
shaped  deformity.  The  dilatation  of  the 
esophagus  is  usually  more  marked  in  achalasia. 

Medical  management  should  be  tried  in  all 
cases.  This  consists  of  using  antispasmodics, 
small  frequent  feedings,  postural  drainage, 
and  dilatation.  The  most  effective  method  of 
dilatation  is  done  with  a hydrostatic  Plummer 
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bag  passed  over  a string.  The  only  hazard  of 
dilatation  with  the  hydrostatic  bag  is  rupture 
of  the  esophagus.  This  occurs  in  1.7  per  cent 
of  dilatations.3  Dilatation  and  medical  man- 
agement will  provide  relief  for  about  80  per 
cent  of  patients.  Eventual  failure  to  respond 
to  repeated  dilatations  or  increased  hazard 
with  instrumentation  requires  surgical  inter- 
vention. 

Various  surgical  procedures  have  been  de- 
vised to  correct  this  condition,  most  of  which 
were  for  one  reason  or  another  unsatisfactory. 
Mikulicz  in  1904  used  manual  dilatation  of 
the  esophagus  through  a gastrotomv.  Wendel 
in  1910  made  a vertical  incision  which  was 
closed  transversely.  Heyrovsky-Grondahl  in 
1913  made  a U-shaped  incision  similar  to  a 
Finney  pyloroplasty.  Wangensteen  in  1950  re- 
sected the  lower  part  of  the  esophagus  and 
most  of  the  stomach  in  combination  with  a 
pyloroplasty. 

Any  operative  procedure  which  permits  re- 
flux of  gastric  contents  results  in  esophagitis, 
and  its  complications  of  ulceration,  hemor- 
rhage, and  stricture.4  The  normal  sphincter 
mechanism  of  the  esophago-gastric  junction 
must  be  left  intact. 


Figure  1 

Heller  esoghagocardiomyotomtj.  Division  of  circular 
muscle  fibers  for  8-12  cms.  under  direct  observation 
with  digital  control  through  high  gastrotonu/. 


The  Heller  procedure  of  cardiomyotomy 
(Fig.  1)  first  devised  in  1913  has  proved  the 
most  satisfactory  surgical  method  for  dealing 
with  achalasia.2,3.4  A longitudinal  incision  is 
made  through  the  muscular  wall  of  the  lower 
part  of  the  esophagus  and  the  proximal  end 
of  the  stomach,  preserving  the  mucosa  intact. 
A high  gastrotomy  opening  to  insert  a finger 
into  the  lower  esophagus  is  advised  for  better 
direct  observation  and  digital  control  of  the 
myotomy  incision.  Wangensteen  has  empha- 
sized that  the  myotomy  incision  must  be  at 
least  8 to  12  cms.  in  length  in  order  to  give  a 
good  result.  A transthoracic  approach  is  prefer- 
able to  provide  adequate  exposure. 

Case  Report 

A 42  year  old  colored  male  was  admitted  to 
Spartanburg  General  Hospital  on  December  31,  1956 
with  a four-year  history  of  progressive  substernal  dis- 
tress occurring  after  meals.  There  had  been  an  in- 
creasing sensation  of  fullness.  Vomiting  almost  im- 
mediately after  meals  gave  partial  relief.  A twenty- 
pound  weight  loss  had  occurred  and  was  most  marked 
during  the  last  three  months.  Blood  count  was  normal; 
Leucocytes,  5,950  with  64%  segmented  forms,  35% 
lymphocytes,  1 stab.  Hemoglobin  13.7  gm.  Packed 
cell  volume  42%.  The  serum  test  for  syphilis  was 
negative.  Roentgenograms  revealed  extreme  dilatation 
of  the  esophagus  with  a funnel-shaped  termination 
just  above  the  diaphragm.  At  the  end  of  four  hours 
practically  no  barium  passed  into  the  stomach.  The 
radiological  diagnosis  was  achalasia  of  the  esophagus. 
Chest  film  was  negative. 

A Heller  esophago-eardionryotomy  was  performed 
on  January  11,  1957  under  endo-tracheal  anesthesia. 
A transpleural  approach  with  seventh  rib  resection  was 
used.  The  cardia  and  lower  part  of  the  esophagus 
were  mobilized.  The  diaphragm  was  opened  widely. 
A high  gastrotomy  incision  was  made  and  a finger 
inserted  into  the  lumen  through  the  cardia  into  the 
lower  portion  of  the  esophagus.  The  muscle  layers 
were  divided  longitudinally  over  a distance  of  10  cm. 
leaving  the  mucosa  exposed.  A Levine  tube  was 
passed  from  the  esophagus  into  the  stomach.  The  pa- 
tient’s condition  remained  stable  throughout  the  pro- 
cedure and  his  immediate  post-operative  condition 
was  good.  Gastric  suction  through  the  Levine  tube 
was  used  for  four  days  at  which  time  feedings  through 
the  tube  were  begun.  The  tube  was  removed  on  the 
10th  post-operative  day.  Convalescence  was  un- 
complicated. The  patient  noted  immediate  relief  from 
dysphagia  and  a 9-pound  weight  gain  within  the  first 
three  weeks.  X-ray  examination  two  weeks  after 
operation  revealed  that  the  barium  passed  readily  and 
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freely  into  the  stomach. 

Summary 

Achalasia  of  the  esophagus  is  a formidable 
condition  with  severe  derangement  of  the 
mechanism  of  the  esophagus.  It  frequently 
progresses  to  almost  complete  obstruction. 
Eighty  per  cent  of  the  cases  can  be  handled 
by  medical  management  and  dilatation.  At  the 
present  time  the  Heller  cardiomvotomv  is  the 
most  satisfactory  surgical  treatment.  It  is  aided 
by  digital  control  through  a high  gastrotomy 
incision.  A length  of  8 to  12  cm.  of  longi- 
tudinal division  of  the  muscular  fibers  of  the 
lower  part  of  the  esophagus  and  the  cardiac- 


region  of  the  stomach  is  essential  to  give  good 
results.  A transthoracic  approach  is  advisable 
for  adequate  exposure.  An  illustrative  case 
report  is  presented. 
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TYPES  OF  HUMAN  CANCER  MOST  RESPONSIVE 

TO  CHEMOTHERAPY 

John  R.  Sampey,  Ph.D.,  Furman  University 


A study  of  1600  references  on  the  clinical 
treatment  of  cancer  with  chemical 
agents1  has  given  the  author  an  op- 
portunity to  note  the  types  of  neoplasms 
which  have  responded  to  this  method  of  treat- 
ment which  holds  so  much  promise  in  the 
management  of  human  cancer.  The  material 
is  limited  to  clinical  reports  published  since 
1949. 

One-third  of  these  1600  articles  deal  with 
the  management  of  the  various  types  of  leuke- 
mia. Some  reports  describe  results  on  more 
than  one  type  of  leukemia,  so  that  the  follow- 
ing tabulation  exceeds  the  549  separate  clini- 
cal publications  made  on  the  management  of 
this  disease:  acute  leukemia  in  children  and 
adults,  205  papers,  myeloid  leukemia  187, 
lymphoid  leukemia  181,  granulocytic  leukemia 
27  and  monocytic  24,  and  undesignated  tvpe 
of  leukemia  86. 

Lymphomas  and  Hodgkin’s  disease  are 
closely  allied  neoplasms.  The  former  has 
called  forth  180  chemotherapeutic  studies,  and 
the  latter  236  reports. 

Cancer  of  the  male  and  female  sex  organs 
have  accounted  for  an  even  larger  number  of 
investigations  on  their  management  with 
chemicals.  Cancer  of  the  breast  leads  with  310 
articles,  followed  by  neoplasms  of  the  prostate 
201,  ovaries  48,  cervix  47,  uterus  30  and  testes 
7. 

Other  types  of  neoplasms  which  have  re- 
ceived major  attention  from  chemotherapy  for 


their  management  include:  lung  cancer  133 
reports,  thyroid  66,  skin  60,  polycythemia 
vera  59,  multiple  myeloma  40,  bone  38, 
stomach  31  and  rectum  25. 

The  chemical  agents  which  have  proved 
most  effective  in  treating  these  human  cancers 
constitute  the  other  side  of  the  interesting 
story.  More  than  40%  of  the  published  in- 
vestigations in  the  last  decade  describe 
clinical  trials  with  hormones.  Estrogens  have 
been  employed  most  frequently  in  the 
management  of  human  cancer  with  230  re- 
ports. Androgens  account  for  140  investiga- 
tions, cortisone  143,  ACTH  115,  thyroid  65 
and  pituitary  18. 

Radioactive  isotopes  make  up  the  second 
most  frequently  used  agents  in  the  palliative 
therapy  of  neoplasms.  Radiophosphorus  with 
92  reports,  and  radiogold  with  90  lead,  fol- 
lowed by  radioiodine  with  65,  and  radio- 
cohalt with  40. 

Folic  acid  antagonists  have  been  given  ex- 
tensive trials  as  anti-cancer  agents,  amino- 
pterin  calling  forth  115  investigations,  ame- 
thopterin  35  and  amino-an-fol  9. 

Other  chemicals  showing  great  promise  in 
the  management  of  cancer  are  nitrogen 
mustards  with  180  published  papers,  TEM 
124,  urethan  58,  myleran  51,  phosphoramides 
23,  6-MP  22  and  podophyllin  21. 
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AMINO-ACIDURIA  IN 
CHILDHOOD 

CYSTINURIA  OR  CYSTINOSIS? 

A CASE  REPORT 

William  Skinner,  M.  D.,  Christopher  Doritis,  M.  D„  and  J.  R.  Paul,  Jr.,  M.  D. 

Charleston,  S.  C. 


Amino-aciduria  occurs  in  several  disturb- 
ances of  metabolic  function.  It  may 
complicate  acute  illnesses  of  liver  or 
kidney,  or  accompany  chronic  wasting  and 
cachexia.  Normal  healthy  individuals  excrete 
only  minute  amounts  of  amino-acids  in  the 
urine,  virtually  all  of  these  being  reabsorbed 
from  glomerular  filtrate  by  the  renal  tubule. 
There  are  several  well  defined  though  rather 
rare  conditions  of  quite  varying  symptomatolo- 
gies which  have  the  common  characteristic  of 
definitely  abnormal  amino-aciduria.  Some  of 
these  are  associated  with  persistent  abnormal 
amino-acidemia  from  birth.  Phenyl  pyruric 
oligophrenia  is  a classic  example  of  such  a 
condition.  One  group  of  conditions  associated 
with  amino-aciduria  which  is  commonly  con- 
sidered together  is  the  group  with  abnormal 
cystine  metabolism.  We  wish  to  discuss  this 
group  because  while  most  writers  seem  to  feel 
that  the  patients  exhibiting  the  cystine  diathe- 
sis can  be  classified  precisely  as  one  of  two 
clear  cut  groups  of  cases,  we  have  had  the 
interesting  experience  of  treating  a patient 
who  cannot  be  so  easily  classified. 

These  two  recognized  groups  of  illnesses 
have  been  called  by  various  names,  but  the 
most  acceptable  designations  are  respectively 
cystinuria  and  cystinosis.  Many  investigators 
have  written  on  the  classification,  biochemistry, 
pathology,  pathogenesis,  etiology,  differential 
diagnosis  and  treatment  of  these  illnesses.  The 
following  brief  description  and  differentiation 
of  the  classic  forms  is  taken  largely  from  a re- 
view article  of  Eberlein.  Table  1 listing  the 
differential  points  of  the  two  diseases  taken 
largely  from  this  article  also  is  helpful  for  easy 
reference  in  the  discussion. 

In  cystinuria  the  patients  usually  begin  to 
pass  renal  stones  rather  late  in  childhood  or 
in  early  adult  years.  These  patients  excrete 


excessive  quantities  of  the  relatively  insoluble 
cystine  irrespective  of  diet,  illness,  or  other 
demonstrable  influences.  Rlood  amino-acid 
levels  are  normal.  Small  and  inconsequential 
though  abnormal  amounts  of  lysine  and 
argenine  as  well  as  their  break-down  products, 
cadaverine  and  putrescine,  are  also  found  in 
the  urine.  The  only  symptoms  and  pathologic 
changes  attributed  to  this  condition  are  due  to 
the  crystalluria  and  resultant  urinary  obstruc- 
tion and  infection  due  to  the  calculi  that  often 
form  in  tremendous  numbers.  When  properly 
controlled  medically  by  use  of  alkaline  ash 
diet,  these  people  have  a normal  life  ex- 
pectancy and  experience  no  other  recognized 
damage  or  difficulty  from  the  condition. 

Cystinosis  is  also  known  as  Lignac’s  disease 
and  de  Toni-Fanconi  syndrome.  It  was  called 
by  Fanconi  “nephrotic-glycosuric  dwarfism 
with  hypophosphatemic  rickets”.  Classical  ex- 
amples of  this  disease  are  characterized  by 
profound  disturbance  of  growth  and  develop- 
ment from  infancy,  and  in  addition  demon- 
strate marked  degeneration  of  renal  hepatic 
and  other  functions  usually  beginning  very 
early  in  life  although  occasionally  not  until 
early  adult  years.  Typically  these  patients  ex- 
hibit marked  amino-aciduria  with  abnormal 
excretion  of  ten  or  more  of  the  “essential” 
amino-acids.  The  term  cystinosis  refers  to  the 
fact  that  all  of  these  patients  develop  paren- 
chymatous deposits  of  cystine  crystals  in  the 
kidneys,  cornea,  and  reticulo-endothelial  tis- 
sues throughout  the  body.  Typically  infants 
with  this  condition  exhibit  marked  retardation 
of  growth,  with  renal  rickets,  renal  glyco- 
suria, albuminuria  and  early  uremia.  Hyper- 
phosphatemia,  hypocalcemia  and  hypokalemia 
with  tetany  and  paralysis  respectively;  hydro- 
lability  with  anhydremic  crises;  or  hyper- 
tension and  its  complications  may  appear 
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early.  Any  of  these  complicating  conditions 
may  dominate  the  clinical  picture.  Pathologi- 
cal fractures  are  commonly  reported.  In  con- 
trast to  cystinuria  these  patients  do  not  pass 
cystine  stones,  and  although  they  usually  have 
more  than  ten  of  the  essential  amino-acids  in 
the  urine  in  very  large  quantities  cystine  may 
not  be  found  in  abnormal  quantity.  Abnormal 
amino-acidemia  does  not  occur  until  renal  fail- 
ure and  azotemia  are  manifest.  Whether  sys- 
temic cystine  crystal  storage  occurs  before 


renal  failure  is  not  clear  in  the  literature.  How- 
ever extensive  cystinosis  has  been  noted  at 
autopsy  in  quite  young  children. 

While  these  brief  sketches  seem  to  indicate 
that  there  is  really  no  connection  between 
cystinuria  and  cystinosis,  Eberlein  intimates  in 
his  discussion  of  the  literature  that  certain  dis- 
crepancies in  reported  cases  may  denote  that 
there  are  actually  examples  of  intermediary 
forms.  The  case  we  are  reporting  would  seem 
to  add  weight  to  this  opinion. 


TABLE  1 

DIFFERENTIATION  OF  CYSTINURA  AND  CYSTINOSIS 


1.  Age  at  which  symptoms  appear 

2.  Growth  and  development 

3.  Rickets  and  osteomalacia 

4.  Serum  phosphorus  level 

5.  Glycosuria 

6.  Amino  acid  excreted  in 
excessive  amounts 

7.  Cystine  stone  formation 
S.  Cystine  (storage) 


CYSTINURIA 

Adulthood  (uncommon  in 
children ) 

Normal 

None 

Normal 

None 

Cystine,  lysine,  arginine, 
cadaverine  and  putrescine  hea\  v 
preponderance  of  cystine  over  all 
other  amino  acids 

Common 

None 


CYSTINOSIS 
Infancy  and  childhood 

Markedly  retarded 
Almost  invariable 

Normal  ( usually  low  with  rise  and 
renal  damage) 

Common 

At  least  11  amino  acids  usually 
including  cystine 

Rare 

Almost  invariably,  in  cases  of 
childhood  but  not  in  adults 


CASE  PRESENTATION 

A 22  month  old,  colored  male  was  admitted  to 
Roper  Hospital  on  February  13,  1956  and  discharged 
on  April  4,  1956.  The  chief  complaints  were  weight 
loss  and  weakness.  The  patient  had  been  very  slow 
in  growth  and  weight  gain  since  birth.  He  had  been 
fretful,  and  constipated,  and  for  the  previous  two 
months  had  not  slept  well,  appearing  to  be  afraid  of 
everything.  He  had  always  been  noted  to  be  very 
weak  and  pale.  He  was  thought  to  have  excessive 
urine  volume,  and  had  excessive  thirst.  His  urine  had 
been  noted  to  have  an  unusually  strong  odor.® 

The  infant  was  born  spontaneously  at  full  term  by 
breech  delivery.  Birth  weight  was  7 pounds  3 ounces. 
Minimal  respiratory  difficulty  was  noted  initially.  He 
was  breast  fed  for  six  weeks,  then  changed  to  an 
evaporated  milk  formula  because  it  was  believed  that 
breast  milk  was  not  adequate.  He  never  took  more 
than  3 ounces  at  a feeding.  At  two  months  of  age,  he 
was  seen  in  the  Medical  College  Hospital  Clinic  with 
the  complaints  of  his  parents  that  his  heart  “did  not 
beat  right”,  and  that  the  patient  was  not  gaining 

°It  is  stated  that  cystine  decomposes  in  urine  on  ex- 
posure to  air,  giving  off  hydrogen  sulfide  gas. 


weight  properly.  The  impression  of  the  examiner  was 
that  the  patient  was  taking  an  inadequate  formula, 
accounting  for  lack  of  weight  gain.  A svstolic  murmur 
was  noted,  which  was  thought  to  be  a venous  hum. 
The  patient  apparently  did  a little  better  for  a time 
with  a new  formula,  water  soluble  vitamins,  and  iron, 
gaining  weight  until  6 to  8 months  of  age.  He  had 
received  chopped  foods  since  9 months  of  age.  His 
appetite  had  always  been  poor. 

He  turned  over  in  bed  by  himself  at  3 months  of 
age.  Teething  began  at  6 months  and  progressed 
normally.  At  the  time  of  admission,  he  would  not  sit 
up  by  himself,  but  recently  had  learned  to  remain  in 
an  unsteady  sitting  position.  He  could  not  pull  up  or 
stand.  He  could  say  a few  words  discernible  by  the 
parents,  and  was  considered  to  have  intelligence  equal 
to  that  of  other  children  of  his  age.  All  examiners  have 
agreed  with  this  impression.  Vitamin  drops,  orange 
juice,  and  an  iron  preparation  were  given  regularly 
from  the  age  of  2 months  until  admission.  He  received 
routine  diphtheria,  pertussis  and  tetanus  immuniza- 
tions. The  only  childhood  disease  was  chickenpox  one 
month  prior  to  admission.  He  had  had  occasional 
colds  and  one  episode  of  diarrhea.  He  had  had  no 
serious  acute  illness  or  injury. 
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The  patient’s  mother  and  father  are  living  and  well. 
His  oldest  brother,  aged  5 years,  is  living  and  well  and 
has  developed  normally.  A 3 year  old  brother  was  ad- 
mitted to  the  hospital  one  year  ago  for  treatment  of  a 
fractured  femur  sustained  in  an  insignificant  fall  from 
a stroller.  His  bones  showed  marked  osteoporosis  as 
did  those  of  the  patient  under  discussion.  We  have 
had  an  opportunity  to  test  his  urine  and  it  is  strongly 
positive  tor  cystine.  The  youngest  child  of  the  family 
is  an  infant  in  apparent  good  health.  There  are  no 
other  known  familial  diseases.  The  mother  has  been 
found  to  have  cystine  crystals  in  her  urine,  but  has 
had  no  symptoms  of  renal  stones.  Sickle  cell  examina- 
tions on  the  siblings  were  all  negative. 

Physical  Examination:  Temp.  103.2°  F.,  pulse  140, 
respiration  36,  blood  pressure  92  56.  Weight — 12 
pounds  1314  ounces.  Measurements — crown-heel 

length  75  cm.,  head  circumference — 45  cm.  The  pa- 
tient was  poorly  developed  and  poorly  nourished.  He 
was  pale  and  weak,  and  though  quite  apprehensive, 
he  was  capable  of  offering  only  very  ineffectual  re- 
sistance. His  respirations  were  shallow,  but  he  was  in 
no  marked  distress,  appearing  chronically  as  well  as 
acutely  ill.  The  head  was  symmetrical,  the  fontanelle 
closed,  and  the  hair  sparse,  black,  and  of  fine  texture. 
There  were  16  teeth  in  good  condition.  The  mucous 
membranes  were  pale.  The  neck  veins  were  quite 
prominent.  There  was  moderate  generalized  lympha- 
denopathy.  The  veins  and  nodes  were  impressive 
probably  because  of  the  generalized  lack  of  sub- 
cutaneous fat  and  muscle.  The  chest  was  of  the 
pigeon-breast  type,  without  significant  beading.  The 
liver  was  just  palpable  at  the  right  costal  margin.  A 
firm,  tense,  smooth  mass,  which  later  proved  to  be  a 
hydronephrotic  kidney,  was  palpated  in  the  left  flank 
posteriorly  extending  from  the  left  costal  margin  to 
the  iliac  crest.  This  mass  was  tender  and  fixed.  A small 
umbilical  hernia  was  present.  Extremities  were  small, 
spindly,  and  of  poor  musculature.  Both  legs  remained 
in  a naturally  crossed  position.  There  was  noted  an 
exceptionally  wide  range  of  motion  of  the  hips.  When 
the  patient  was  assisted  to  sit,  he  remained  wavering, 
but  he  would  not  attempt  to  stand. 

The  reaction  of  the  urine  varied  from  acid  to  alka- 
line before  treatment  was  begun.  The  specific  gravity 
was  usually  strikingly  low,  but  was  once  recorded  at 
1.016.  Albumin  in  small  amounts  was  present  at  first 
but  was  absent  at  the  time  of  discharge.  Small 
amounts  of  sugar  and  acetone  were  each  reported  on 
one  occasion  only.  A variety  of  formed  elements  were 
noted  at  first  but  cleared  after  treatment.  Cystine 
crystals  were  reported  on  February  22,  1956.  A stone 
passed  also  on  this  date  was  found  to  be  pure  cystine. 
The  urine  Sulkowiteh  test  was  strongly  positive, 
indicating  inordinate  renal  waste  of  calcium.  Cultures 
of  the  urine  early  revealed  a variety  of  organisms.  Cul- 
tures were  negative  after  treatment.  Quantitative 
chemical  tests  of  the  urine  revealed  a large  amount 
of  cystine  and  very  small  amounts  of  several  other 


amino  acids.  A 24  hour  urine  specimen  revealed  in- 
organic phosphates  10.4  mg.  as  phosphorus  (300 
mg.  expected  excretion  in  24  hours).  Another  24  hour 
urine  showed  total  nitrogen  5.4  gms.,  free  amino  nitro- 
gen 15  mg.  Ratio  of  amino  N /total  was  2.77.  Cystine 
1 1 mg.  Cystine  N 13  mg.  Stool  examinations  showed 
some  occult  blood,  and  no  neutral  fat.  A sickle  cell 
preparation  on  February  13  showed  25%  sickling  in 
24  hours,  60%  in  48  hours,  and  75%  in  72  hours. 
Electrophoretic  studies  of  hemoglobin  were  reported 
to  show  Hb  “A"  75%,  Hb  “S”  25%.  Alkali  denatura- 
tion  revealed  Hb  “F  1.26%.  These  findings  denote 
sickle  cell  trait  but  not  true  sickle  cell  anemia.  Blood 
Kolmer  and  Kline  tests  were  negative.  Many  blood 
counts  showed  nothing  except  mild  hypochromic 
anemia.  There  was  a consistently  normal  response  of 
the  leukocytes  to  acute  infections,  and  the  surgical 
procedures  which  occurred  during  the  hospital  course. 
The  bone  marrow  was  examined  and  reported  to  be 
negative  for  cystine  crystals.  The  blood  showed  normal 
values  for  BUN,  cholesterol,  serum  proteins,  calcium, 
phosphorous,  alkaline  phosphatase,  CO_.,  sodium  and 
potassium  on  several  occasions. 

A glucose  tolerance  test  was  reported  as  follows: 
fasting  83,  (30  minutes)  334  (1  hour)  308,  (2  hours) 
236,  (3  hours)  250.  Epinephrine  test — fasting  sugar 
70,  (30  minutes)  100,  ( 1 hour)  103,  2 hours  71  mgm. 
Total  blood  amino  acid  nitrogen  level  was  5.78  mgm. 
Since  this  was  a normal  value,  the  cystine  blood  level 


Figure  1 

An  l-V  pyelogram  which  shows  at  least  four  radi- 
opaque stones,  and  non-function  of  the  left  kidney. 
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was  not  tested  specifically.  Total  serum  proteins  were 
reported  5.65  gnrs.;  albumin  3.196;  glob.  A 1.14,  B 
1.08,  G 0.24.  An  ECG  was  within  normal  limits  for 
age.  On  x-ray  examination  the  long  bones  were  de- 
scribed as  extremely  long,  thin  and  moderately  osteo- 
porotic. As  in  the  case  of  the  3 year  old  brother,  there 
was  no  evidence  of  Vitamin  D or  other  deficiency. 
( Figure  1 ) 

On  February  23,  a right  pyelolithotomy  was  done. 
On  March  8,  the  patient  underwent  left  ureterolithot- 
omy and  vesiculolithotomy.  Following  the  second 
procedure,  the  hydronephrosis  of  the  left  kidney  was 
relieved.  Subsequent  intravenous  pyelograms  showed 
return  of  lunction  to  the  left  kidney.  (See  figures  2 
and  3)  The  patient  was  maintained  on  an  alkaline 


Figure  2 

Views  of  the  right  upper  and  lower  extremities  reveal 
marked  osteoporosis  and  retardation  of  maturation  of 
the  skeleton. 


ash  diet  in  the  hospital  and  is  successfully  continuing 
this  regimen  at  home.  He  has  passed  no  stones  in  the 
year  since  discharge.  At  the  time  of  admission  in 
February,  the  patient  weighed  12  pounds,  13  ounces. 
At  the  time  of  discharge,  the  patient  weighed  12 


pounds,  5 ounces.  On  June  25,  1956,  he  weighed  13 
pounds,  14  ounces  and  on  November  1,  1956,  15 
pounds,  8 ounces.  His  height  in  November  was  76 
cm.  These  measurements  are  more  typical  of  a six 
to  twelve  month  old  than  a three  year  old  child. 
Despite  good  kidney  function  and  a fairly  adequate 
diet  and  diet  supplements  and  maintenance  of  alka- 
line urine,  the  patient  still  appears  pale  and  weak.  He 
still  makes  no  attempt  to  stand  alone.  The  mother 
thinks  he  has  made  better  progress  than  before  hos- 
pitalization. 


Figure  3 

An  I-V  pyelogram  taken  six  weeks  after  the  one  shown 
in  Figure  1.  No  radiopaque  stones  are  seen.  The  left 
kidney  is  again  functioning  well  and  has  almost  come 
down  to  normal  size. 


Discussion 

It  has  been  impossible  to  classify  the  type 
of  amino  aciduria  present  in  this  patient. 

Clinically,  the  patient  falls  in  the  category 
of  cystinosis,  the  disease  appearing  in  early  in- 
fancy with  marked  retardation  of  growth  and 
development,  osteoporosis,  reduced  urine  phos- 
phorus excretion,  a diabetic  type  glucose 
tolerance  curve,  polyuria  and  hydrolability. 
On  the  other  hand,  the  patient  does  not  show 
any  significant  quantities  of  amino  acids  other 
than  cystine  in  the  urine  as  would  be  expected 
in  cystinosis.  Eberlein  states  that  the  cases  of 
cystinosis  which  were  reported  by  Abderhal- 
den  in  1903,  and  Lignac  in  1924  were  post- 
mortem cases  in  which  biopsies  of  the  liver 
and  spleen  had  been  done.  Unfortunately  in 
this  case,  biopsy  of  the  liver  and  spleen  were 
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Figure  4 

( Dated  Nov.  12,  1956)  Shows  the  four  children  in 
this  family.  The  patient  is  the  third  from  left.  His 
brother  who  has  the  same  clinical  condition  hut  with- 
out urinary  symptoms  is  second  from  left.  Note  that 
the  patient  is  unable  to  stand  at  2-1/2  years,  whereas 
the  baby  (right)  aged  15  months  is  walking  and  is  a 
head  taller  than  the  patient,  and  as  tall  as  the  puny 
4-1 12  year  old. 

not  done.  Multiple  stones  of  pure  cystine  were 
removed  from  the  urinary  tract,  which  is  a 
rare  or  unheard  of  occurrence  in  cystinosis 
and  common  in  cystinuria.  Bone  marrow  failed 
to  show  cystine  crystals  which  would  make  a 
positive  diagnosis  of  cystine  storage. 

Our  opinion  is  that  the  patient  represents 
an  unusually  severe  variant  of  the  clinical  syn- 


drome of  cystinuria  rather  than  an  example 
of  the  de  Toni-Fanconi  disease.  It  is  of  inter- 
est, but  probably  incidental  that  the  patient 
also  has  the  sickle  cell  trait. 

A much  longer  period  of  observation  will  be 
required  before  the  ultimate  prognosis  in  this 
case  will  be  known.  The  severe  degree  of  phy- 
sical retardation  noted  seems  to  be  much  more 
than  can  be  explained  on  the  basis  of  the 
genito-urinary  obstruction  and  infection  ob- 
served. The  older  brother  has  obvious  physi- 
cal retardation  without  obvious  renal  path- 
ology. These  features  which  are  in  such  con- 
trast to  the  usual  cases  of  cystinuria  may 
eventually  convince  us  that  the  children  of 
this  family  have  a metabolic  disorder  that  is 
neither  typical  cystinuria  nor  cystinosis,  but 
somewhere  in  between  the  two  classical  forms. 
Unfortunately,  we  have  not  so  far  been  able 
to  get  the  cooperation  necessary  to  do  any 
more  extensive  studies  on  this  family  than 
those  reported. 

Summary 

Cystinuria  and  cystinosis — two  related  dis- 
turbances of  amino  acid  metabolism  are  briefly 
defined  and  differentiated.  A patient  is  pre- 
sented who  appears  to  have  a familial  cys- 
tinuria, but  because  of  physical  retardation, 
osteoporosis,  and  other  features  resembles  the 
clinical  picture  of  cytinosis.  The  possibility  is 
mentioned  that  the  subject  of  this  case  report 
and  his  older  brother  have  a metabolic  illness 
that  is  neither  typical  cystinuria  nor  cystinosis, 
but  a variant  between  the  two  classical  forms. 
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INDUSTRIAL  DERMATOSES 

J.  Richard  Allison,  Jr.,  M.  D. 

Columbia,  S.  C. 


Industry  depends  on  our  skins.  In  states 
where  proper  records  are  kept,  an  analysis 
of  all  occupational  diseases  reveals  that 
two-thirds  of  these  diseases  are  skin  dis- 
eases.',2,3 Other  studies  show  that  more  than 
1%  of  all  industrial  workers  are  affected  with 
some  industrial  skin  diseases  at  any  one  time. 
This  means  that  in  South  Carolina,  with  an 
estimated  200,000  industrial  workers  (exclu- 
sive of  lumber,  timber,  and  turpentine  in- 
dustries),4 at  any  one  time  we  should  have 
2000  workers  suffering  with  an  occupational 
dermatoses. 

These  facts  bear  repeated  emphasis  and 
rightly  so  because  of  their  gross  importance  in 
relation  to  industrial  cost  and  human  suffer- 
ing. I would  like  to  discuss  briefly  the  broad 
subject  of  industrial  dermatoses,  and  some 
aspects  of  their  prevention  and  treatment.  Let 
us  hope  that  our  industrial  diseases  may  de- 
crease as  rapidly  as  have  our  industrial  ac- 
cidents.4 These  latter  have  done  so  largely 
through  the  action  of  our  Department  of 
Labor  and  its  Safety  Division  in  cooperation 
with  the  management  and  workers.  A similar 
program  and  statistical  evaluation  is  needed 
for  our  industrial  diseases.  In  South  Carolina, 
no  statistical  evaluation  of  industrial  diseases 
is  kept.5 

Industrial  dermatoses  are  seven  times  more 
frequent  in  industries  where  workers  are  in- 
volved in  synthetic  resins,  chemicals,  and 
dyes,  and  we  have  many  of  these  in  South 
Carolina.  Klauder,  in  an  analysis  of  5,483 
claims  for  compensation  under  Pennsylvania 
laws,  found  that  only  43.8%  were  occupa- 
tional. Of  these,  the  following  broad  groups 
were  separated : 6 

27.9%  primary  irritants  ( non  aqueous ) 
22.1%  trauma  and  accidental  injury 
15.2%  sensitizers  (plastic,  rubber,  dyes,  in- 
secticides, chrome  and  nickle) 

15.0%  wet  work,  (water,  soap  and  water, 
alkaline  salts,  etc. ) 

“Read  before  the  nineteenth  annual  Accident  Pre- 
vention Conference,  Columbia,  S.  C.  Nov.  8,  1956. 


9.9%  cleansing  agents 

7.6%  petrolatum  and  other  causes  of  folli- 
culitis. 

2.3%  Physical  and  biological  agents. 

What  can  be  done  about  this?  Naturally, 
prevention  is  our  first  line  of  defence  and 
and  offence  in  tackling  the  problem.  We 
should: 

1.  Eliminate  unnecessary  hazards — as  sub- 
stances known  to  be  sensitizers  or  irri- 
tants. 

2.  Eliminate  unnecessary  exposure — as  by 
mechanical  shields,  exhaust  fans,  etc., 
and  by  educational  programs  and  instruc- 
tion. 

3.  Select  the  workers. 

4.  Treat  promptly  and  properly. 

As  the  first  two  of  the  features  are  usually 
fairly  well  emphasized  and  carried  out,  par- 
ticularly in  the  large  companies,  I would  like 
to  discuss  the  second  two. 

#3;  Select  the  workers. 

Experience  and  evaluation  has  taught  us 
that  in  selection  of  the  workers  the  following 
factors  should  be  considered; 

1.  Allergic  history 

2.  Atopic  history 

3.  History  of  dermatoses,  particularly  sebor- 
rhoeic  dermatitis,  dermatophytosis  and 
contact  dermatitis 

4.  Fair  skins 

5.  Drv  skin  and  non-sweaters 

6.  Senile  skins 

The  more  hazardous  the  job  the  more  careful 
should  be  the  selection  of  the  workers  in  re- 
gard to  the  above  points.  These  factors  are 
far  more  helpful  than  any  other  sort  of  pre- 
employment  test  or  trial  The  prophetic  patch 
test,  while  useful,  has  admittedly  too  many 
drawbacks  to  be  a generally  accepted  tool  for 
the  selection  of  workers.7,8 

#4:  Treat  promptly  and  properly. 

Early  recognition  and  treatment  are  all 
important  and  not  emphasized  well  enough 
in  our  general  program  of  industrial  hygiene 
and  safety.  As  previously  shown,  less  than  one- 
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half  of  the  cases  presented  for  compensation 
may  actually  be  industrial  dermatoses.  If  such 
a large  group  is  not  industrial,  then  who  is 
best  qualified  to  separate  and  diagnose  the 
two  broad  groups  of  occupational  and  non- 
occupational  dermatoses?  Of  course  the  der- 
matologist is  primarily  the  one  to  separate 
these  two  groups,  but  only  too  often  we  see 
cases  of  dermatophytosis,  seborrhoeic  derma- 
titis, or  psoriasis  treated  as  an  occupational 
disease.  The  skin  lesions  may  be  difficult  to 
diagnose  even  for  the  specialist,  but  I plead 
for  early,  initial,  evaluation  by  a dermatologist 
to  avoid  many  errors  of  diagnosis  and  treat- 
ment. Only  too  often  we  see  cases  so  late,  so 
overtreated,  so  secondarily  complicated  that 
no  intelligent  or  helpful  diagnosis  can  be 
made  as  to  the  initial  problem  or  its  causes. 
Most  of  these  cases  then  are  carried  as  oc- 
cupational and  are  costly  to  both  industry  and 
the  worker. 

In  emphasizing  the  importance  of  early 
diagnosis  and  treatment,  we  have  stressed  the 
fact  that  often  so-called  occupational  derma- 
toses were  specific  skin  diseases  such  as  pity- 
riasis rosea,  seborrhoeic  dermatitis,  lichen 
planus,  etc.  It  should  just  as  strongly  be  em- 
phasized that  many  occupational  dermatoses 
are  not  industrial  i.  e.,  due  to  the  patient’s  job. 


but  may  be  due  to  his  or  her  housework,  hob- 
bies or  avocation.  I remember  particularly  a 
suit  against  a large  company  in  which  the  pa- 
tient claimed  compensation  for  his  dermatitis 
which  we  were  able  to  prove  was  due  to  con- 
tact with  glue  in  his  woodworking  hobby,  and 
not  at  all  related  to  his  job.  We  see  then  that 
considerable  detective  work  as  well  as  medi- 
cal work  is  needed  in  solving  many  of  these 
difficult  cases. 

In  summary,  we  have  discussed  the  general 
importance  of  industrial  dermatoses  and  have 
stressed  in  the  role  of  prevention  the  selection 
of  the  workers  and  the  prompt  and  immediate 
diagnosis  and  treatment  by  an  expert  in  this 
field. 
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Bleeding,  From  the  Upper  Gastrointestinal  Tract: 
An  Analysis  of  1 1 1 Cases  By  C.  M.  Smythe  (Charles- 
ton), M.  P.  Osborne,  N.  Zamcheck,  W.  A.  Richards, 
and  W.  M.  Madison,  Jr.  New  England  Journal  of 
Medicine,  Vol.  256,  pages  441-447.  March  7,  1957. 

One  hundred  eleven  instances  of  upper  gastro- 
intestinal bleeding  in  109  patients  are  discussed.  The 
mortality  rate  was  high,  25.4%  of  the  whole  group, 
28.1%  of  those  over  60  years  of  age,  and  37.5%  of 
those  bleeding  from  sources  other  than  peptic  ulcer. 
The  Medical-Surgical- Roentgenographical  team  ap- 
proach so  strongly  advocated  since  World  War  II  and 
liberal  blood  transfusion  therapy  were  the  bases  of 
the  management  of  these  cases.  This  high  mortality 
despite  considerable  experience  with  this  problem  and 
an  aggressive  diagnostic  and  therapeutic  approach  re- 
emphasizes that  upper  GI  bleeding  remains  a major 
medical  emergency  to  which  all  the  answers  arc  not 
apparent.  Age  and  severe  liver  disease  were  the  great- 
est hazards  facing  these  patients.  A high  incidence  of 


surgery  (35.2%  had  gastrectomies)  did  not  yield  a 
low  mortality. 

Experience  with  and  value  of  various  diagnostic 
tests  are  discussed.  The  emergency  bromsulfalein  re- 
tention test  was  extremely  useful  in  screening  for 
severe  liver  disease.  A retention  of  greater  than  15% 
is  considered  to  be  abnormal  in  this  group  of  ill  pa- 
tients. Emergency  esophagoscopy  was  also  done.  In 
the  absence  of  skilled  endoscopists,  esophageal  balloon 
tamponage  as  a diagnostic  measure  is  probably  a 
safer  substitute  for  diagnosis  than  direct  visualization 
of  the  lesion.  Emergency  x-ray  examination  was  freely 
used  in  this  group.  In  the  43  cases  in  which  it  was 
possible  to  check  the  accuracy  of  emergency  gastro- 
intestinal study,  83%  had  been  correctly  diagnosed. 
In  only  one  instance  was  bleeding  activated  by  the 
examination.  As  is  true  elsewhere  in  medicine,  general- 
ization is  hazardous  and  increasing  experience  indi- 
cates the  need  for  individual  management  of  each  of 
these  cases. 
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DOCTOR  W.  C.  NORWOOD  AND 
NORWOOD’S  TINCTURE  OF 
VERATRUM  VIRIDE 

J.  Sumter  Rhame,  M.  D. 

Charleston,  S.  C. 


The  history  of  therapeutics  from  the  most 
ancient  times  is  a story  of  plants.  The 
early  nomenclature  of  medicine  was 
based  on  plants.  Pharmacy  was  the  “phar- 
makon”  of  Homer,  the  meaning  of  which  was 
“strong  and  potent  plants”.  The  apothecary  of 
our  day  was  the  “apotheke’  ” — a storehouse 
for  plant  drugs.  The  druggist  in  Anglo-Saxon 
was  “dregan”  or  a dryer  of  plants.  Almost  all 
the  medicinal  plants  were  known  to  Homer, 
Virgil,  and  Theophrastus.  Plant  symbolism 
and  plant  lore  come  to  us  from  the  ancients, 
through  the  cultured  ages  of  Arabic  medicine 
and  through  the  leechdoms  of  the  Anglo-Sax- 
ons, and  on  to  the  herbalist  of  the  days  of 
Henry  VIII  and  Queen  Elizabeth.  Henbane, 
poppv,  mandrake,  belladonna,  hellebore,  and 
hashish,  have  been  household  remedies  for 
3000  years.  With  this  background,  plants  are 
not  without  romance.  Helen  of  Troy  lulled  her 
guests  to  quiet  repose  with  nepenthe,  a mix- 
ture of  poppy  and  hemp. 

The  story  of  the  Shropshire  dame  who  was 
brewing  herbs  to  relieve  edema  and  who  could 
end  the  shortness  of  breath  of  victims  of  a 
failing  heart  was  a tale  of  a miracle  to  the 
country-side  until  a village  doctor  found  she 
was  using  foxglove  leaves.  In  this  way,  the 
valuable  digitalis  was  introduced.  In  the  early 
Spanish  occupation  of  Peru,  a village  pond  in 
the  fever  infested  province  of  Loxa  became 
clogged  with  the  trunks  and  debris  of  the 
quinquina  trees.  The  water  became  so  bitter 
it  ceased  to  be  used,  until  a fever-racked  and 
thoroughly  dehydrated  native  drank  copiously 
of  the  bitter  water  and  became  “exhibit  A”  of 
a miraculous  cure.  Then  in  1635  the  wife  of 
the  viceroy — the  Countess  of  Chinehon — fell 

Dr.  Rliame  died  in  1956.  This  paper  was  presented 
by  him  on  May  8,  1940  to  the  Medical  History  Club 
of  Charleston.  At  the  time  when  it  was  read,  the  use 
of  veratrum  viride  was  practically  non-existent.  The 
recent  revival  of  interest  in  this  drug  seems  to  warrant 
publication  of  this  sketch  of  a South  Carolinian  who 
was  identified  with  a preparation  well  known  in  its 
time. 


ill  with  the  indigenous  fever.  The  bishop  of 
the  province  sent  her  some  powdered  bark  of 
the  quinquina  tree,  and  she  was,  of  course, 
benefiitted  after  chewing  large  doses.  The 
Countess  took  the  powdered  bark  called 
“Cinchona  Bark”,  also  called  “Jesuit’s  Bark”, 
to  Spain  in  1640.  It  became  an  article  of  com- 
merce at  about  $20.00  per  pound  of  our  pres- 
ent money.  Expressed  as  quinine  sulphate  the 
price  was  about  $400.00  per  pound. 

The  high  price  of  the  bark  started  extensive 
search  for  cheaper  and  more  abundant  sub- 
stitutes. Bitter  barks  were  sought,  and  mahog- 
any, willow,  and  quassia  were  largely  used. 

In  1765  an  English  parish  rector  by  the  name 
of  Edmond  Stone  read  a paper  before  the 
famous  and  scientific  Royal  Society  on  willow 
bark.  The  result  of  controlled  research  lasting 
five  years  were  detailed.  The  bark  was  put  for- 
ward as  a cure  for  the  ague;  other  research 
seemed  to  demonstrate  that  the  willow  bark 
did  have  some  anti-malarial  properties,  but  it 
could  not  be  a competitor  of  the  Peruvian  bark. 
However,  the  attention  focused  on  willow  did 
lead  to  the  discovery  of  salicin,  salicylic  acid, 
and  ultimately  aspirin.  In  Brazil,  in  the  years 
1731-1760,  there  was  a famous  slave  by  the 
name  of  Quassa,  who  made  a bitter  drink  of 
real  value  and  created  the  term  “bitter  tonic”. 
In  the  latter  years,  the  Swedish  botanist  Lin- 
naeus was  on  his  world  tour  classifying  plant 
life.  He  was  so  impressed  bv  the  intelligence 
and  personality  of  the  slave  that  he  bestowed 
the  name  “Quassia”  on  the  shrub  used  by  the 
slave.  The  reputation  of  the  value  of  the  bitter 
tonic  gave  Dr.  Seigert  a notion  which  is  per- 
petuated in  “Angostura  Bitters”  to  this  day. 

In  South  Carolina  we  had  our  own  plant 
romance  in  the  person  of  Dr.  W.  C.  Norwood 
of  Cokesbury  and  his  veratrum  viride.  His 
story  is  quite  remarkable.  In  1850  he  com- 
municated a paper  to  the  Southern  Medical 
and  Surgical  Journal,  extolling  the  virtues  of 
veratrum  viride,  or  white  hellebore,  as  a pana- 
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cea  in  all  diseases  where  there  was  fever  and 
rapid  pulse.  His  statements  were  so  positive 
and  so  sweeping  that  thev  attracted  immediate 
attention.  Dr.  Norwood  followed  with  a regu- 
lar bombardment  of  papers  and  letters  to  al- 
most all  the  medical  journals  of  the  land.  An 
example  of  his  style  can  he  found  in  the 
Charleston  Medical  Journal  of  1852.  (Vol.  9, 
page  763,)  and  the  Virginia  Medical  and  Sur- 
gical Journal,  1863,  (Vol.  1,  page  198.)  The 
language  of  Dr.  Norwood  was  rather  ex- 
travagant, such  as,  “Since  the  days  of  Hip- 
pocrates the  profession  as  one  man  has  been  in 
search  of  just  such  an  agent,  and  we  do  not 
wonder  that  my  announcement  in  the  19th 
Century,  that  such  a remedy  has  been  found, 
startled  many  and  staggered  the  faith  of 
others."  Again,  “veratrum  viride  stands  alone 
as  a curative  agent  in  all  diseases,  including 
yellow  fever  and  puerpural  fever.”  Again  1 
quote  Dr.  Norwood  as  follows:  “In  pneumoni- 
tis we  consider  veratrum  viride  as  much  a 
specific  as  we  do  quinine  in  malaria.”  Dr.  Nor- 
wood asserted  that  veratrum  viride  never 
failed  in  asthma,  whooping  cough,  measles, 
and  was  superior  to  all  other  remedies  com- 
bined in  scarlet  fever.  Again,  “We  find  it  to 
rob  puerperal  fever  of  its  terrors  and  to  save 
from  death  many  that  would  not  be  relieved 
by  any  remedy.” 

Many  other  diseases  were  brought  into  the 
veratrum  viride  fold — cancer,  epilepsy,  etc. 
Writing  of  yellow  fever.  Dr.  Norwood  said, 
“By  using  veratrum  viride  freely  and  persever- 
ingly  in  the  first  twenty-four  hours  this  fearful 
scourge  would  fail  for  want  of  fuel.” 

Eventually  the  value  of  veratrum  viride  in 
pneumonia  was  stressed  more  than  in  any 
other  condition,  and  in  the  Central  and  West- 
ern parts  of  the  United  States  Dr.  Norwood’s 
Tincture  was  extensively  used.  In  the  course 
of  time,  serious  results,  and  even  fatal  termina- 
tions, attributed  to  veratrum  viride  began  to 
appear.  Dr.  Norwood  became  belligerent  and 
intemperate  in  his  language  and  claims,  and 
practically  accused  all  of  murder  who  did  not 
use  veratrum  in  pneumonia. 

The  practical  result  was  that  almost  the 
entire  medical  profession  lined  up  into  two 
partisan  groups,  viz,  the  digitalis  adherents 


and  the  worshipers  of  veratrum  viride.  A 
crusading  spirit  was  infused  in  all  his  friends 
by  Dr.  Norwood;  he  must  have  been  a man  of 
untiring  energy.  Dr.  Frost  of  the  Medical  Col- 
lege at  Charleston  became  an  ardent  convert 
of  Dr.  Norwood’s.  There  was  hardly  a countv 
medical  society  in  the  United  States  that  must 
not  have  had  bitter  and  angry  discussions  over 
the  relative  value  of  digitalis  and  veratrum 
viride  in  pneumonia.  Country  doctors  who  had 
been  most  intimate  friends  had  their  friend- 
ships wrecked  on  the  rocks  and  shoals  of  vera- 
trum viride,  and  in  some  instances  partner- 
ships of  long  standing  were  broken  up. 

Dr.  Norwood  strongly  insisted  that  his  own 
tincture  of  veratrum  viride  be  used,  and  he 
harshly  condemned  all  others.  Bottles  with 
“Norwood  Tincture”  blown  in  the  glass  were 
common  sights  in  drug  stores  up  to  1890. 

The  religious  sect  of  Shakers  were  in  1850- 
870  about  the  largest  handlers  of  crude  drugs 
and  makers  of  fluid  extracts  and  tinctures  in 
the  country.  They  had  factories  in  many 
states,  mostly  in  towns  they  named  “New 
Lebanon”.  These  Shakers  were  the  authorized 
makers  of  Dr.  Norwood’s  tincture,  from  the 
sale  of  which  at  $3.00  per  pound,  Dr.  Norwood 
got  a substantial  royalty.  Then  came  the  War 
Between  the  States,  and  Dr.  Norwood  re- 
sponded to  the  Confederate  colors  for  the  four 
years  of  the  War.  After  the  War  ended,  he  re- 
turned to  Cokesbury  with  the  prospects  of 
starting  life  over  again  from  scratch,  like  all 
the  rest.  But  to  his  pleasant  surprise,  the 
Shakers  had  kept  during  the  War  an  accurate 
account  of  his  royalties  and  sent  him  a large 
sum  of  money  as  his  share.  Dr.  Norwood  was 
probably  the  only  person  in  South  Carolina 
with  ready  money  of  full  purchasing  power. 
The  royalties  received  from  1865  to  1884,  when 
lie  died,  made  him  a wealthy  man. 

Throughout  the  country  there  were  author- 
ized selling  agents  of  Dr.  Norwood’s  Tincture 
in  all  large  cities.  In  South  Carolina,  the  agents 
were:  Boatright  & Company,  Columbia;  Havi- 
land  & Company,  Simmons,  Buff  and  Com- 
pany, and  Wiltberger,  Charleston. 

The  Shakers  distributed  pamphlets  written 
by  Dr.  Norwood,  on  the  back  of  which  were 
testimonials  from  many  doctors.  Dr.  Norwood 
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called  these  testimonials  his  “Cloud  of  Wit- 
nesses”. 

Dr.  Norwood  died  in  1884.  Bv  1S90,  vera- 
trum  viride  had  practically  ceased  to  be  used. 
It  was  a one  man  saga  in  our  medical  history. 
What  the  Committee  on  Ethics  would  now  do 
is  a question.  In  reality,  veratrum  viride  was 
an  ancient  remedy  known  since  the  days  of 
Hippocrates,  who  recommended  it  as  an  eme- 
tic, or  an  “upward  purge”,  as  it  is  expressed 
in  Greek.  One  peculiar  result  of  the  career  of 
veratrum  viride  and  Dr.  Norwood  was  the 
evaluation  of  the  Eclectic  System  of  Medicine. 

In  getting  a little  more  personal  picture  of 
Dr.  Norwood,  beside  his  interest  in  the  tinc- 
ture of  veratrum  viride,  we  find  that  he  was  a 
man  of  genial  disposition,  of  great  physical 
endurance,  and  of  deep  affection.  His  home 
life  was  ideal,  and  in  all  his  tastes  he  was 
thoroughly  domestic.  Early  in  life,  he  affiili- 


ated  with  the  Methodist  Church  and  was  a 
consistent  member  until  his  death,  which 
occurred  at  the  age  of  78  years,  after  a long 
illness,  in  Cokesbury,  South  Carolina.  He  is 
buried  in  Upper  Long  Lane  Cemetery,  Abbe- 
ville, South  Carolina,  and  over  his  grave  is  the 
stone  erected  by  the  members  of  the  South 
Carolina  Medical  Association  in  1917. 

Dr.  Norwood  was  a graduate  in  Medicine  of 
Castelton,  Vermont,  and  practiced  his  profes- 
sion for  fifty  years.  He  was  elected  to  a profes- 
sorship in  Oglethorpe  Medical  College,  Savan- 
nah, Georgia,  in  1856,  but  declined  the  honor. 

Dr.  Norwood  was  twice  married,  but  was 
survived  by  none  of  his  children.  Two  of  his 
sons  died  in  the  War  Between  the  States. 

A man  of  great  physical  endurance  and 
self  confidence,  Dr.  Norwood  reached  promin- 
ence which  few  attain. 


PATIENT  CARE  AT  THE  SOUTH  CAROLINA 

STATE  HOSPITAL 

William  S.  Hall,  M.  D. 

Superintendent,  South  Carolina  State  Hospital,  Columbia,  S.  C. 


Good  mental  health  is  civilization’s  most  important 
asset.  There  is  nothing  more  important  to  the  citizens 
of  our  state  than  the  mental  and  emotional  well-being 
ol  all  the  people.  Mental  illness,  which  is  both  the 
absence  ot  mental  health  and  the  presence  of  ab- 
normal ways  of  thinking,  feeling  and  acting,  is  prov- 
ing to  be  an  ever  increasing  and  costly  scourge  on 
humanity. 

The  South  Carolina  State  Hospital  is  going 
through  a period  of  transition.  During  the  last  five 
years  physical  evidence  of  progress  in  the  form  of 
new  buildings  has  been  imposing,  although  there  still 
remains  much  new  construction  to  be  done  in  order 
for  patients  now  in  the  hospital  to  be  properly  housed 
and  treated.  Approximately  $10,000,000  will  be 
necessary  to  construct  additional  ward  buildings  in 
order  to  relieve  the  overcrowding  that  still  exists  to 
the  extent  of  1,650  patients.  In  addition  to  the  new 
ward  buildings  there  is  urgent  need  for  a new  laundry, 
a new  central  kitchen  and  dining  room  at  the  Negro 
division  and  additional  living  quarters  for  nurses  and 
aides  (attendants). 

It  is  the  residual  population  growth,  which  in  a 
measure,  is  the  malignant  core  of  the  economic  and 
humanitarian  problem  of  our  hospital.  This  is  graphic- 


ally depicted  in  Figure  1 and,  needless  to  say,  this 
“chronic”  population  takes  a larger  and  larger  bite 
each  year  out  of  the  tax  dollar.  If  the  backlog  of 
residual  patients  continues  to  rise  in  the  future  as  it 
has  in  the  past,  the  General  Assembly  will  be  called 
upon  to  budget  more  and  more  money  for  additional 
new  buildings  and  other  facilities  that  are  necessary 
to  house  and  feed  the  increasing  number  of  in-patients. 

South  Carolina’s  mental  health  program  should  be 
geared  to  the  idea  that  a taxpayer  on  the  street,  cured 
of  mental  illness,  is  a much  greater  asset  than  a tax- 
consumer  in  a mental  institution,  degenerated  for  lack 
of  prompt  and  adequate  treatment.  Our  state  is  mov- 
ing the  right  direction  but  very, very  slowly. 

Based  on  the  premise  that  has  been  proven  many 
times  that  patients  can  be  “cured  instead  of  kept”, 
the  hospital  is  now  moving  as  rapidly  as  possible 
away  from  the  custodial  concept  that  guided  mental 
institutions  for  many  decades.  It  has  been  the  goal 
of  this  administration  to  convert  the  hospital  to  an 
active  treatment  center  where  patients  will  stay  for 
shorter  periods  of  time,  thus  permitting  a greater 
number  to  be  handled  with  the  same  physical  facili- 
ties. 
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Figure  1 


A logical  question  that  arises  in  the  mind  of  the 
average  person  is  ‘Yes,  hut  a large  number  of  the  pa- 
tients in  the  State  Hospital  will  not  appreciably  im- 
prove even  though  they  are  accorded  intensive  treat- 
ment’. That  assumption  is  partially  valid,  particularly 
when  applied  to  the  residual  population  group  re- 
ferred to  previously.  It  is  also  true  that  approximately 
600  persons  that  are  admitted  yearly  in  the  old  age 
group  will  not  be  appreciably  benefited  bv  intensive 
mental  therapy.  However,  in  this  regard  we  know 
that  these  elderly  people  constitute  tremendous  nurs- 
ing care  problems  and,  from  a physical  disease  stand- 
point, require  just  as  much  medical  care  and  attention 
as  do  younger  persons  who  are  suffering  from  mental 
disease  alone. 


Table  1 


South  Carolina  State  Hospital 
Annual  Patient  Turnover 
1951  to  1956 


1951  - 1952 

1952  - 1953 

1953  - 1954 

1954  - 1955 

1955  - 1956 
Totals 


Admissions 
mid  Returns 
2,71 1 
2,847 
2,921 
3,128 
3,169 
14,776 


Separations 

2,539 

2,647 

2,698 

3,019 

3,008 

13,911 


Average  turnover  2,955  2,782 

Source:  Annual  Reports,  S.  C.  State  Hospital 


A study  of  table  1 reveals  that  admissions  and  re- 
turns for  the  fiscal  year  1955-56  totaled  3,169.  Of  this 
number,  2,343  were  newly  admitted  patients  and  ap- 
proximately 1,700  were  in  the  lower  age  bracket,  be- 
low 65  years  of  age.  These  newly  admitted  young  pa- 
tients are  the  people  that  need  and  should  receive 
every  means  we  have  at  our  disposal  to  bring  about 
improvement  in  their  mental  illness. 

If  these  younger  persons  are  accorded  proper  treat- 
ment, South  Carolina  will  be  actually  spending  money 
to  save  money.  It  has  been  proven  in  several  states 
that,  by  improving  the  quality  of  care  and  treatment 
rendered  patients,  dividends  result  not  only  from  a 
humanitarian  standpoint,  but  in  financial  savings  as 
well.  In  fact,  a few  states  have  been  able  to  reduce 
the  cumulative  backlog  of  residual  patients,  thus 
bringing  about  a reduction  in  the  total  census  of  the 
hospital. 

In  the  state  hospital  system  of  Kansas  the  total 
population  of  all  the  mental  hospitals  has  gone  down 
seven  and  one  half  per  cent  in  the  last  five  years,  al- 
though their  admission  rate  has  more  than  doubled.’ 
During  that  same  period  of  time  the  total  population 
of  the  South  Carolina  State  Hospital  has  increased  by 
approximately  12  per  cent  even  though  the  admission 
rate  has  not  quite  doubled. 

As  a prerequisite  to  providing  acute  intensive  treat- 
ment for  all  patients  who  are  admitted,  an  adequate 
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staff  of  physicians,  nurses,  attendants,  psychologists, 
social  workers,  occupational  therapists,  chaplains, 
recreational  therapists  and  other  adjunctive  personnel 
is  absolutely  essential. 

Table  2 

Treatment  Team 


Personnel 

1950 

1956 

Additional 

Personnel 

Urgently 

Needed 

Physicians 

14 

23 

23 

Dentists 

1 

2 

2 

Nurses 

34 

61 

120 

Aides  ( Attendants ) 

335 

703 

297 

Psychologists 

0 

1 

3 

Pharmacist 

1 

2 

1 

Occupational  Therapists 

1 

3 

17 

Social  Workers 

3 

8 

27 

Chaplains 

0 

3 

2 

Library  Workers 

1 

2 

2 

X-Ray  Technician 

1 

T 

2 

Laboratory  Technicians 

4 

6 

4 

A study  of  Table  2 indicates  that  a start  has  been 
made  in  recruiting  the  professional  stall  that  is  neces- 
sary to  treat  mental  patients.  In  column  3 personnel 
needs  are  set  forth  which  would  augment  the  treat- 
ment team  sufficiently  whereby  each  patient  admitted 
to  the  hospital  would  be  assured  of  prompt  and  ade- 
quate treatment.  In  addition,  the  more  than  5,000 
“continued  treatment”  cases  could  be  handled  in  a 
satisfactory  manner. 

Commensurate  with  the  accelerated  treatment 
activities  we  have  gradually  expanded  our  five  train- 
ing programs.  Senior  medical  students  from  the  Medi- 
cal College  of  South  Carolina  are  now  present  in 
groups  the  year  round  for  a two-weeks  period  of 
clinical  instruction  instead  of  one  week  as  heretofore. 
The  affiliate  nursing  program  has  expanded  from  27 
students  in  1950  until  at  the  present  time  we  ac- 
commodate 66  students  in  each  class.  The  classes  re- 
main for  a period  of  three  months  and  the  training 
cycle  continues  the  year  round.  A psychology  intern- 
ship program  has  been  developed  in  collaboration 
with  the  South  Carolina  Mental  Health  Commission. 
The  psychiatric  aides  ( attendants ) who  formerly  re- 
ceived practically  no  formal  training  are  now  ac- 
corded a three-months  training  course.  Each  class 
numbers  60  to  70  trainees.  Ministerial  students  are 
trained  at  the  hospital  and  usually  there  are  five  to 
seven  in  each  class. 

The  new  tranquilizing  drugs  ( reserpine,  chlorpro- 
mazine,  etc. ) have  been  in  use  at  the  hospital  since 
February  1954.  It  has  been  found  from  experience 
that  the  drugs  constitute  a useful  addition  to  the  other 
treatment  procedures  for  mental  diseases.  The  drugs 
are  very  effective  in  alleviating  the  acute  distress 
associated  with  mental  diseases  but,  when  used  alone, 
the  patient  is  usually  not  completely  cured.  Many  pa- 
tients respond  favorably  to  them  and  become  amenable 
to  other  forms  of  treatment  such  as  psychotherapy, 
occupational  therapy,  etc.,  and  this  combined  effort 


has  proven  very  effective  in  curing  mental  illness. 
This  in  turn  creates  an  additional  work  load  for  all 
the  medical  personnel  in  the  hospital  and  it  naturally 
follows  that  additional  personnel  of  all  types  are 
necessary  in  order  to  utilize  the  drugs  to  the  fullest 
extent. 

In  addition  to  utilizing  the  “miracle”  drugs  the  hos- 
pital utilizes  other  therapies  that  have  been  developed 
in  recent  years  such  as  electro-shock,  psychosurgery, 
occupational  therapy  and  group  therapy.  Again,  due 
to  staff  limitations  these  treatment  procedures  cannot 
be  accorded  to  all  patients  that  would  benefit  from 
them. 

Volunteer  workers  are  also  rendering  a very  valu- 
able service  to  the  patients  of  the  South  Carolina  State 
Hospital.  This  group  includes  church  people  as  well 
as  others  who  are  willing  to  give  their  services,  time 
and  talent  for  the  benefit  of  the  mentally  ill.  Our  pa- 
tients need  help  above  and  beyond  the  -services  that 
are  performed  bv  employees.  All  sick  people  are  bene- 
fited bv  morale  building  and  the  volunteers  do  an 
excellent  job  in  this  regard.  Our  patients,  like  other 
people,  have  a yearning  for  new  friends  and  com- 
panions and  they  enjoy  fellowship  with  others.  The 
efforts  of  the  volunteers  satisfy  these  basic  psycho- 
logical needs  in  an  admirable  manner.  At  present,  ap- 
proximately 500  volunteer  workers  are  engaged  in 
this  service  to  the  hospital. 

This  “good  neighbor”  program  is  welding  a strong 
connecting  link  between  the  hospital  and  the  people 
of  South  Carolina.  The  accomplishments  of  the  institu- 
tion as  well  as  our  problems  and  needs  are  carried 
into  the  communities  where  other  citizens  become  ac- 
quainted with  them. 

Research  in  mental  illness  should  be  a very  impor- 
tant phase  of  the  hospital’s  activities.  It  is  virtually 
impossible  to  carry  on  a research  program  with  the 
amount  of  money  that  is  allocated  for  the  operation 
of  the  hospital.  As  the  professional  staff  is  augmented 
it  is  anticipated  that  research  efforts  will  be  initiated. 
At  the  present  time  the  hospital  has  an  application  on 
file  with  the  Department  of  Health,  Education  and 
Welfare  for  a research  grant.  The  research  effort  will 
compare  the  effectiveness  of  custodial  ward  treatment 
with  results  that  are  obtained  on  a model  ward  where 
all  the  latest  and  most  efficacious  treatment  procedures 
will  be  made  available. 

The  accelerated  treatment  program  and  the  ex- 
pansion of  the  training  activities,  as  well  as  general- 
ized improvements  throughout  the  institution  have 
been  absorbed  thus  far  in  a per  capita  cost  amounting 
to  $2.25  per  patient  per  day  in  the  fiscal  year  1955-56. 

As  a matter  of  explanation  the  term  “per  capita" 
refers  to  the  average  amount  of  money  expended  per 
patient  per  day  for  the  total  operating  expenditures 
of  the  institution.  This  includes  all  salaries,  food, 
clothing  for  the  majority  of  the  patients,  heat,  elec- 
tricity, medical  supplies,  drugs,  etc. 
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Table  3 

Maintenance  Expenditures 
Per  Patient  Per  Day 


1944- 

National 

1954- 

National 

1945 

Rank 

1955 

Rank 

Kansas 

0.70 

38 

5.09 

2 

North  Carolina 

0.82 

27 

2.78 

29 

Georgia 

0.65 

42 

2.28 

41 

South  Carolina 

0.97 

20.5 

2.19 

43 

U.  S.  Average 
(State  Hospitals) 

1 .06 

— 

3.07 

— 

Veterans 

Administration 

2.29 

— 

8.99 

— 

(Mental  Hospitals) 

Source:  Compiled  from  reports  made  to  the  National 
Institute  of  Mental  Health,  U.  S.  Public 
Health  Service,  Washington,  D.  C.  and  from 
factual  material  collected  by  the  National 
Mental  Health  Committee,  1129  Vermont 
Avenue,  N.  W.,  Washington,  D.  C. 

The  per  capita  cost  of  $2.25  per  day  is  obviously 
strained  to  provide  for  personnel  now  on  hand.  In 
order  to  further  increase  the  number  of  professional 
personnel  on  the  treatment  team  and  expand  training 
and  research  activities  a substantial  increase  in  funds 
is  absolutely  mandatory. 

In  acoustics,  all  of  us  are  familiar  with  the  sound 
harrier.  In  the  matter  of  further  improving  the  quality 
of  care  and  treatment  of  patients,  the  South  Carolina 
State  Hospital  has  reached  the  “financial  harrier”.  It 
is  mandatory  that  the  appropriation  be  increased  or 
we  will  have  to  be  content  with  holding  our  own  or 
possibly  retrenching. 

It  is  very  disagreeable  to  think  in  terms  of  holding 
our  own  when,  as  table  3 indicates,  the  State  of  South 


Carolina  now  ranks  43rd  in  the  nation  in  the  amount 
of  money  expended  per  patient  for  mental  illness. 

Reference  has  been  made  heretofore  to  the  State  of 
Kansas  with  regard  to  the  marked  increase  in  hospital 
discharges  following  an  accelerated  intensive  treat- 
ment program.  In  order  to  accomplish  this  objective 
it  was  necessary  for  the  legislature  to  increase  the  per 
capita  from  $1.06  per  day  in  1948  to  $5.09  per  day 
in  1955.'  This  marked  increase  has  proven  to  be  good 
business.  As  stated  previously,  the  Kansas  State  Hos- 
pital system  has  been  enabled  to  reduce  its  overall 
patient  population  by  seven  per  cent  while  the  South 
Carolina  State  Hospital  population  was  being  increased 
by  twelve  per  cent.  This,  in  effect,  is  spending  money 
to  save  money. 

In  conclusion  the  writer  would  like  to  emphasize 
the  following  facts. 

( 1 ) That  the  general  physician  has  greater  need 
for  knowledge  basic  to  psychiatry  than  that  of  any 
other  speciality. 

( 2 ) That  intensive  research  in  mental  illness  will 
be  just  as  rewarding  as  in  other  branches  of  medicine. 

( 3 ) That  good  mental  health  is  “good  business”. 
It  is  actually  spending  money  to  save  money. 

( 4 ) That  it  is  unreasonable  to  expect  an  institution 
to  operate  as  an  active  treatment  hospital  on  $2.25  per 
patient  per  day. 

(5)  That  our  State  Hospital  is  a good  one — “there 
is  nothing  wrong  with  it  that  money  can’t  cure  ”. 
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Anaphylactic  Shock  Due  To  The  Use  of  Cosmetics. 
George  R.  Laub,  M.  D.  Ann.  Allergy  14:511  Nov.- 
Dee.  1956. 

This  paper  represents  a case  report  of  a 44  year  old 
white  woman  wJio  had  different  allergic  manifestations 
for  four  years.  She  mainly  suffered  from  frequent 
nasal  blockage,  attacks  of  sneezing,  a large  amount  of 
watery  discharge  and  headaches.  No  attacks  of  asthma 
were  reported.  Her  symptoms  were  increased  in  in- 
tensity in  spring  and  fall  but  they  are  present  all  year 
round.  The  patient  was  tested  and  received  treatment 
for  her  various  allergies  with  very  good  results.  The 
only  positive  reaction  which  lasted  was  that  to  orris 
root  and  by  using  cosmetics  without  this  substance, 
she  had  no  complaints  for  over  two  years.  In  Novem- 
ber 1955  this  patient  used  a highly  advertised  cos- 
metic with  the  effect  that  she  went  into  anaphylactic 
shock  within  a short  time.  Epinephrine  and  other 
drugs  were  used  before  her  recovery  from  the  shock. 
During  her  stay  in  the  hospital  such  shocks  occurred 
quite  often  when  visitors  with  strong  perfume  came 
to  see  her.  The  resident  reported  systolic  blood  pres- 
sure readings  of  50  mm  Hg.  at  the  time  of  these 


“minor”  anaphylactic  reactions,  while  some  other 
times  glottic  edema  occurred. 

With  routine  treatment  and  strict  allergic  regimen 
the  patient  recovered. 

This  case  report  is  followed  by  a discussion  of  the 
various  kinds  of  shock  and  a short  review  of  the 
bibliography.  This  patient  is  also  evaluated  from  an 
allergic  and  psychosomatic  point  of  view,  upon  which 
the  result  of  the  treatment  really  depended. 


Autotransfusion:  B.  E.  Ferrara,  (Charleston)  South. 
M.  J.  50:516-519.  April  1957. 

The  author  advises  the  use  of  autotransfusion  in 
hemothorax  because  it  furnishes  an  easily  available 
source  of  compatible  blood.  The  superior  oxygenation 
of  autotransfused  blood  in  comparison  with  citrated 
banked  blood  is  mentioned.  The  technic  described  is 
available  at  all  hospitals  and  is  in  general  use.  The 
donor  vacuum  bottle  containing  citrate  solution  is 
used  to  aspirate  blood  from  the  pleural  space.  When 
the  blood  is  collected  it  is  then  transfused  to  the  pa- 
tient. The  author  stresses  that  there  will  be  no 
morbidity  and  no  mortality  using  this  technic. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 

COMPLETE  A-V  BLOCK 

Dale  Groom,  M.  D. 

Department  of  Medicine 

Case  Record — A young  lady  of  28  was  seen  in  the 
Beaufort  Heart  Clinic  because  of  two  attacks  of  sud- 
den loss  of  consciousness  and  several  nocturnal  epi- 
sodes of  acute  dyspnea  during  the  preceding  three 
months.  These  attacks  came  on  abruptly  without  any 
warning  nor  evident  cause.  A review  of  her  history 
and  records  revealed  the  following:  unusual  dyspnea 
on  exertion  of  some  six  months  duration,  occasional 
episodes  of  light-headedness  with  weakness  and 
sweating,  the  notation  of  a slow  pulse  rate  on  one  ex- 
amination, and  a recent  electrocardiogram  which 
showed  a right  bundle  branch  block  and  a P-R  interval 
at  the  upper  limit  of  normal  (.20  sec.).  A chest 
roentgenogram  had  been  reported  as  normal.  Prior  to 
tlie  onset  of  these  symptoms  she  had  experienced  no 
cardiovascular  disability  even  during  her  two  normal 
pregnancies. 

Physical  examination  was  essentially  negative  ex- 
cept for  the  cardiac  findings.  The  heart  rate  was  ex- 
tremely slow  but  regular.  An  additional  low-pitched 
heart  sound  recurring  regularly  at  a rate  of  about  100 
was  faintly  audible  in  the  mid-precordial  area  and 
was  interpreted  as  arising  from  atrial  contractions. 

The  patient’s  electrocardiogram  recorded  at  this 
time  is  illustrated  below. 

Therapy  during  the  entire  course  of  her  illness  in- 
cluded atropine,  digitalis  and  Isuprel.  However  she 
continued  to  experience  the  attacks  in  increasing 
frequency  and  severity,  during  one  of  which  three 
weeks  later  she  had  a generalized  convulsion  and 
died. 

Autopsy  examination  was  limited  to  the  heart  which 
was  not  remarkable  except  for  the  presence  of  a small 
lesion  measuring  approximately  1 x 1.3  cm.  in  the 
posterior  superior  portion  of  the  interventricular  sep- 
tum. This  lesion  was  cystic  in  nature,  filled  with 
mucoid  material,  and  on  microscopic  examination 
showed  only  some  non-specific  scar  formation  with 
minimal  evidences  of  chronic  inflammation. 
Electrocardiogram — Although  at  first  glance  it  may 
appear  that  the  ventricles  are  responding  to  every 
3rd  atrial  beat,  careful  measurements  ( most  reliably 
made  on  long  strips  of  tracings  before  mounting)  re- 


veal that  there  is  no  constant  relationship  between  the 
P waves  which  have  a rate  of  96  per  minute  and  the 
QRS  complexes  with  a rate  of  only  32.  The  atria  and 
ventricles  are  beating  completely  independently,  both 
with  regular  rhythms  of  their  own.  Sometimes  ventri- 
cular contraction  does  seem  to  alter  the  atrial  rate 
slightly,  but  the  approximately  3 to  1 ratio  in  their 
rates  at  the  time  of  this  tracing  is  probably  coinci- 
dence. Actually  there  are  no  true  P-R  intervals;  their 
association  is  basically  a random  one. 

All  QRS  complexes  in  the  three  standard  leads  are 
of  moderately  low'  voltage  and  are  wide  and  shirred, 
measuring  0.12  seconds  in  duration.  Those  recorded 
in  lead  II  appear  much  wider  because  P waves  hap- 
pen to  hill  in  close  association  with  them.  T waves 
are  most  evident  in  leads  II  and  III  where  they  are 
in  a direction  opposite  to  that  of  the  main  deflections 
of  the  QRS  complexes,  and  P waves  are  often  super- 
imposed on  them  giving  somewhat  the  appearance  of 
U waves. 

Discussion — Complete  atrioventricular  block  means 
total  absence  of  conduction  of  impulses  from  the  atria 
through  the  A-V  node  to  the  ventricles.  Usually  the 
atria  continue  to  beat  more  or  less  regularly  in  re- 
sponse to  their  normal  pacemaker,  the  S-A  node,  al- 
though flutter,  tachycardia,  or  other  atrial  arrhythmias 
may  be  present.  But  since  no  impulses  get  through  to 
the  bundle  of  His  the  ventricles,  if  they  beat  a1  all, 
must  provide  their  own  pacemaker.  A remarkable 
property  of  myocardial  tissue  is  its  innate  capacity  to 
initiate  rhythmic  impulses  and  contractions  without 
nervous  innervation  and  without  even  a normal  con- 
duction system.  The  inherent  rate  of  activation  in 
ventricular  muscle  is  on  the  order  of  40  per  minute, 
ranging  from  about  20  to  60.  Hence  the  conspicuously 
slow  pulse  rate,  suggesting  clinically  the  presence  of 
a primary  ventricular  rhythm. 

By  configuration  of  the  QRS  complexes  one  can 
ascertain  the  location  of  the  ventricular  pacemaker.  If 
it  is  established  high  in  the  septum  near  the  A-V  node 
these  deflections  will  usually  be  of  relatively  normal 
appearance  (and,  often,  of  a more  rapid  rate).  If,  on 
the  other  hand,  the  right  ventricular  muscle  becomes 
the  site  of  impulse  formation,  depolarization  will  pro- 
ceed from  right  to  left  giving  QRS  complexes  which 
resemble  those  of  left  bundle  branch  block.  And  con- 
versely, those  of  a pacemaker  on  the  left  side  will 
resemble  right  bundle  branch  block.  The  same  is  of 
course  true  of  isolated  ectopic  beats.  A rhythm  such 
as  this  one,  maintained  by  an  ectopic  ventricular  pace- 
maker, is  termed  an  idioventricular  rhythm. 

An  interesting  variant  of  auriculoventricular  block 
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closely  resembling  complete  A-V  block  is  interference 
dissociation,  said  to  occur  occasionally  with  digitalis 
toxicity.  In  the  latter  mechanism  the  atrial  rate  is 
slower  than  the  ventricular  rate  and  the  two  likewise 
remain  independent  of  each  other  except  for  an  occa- 
sional conducted  beat  which  occurs  when  an  impulse 
from  the  atria  happens  to  reach  the  A-V  node  at  a 
time  when  it  is  not  refractory.  A normal  complex  then 
appears,  often  premature  in  time,  after  which  the 
ectopic  ventricular  rhythm  is  again  resumed  until  the 
next  normally  conducted  beat. 

Generally  complete  or  “third  degree”  A-V  block  is 
of  more  serious  clinical  significance  than  the  first  de- 
gree (prolonged  P-R)  or  second  degree  (partial) 
types  of  block.  Anything  which  causes  sufficient  dam- 
age to  the  atrioventricular  node  can  produce  it.  Hence 
this  degree  of  block  usually  denotes  advanced  organic 
heart  disease,  perhaps  most  frequently  resulting  from 
coronary  atherosclerosis.  However  digitalis,  acute 
illnesses  such  as  diphtheria  and  rheumatic  fever,  and 
other  causes  of  A-V  blocks  of  lesser  degree  can  also 
produce  complete  block.  A congenital  form  is  fre- 
quently seen  in  association  with  interventricular  septal 
defects,  probably  due  to  the  congenital  malformation 
of  the  septum  and  its  conduction  system. 

One  of  the  most  important  clinical  features  of  com- 
plete A-V  block  is  the  frequent  occurrence  with  it  of 
attacks  of  syncope,  or  so-called  Adams-Stokes  attacks. 
While  the  slow  ventricular  rate  may  he  quite  adequate 
to  maintain  sufficient  circulation  under  ordinary  con- 
ditions— or  even  during  considerable  physical  exertion 
— occasionally  the  idioventricular  pacemaker  foils  to 
initiate  rhythmic  impulses  and  asystole  results.  Such 
pauses  in  ventricular  activity  occur  suddenly  and  with- 
out warning.  The  symptoms  produced  by  them  de- 
pend upon  the  duration  of  ventricular  standstill.  Inter- 
ruption of  the  circulation  for  only  a few  seconds  may 
cause  only  transient  giddiness  or  weakness.  Fainting 
and  loss  of  consciousness  may  ensue  with  a longer 
interval  of  asystole.  Attacks  lasting  more  than  a minute 
or  two  result  in  convulsions  and  death.  Although  it 


was  not  possible  to  obtain  an  electrocardiogram  during 
an  attack,  the  clinical  course  of  this  patient  is  typical 
of  such  a sequence  of  events. 

The  exact  etiology  of  the  damage  to  the  conduction 
system  in  this  young  lady  is  uncertain.  Her  progression 
from  a presumably  normal  cardiac  status  to  right 
bundle  branch  block  and  then  to  complete  heart  block 
in  a period  of  only  several  months  suggests  progressive 
destruction  in  the  region  of  the  A-V  node  or  inter- 
ventricular septum,  as  by  a neoplasm.  The  main  patho- 
logic findings  were  in  fact  confined  to  this  area.  In 
view  of  the  short  duration  of  the  illness,  and  the  fact 
that  no  appreciable  obstruction  was  demonstrable  in 
the  coronary  arteries,  perhaps  the  lesion  described  by 
the  pathologist®  remains  the  most  likely  explanation 
of  the  clinical  and  electrocardiographic  findings  in 
this  case. 

®The  autopsy  and  tissue  studies  were  carried  out  by 
Donald  Sheffel,  M.  D.  pathologist  of  the  U.  S.  Naval 
Hospital  in  Beaufort,  S.  C.  The  interest  and  collabora- 
tion of  Dr.  Sheffel  in  this  report  is  gratefully  ac- 
knowledged. 

UTERO-HYDRONEPHROSIS 
PRODUCED  BY  UTERINE 
MYOMAS 

J.  A.  Salley,  M.  D. 

AND 

Louie  E.  Nesmith,  M.  D. 

Department  of  Obstetrics  and  Gynecology 
This  38  year  old  colored  female  gravida  1,  para  1, 
abort  0,  whose  only  child  is  17  years  old,  was  first 
seen  in  the  Out-Patient  Clinic  on  March  1,  1957.  Her 
chief  complaint  was  profuse  vaginal  bleeding  of  7 
days  duration.  Her  menstrual  periods  were  usually 
regular.  She  stated  however,  that  her  last  menstrual 
period  began  on  February  5,  1957  and  lasted  7 days. 
During  this  time,  bleeding  was  so  profuse  that  she 
was  unable  to  get  out  of  bed.  This  was  accompanied 
by  moderate  abdominal  cramps.  She  had  had  no 
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bleeding  during  the  following  month  and  at  the  date 
of  examination,  her  menstrual  period  was  approxi- 
mately two  weeks  late.  She  also  complained  of  a 
moderate  amount  of  lower  abdominal  pain  that  was 
not  constant  and  was  described  as  a sense  of  fullness 
and  pressure  in  the  pelvis.  She  gave  a history  of  occa- 
sional dysuria  and  frequency  but  no  other  genito- 
urinary symptoms.  One  year  previously  while  living 
in  another  city  she  had  an  episode  of  profuse  vaginal 
bleeding  which  occurred  at  the  regular  menstrual 
time.  This  was  so  profuse  that  she  was  hospitalized  at 
the  time  and  given  two  blood  transfusions.  She  states 
that  the  etiology  of  this  bleeding  was  not  determined 
and  diagnostic  dilatation  and  curettage  was  not  done. 
Other  than  these  two  episodes  of  menorrhagia,  her 
menstrual  history  was  normal. 

Physical  examination:  This  is  a well  developed  and 
nourished,  slightly  obese,  deafmute,  colored  female. 
Skin  and  mucous  membranes  are  normal  except  for 
slightly  pale  mucous  membranes.  General  physical 
examination  was  otherwise  normal  except  for  the  ab- 
domen and  pelvis.  Abdominal  examination  revealed 
an  irregular  hard  mass  arising  from  the  pelvis  and 
extending  to  5 cm.  below  the  umbilicus.  Pelvic  ex- 
amination: The  Bartholin  glands,  Skenes  glands  and 
urethra  were  negative.  The  vaginal  supports  were 
adequate.  The  vaginal  mucosa  was  normal  in  color 
and  showed  evidence  of  estrogenic  effect.  The  cervix 
was  normal  in  size  and  displaced  to  the  left.  There 
was  moderate  ulceration  over  the  external  cervix.  The 
uterus  sounded  to  a 9 cm.  depth.  The  uterus  was  ir- 
regular and  enlarged  to  the  size  of  a 16  weeks  preg- 
nancy. The  largest  mass  extended  to  the  right  and 
the  uterine  body  could  be  felt  displaced  to  the  left. 
The  irregular  mass  was  continuous  with  and  moved 
with  the  uterus.  There  was  moderate  fixation  but  the 
mass  could  be  moved  to  some  extent.  Rectal  and  recto- 
\ aginal  examination  confirmed  the  above  findings. 

Laboratory  work:  Papanicolaou  smears  were  re- 
ported as  negative.  The  urinalysis  was  negative.  The 
hemoglobin  was  9.5  grams,  and  leucocytes  were  7200. 
The  volume  of  packed  cells  was  34  volumes  per  cent. 
Wasserman  and  Kline  tests  were  negative.  Intravenous 
pyelograms  showed  a “lobulated  soft  tissue  density 
arising  from  the  true  pelvis.  The  superior  margin  was 
not  clearly  defined.  Within  the  confines  of  this  lobu- 
lated soft  tissue  mass  were  several  linear  calcifications. 
After  the  intravenous  injection  of  dye,  there  was 
prompt  excretion  from  the  left  kidney  and  delayed 
excretion  from  the  right  kidney.”  The  left  kidney  was 
normal.  There  was  moderate  hydronephrosis  of  the 
right  kidney  with  incomplete  visualization  of  the  right 
ureter.  ( Fig.  1 ) 

The  impression  was  “hydronephrotic  right  kidney. 
Negative  left  kidney.  Partial  calcification  in  fibro- 
myomata  of  the  uterus.” 

The  clinical  impression  was  as  follows:  (1)  Fibro- 
myomata  of  the  uterus.  (2)  Menorrhagia,  secondary 
recurrent.  (3)  Hypertensive  vascular  disease.  (4) 
Hydronephrosis,  right,  secondary  to  pressure  from 


Figure  1 

Pyelograms  Prior  to  Surgical  Removal  of  the  Fib  oicl. 


fibromyomata.  (5)  Anemia  due  to  acute  blood  loss. 

The  patient  received  500  ml.  of  whole  blood  as  a 
transfusion  without  reaction.  After  adequate  prepara- 
tion total  abdominal  hysterectomy  and  appendectomy 
were  performed.  The  larger  of  the  fibromyomata  was 
in  the  lower  one-third  of  the  uterus.  The  position  of 
this  fibroid  could  be  seen  to  produce  extrinsic  pressure 
on  the  right  lateral  pelvic  wall.  The  patient  withstood 
the  surgical  procedure  well  and  her  postoperative 
course  was  uneventful. 

The  pathological  diagnosis  was  chronic  cervicitis 
and  fibromyomata  of  the  uterus  with  red  degenera- 
tion. The  patient  was  discharged  from  the  hospital  on 
the  8th  postoperative  day  in  good  condition.  Three 
weeks  following  discharge  from  the  hospital  she  was 
seen  in  the  out-patient  clinic  at  which  time  intra- 
venous pyelograms  were  obtained.  The  intravenous 
pyelograms  showed  rapid  excretion  of  dye  from  both 
kidneys  with  definite  decrease  in  dilatation  of  right 
kidney.  (Fig.  2) 

Discussion : This  case  of  utero-hydronephrosis 

secondary  to  obstruction  of  the  ureter  by  a uterine 
fibroid  represents  one  of  several  treated  in  our  depart- 
ment during  the  past  few  months. 

Intravenous  pyelography  has  become  a routine  pro- 
cedure in  the  evaluation  of  all  patients  exhibiting  these 
tumors.  We  consider  this  procedure  particularly  im- 
perative if  we  plan  to  treat  asymptomatic  tumors  con- 
servatively. We  have  been  surprised  at  the  frequency 
of  associated  uretero-hydronephrosis. 

Kretshmer  and  Kanter1  found  ureteral  obstruction 


218 


The  Jouhnal  of  the  South  Carolina  Medical  Association 


Figure  2 

Pitch) grams  3 Weeks  Postoperative!!/. 


of  varying  degrees  in  70.8%  of  24  cases  in  which  the 
fibroids  extended  above  the  pelvic  brim.  Surprisingly 
six  of  eleven  cases  of  smaller  fibroids  produced  some 
degree  of  ureteral  obstruction.  Chamberlin  and 
Payne2  found  dilatation  of  the  upper  urinary  tract 
in  72.5%  of  all  myomas  studied.  They  found  the  posi- 
tion of  the  tumor  to  be  more  important  than  the  size 
in  producing  uretero-hydronephrosis.  Impacted  tumors 
and  intraligamentous  tumors  almost  always  caused 
obstruction.  All  of  their  patients  revealed  a complete 
return  to  normal  after  surgery.  In  the  case  presented 
the  position  of  the  largest  fibroid  on  the  lower  one- 
third  of  the  uterus  was  probably  responsible  for  the 
obstruction  of  the  ureter  since  the  most  fixed  point  in 
the  course  of  the  ureter  is  at  the  crossing  of  the  uterine 
vessels. 

Payne  and  Chamberlin2  found  no  cases  of  hydro- 
nephrosis caused  by  fibroids  to  be  of  sufficient  severity 
to  produce  a non-functioning  kidney.  A patient  treated 
by  us  three  weeks  before  this  writing  with  impacted 
fibroids  largely  involving  the  mid  and  lower  uterus 
and  with  severe  chronic  inflammatory  disease  had  an 
associated  right  hydronephrosis  of  such  degree  that  the 
kidney  was  completely  non-functioning,  necessitating 
nephrectomy. 

Everett  and  Sturgis3  stressed  the  importance  of 
pelvic  inflammatory  disease,  particularly  when  asso- 
ciated with  large  fibroids  in  producing  changes  in 
upper  urinary  tract.  They  found  an  incidence  of  77% 
with  upper  urinary  tract  dilatation  when  these  two 
diseases  coexisted.  In  their  series  this  figure  was  sig- 
nificantly higher  than  in  myomas  without  adnexitis. 
Twenty-three  per  cent  of  the  total  group  studied 
showed  diminished  renal  function. 

Klempner4  found  uretero-hydronephrosis  in  34% 
of  fibroids  less  than  the  size  of  a 6 months  pregnancy, 


in  58%  of  fibroids  larger  than  6 months  pregnancy, 
in  60%  of  cervical  fibroids,  and  in  57%  of  fibroids 
with  associated  adnexitis. 

The  significance  of  the  uretero-hydronephrosis  is 
evident  in  the  more  severe  cases.  Everett  and  Sturgis3 
demonstrated  impairment  of  the  renal  function  in  23% 
of  their  cases.  The  significance  of  the  mild  obstruc- 
tions may  be  argued  but  it  would  seem  that  pro- 
gressive obstruction  would  result  if  left  unattended. 

The  high  incidence  of  ureteral  obstruction  reported 
in  the  literature  must  be  largely  taken  from  cases  of 
larger,  symptomatic  myomas.  If  all  fibroids  were 
studied  in  the  clinic  as  the  diagnosis  was  made  with- 
out regard  to  size,  symptoms,  etc.,  we  do  not  believe 
the  incidence  of  urinary  changes  would  be  as  high. 
1 lowever,  these  figures  certainly  make  pyelograms 
mandatory  before  managing  myomas  conservatively. 

Summary:  A case  of  ureteral  obstruction  secondary 
to  uterine  fibroids  is  presented.  The  incidence  of 
ureteral  obstruction  by  fibroids  is  surprisingly  high. 
Cervical  fibroids,  impacted  fibroids,  intraligamentous 
fibroids,  fibroids  associated  with  pelvic  inflammatory 
disease,  and  fibroids  larger  than  a 6 months  pregnancy 
are  much  more  likely  to  produce  obstruction.  All  pa- 
tients with  significant  uterine  fibroids  should  have 
intravenous  pyelography. 
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The  Healing  of  Donor  Sites.  J.  V.  Jeffords  and  R.  F. 
Hagerty.  (Ann.  Surg.  145:169-174,  Feb.  1957). 

A series  of  50  donor  sites  dressed  in  accordance 
with  two  separate  techniques  was  reported.  In  this 
series  the  percentage  of  epithelialization  following  the 
use  of  Furacin  ( nitrofurazone ) impregnated  fine 
mesh  gauze  was  superior  to  that  in  the  control  scries 
using  vaseline.  There  was  no  evidence  of  interference 
with  epithelialization  by  the  chemical  components  of 
the  substances  studied  and  no  evidence  of  sensitiza- 
tion. More  rapid  healing  of  donor  sites  was  noted  in 
the  areas  where  secondary  infection  was  prevented. 
A method  of  handling  donor  sites  acceptable  for 
clinical  use  was  described. 

A method  of  evaluation  of  the  effectiveness  of  dress- 
ings of  surface  wounds  to  permit  objective  and 
quantitative  study  was  also  described. 
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ROPER  HOSPITAL  FACES 
CRITICAL  PERIOD 

William  H.  Prioleau,  M.  D. 

Roper  Hospital  expansion  seems  assured  now  that 
the  Medical  Society  of  South  Carolina  has  come  into 
possession  of  about  two  million  dollars  from  the  Mora- 
vvetz  estate.  Money  from  other  sources  makes  the 
total  sum  on  hand  about  three  million  dollars.  As  this 
is  not  sufficient  to  meet  the  anticipated  needs,  it  is 
hoped  that  County  backing  can  be  obtained  for  ac- 
quiring additional  funds.  The  plan  is  to  modernize 
the  Private  Pavilion  and  to  add  one  or  two  wings 
so  as  to  replace  the  Main  Building  and  give  some  ad- 
ditional beds.  In  the  expansion  program  there  must 
be  kept  in  mind  the  importance  of  maintaining  a close 
working  relationship  between  the  Roper  Hospital  and 
the  Medical  College.  To  a great  extent  this  will  de- 
pend upon  the  ability  of  Roper  Hospital  to  continue 
to  make  available  to  the  Medical  College  county  in- 
digent patients  for  teaching  students  and  training 
residents. 

Any  major  construction  will  require  at  least  three 
years  for  completion.  This  will  be  a very  difficult 
period  for  Roper,  with  particular  regard  to  the  care 
of  indigent  patients  and  of  maintaining  its  working 
personnel  on  a satisfactory  level.  In  this  period  Roper 
can  not  afford  to  lose  ground.  Any  loss  of  professional 
accreditation  or  of  a service  or  facility  essential  to  a 
first  class  community  hospital  would  be  serious,  as  it 
would  likely  be  regained  only  with  great  difficulty. 

If  considered  from  a cost  standpoint  alone,  im- 
provements to  the  existing  plant  and  new  construction 
would  proceed  in  an  orderly  manner.  To  adhere 
strictly  to  this  policy  would  be  shortsighted  with  re- 
gard to  professional  standards  and  public  relations. 
Where  possible  improvements  in  facilities  and  work- 
ing conditions  should  be  given  priority,  if  Roper  is  to 
maintain  its  present  position  in  the  community  and  a 
close  association  with  the  Medical  College,  each  closely 
related  to  the  other.  The  immediate  needs,  as  well 
as  long  term  advantages,  fully  justify  some  additional 
cost  in  deviating  from  a program  based  solely  on 
economy  of  construction. 

During  this  period,  to  maintain  an  adequate  work- 
ing personnel  will  be  a major  problem.  It  must  be 
approached  from  the  standpoint  of  working  conditions 
at  Roper  as  compared  with  those  of  other  institutions 
in  the  area,  remuneration  with  security  and  fringe 
benefits,  and  maintaining  professional  work  at  such 


a standard  that  it  in  itself  is  an  attraction.  A staff 
adequate  for  good  patient  care  is  essential  as  a ground- 
work upon  which  everything  else  depends. 

Caring  for  the  county  indigent  patients  will  present 
increasing  difficulties  due  particularly  to  administra- 
tive and  staffing  problems  in  the  outmoded  Main 
Building.  The  importance  of  these  patients  can  not 
be  overemphasized  in  the  teaching  and  resident  train- 
ing program.  Should  some  curtailment  in  patient  care 
become  necessary  it  should  be  in  the  private  patient 
category,  as  this  loss  could  be  more  readilv  regained 
after  completion  of  the  building  program.  The  ac- 
creditation of  Roper  is  dependent  upon  a close  work- 
ing relationship  with  the  Medical  College,  and  this  in 
turn  depends  primarily  upon  its  making  available  to 
the  College  the  county  indigent  patients.  Whether 
Roper  will  continue  to  serve  the  community  as  a first 
class  hospital  will  be  determined  by  its  ability  to  main- 
tain intact  this  group  of  patients  during  the  difficult 
period  just  ahead. 

The  Medical  College  has  need  of  indigent  patients 
in  order  to  maintain  a satisfactory  teaching  program. 
At  present  these  are  supplied  by  Charleston  County 
and  cared  for  by  Roper  Hospital,  at  something  less 
than  actual  cost  to  the  hospital.  By  delegating  the 
professional  care  of  these  patients  to  the  faculty  of  the 
Medical  College,  Roper  Hospital  is  enabled  to  render 
to  the  community  the  services  of  the  standard  of  a 
university  hospital.  If  anything  should  occur  to  d’srupt 
the  present  arrangement,  the  Medical  College  would 
be  faced  with  the  politico-economic  problem  of  ob- 
taining indigent  patients  from  other  sources.  Roper 
Hospital  would  no  longer  be  able  to  operate  upon  the 
same  high  professional  standard,  and  Charleston 
would  be  deprived  of  having  a highly  accredited  hos- 
pital to  care  for  those  community  needs  which  do  not 
fall  within  the  province  of  the  Medical  College  Hos- 
pital, which  is  a state  institution. 

Until  the  new  construction  has  been  completed, 
Roper  will  have  serious  difficulty  in  maintaining  a 
satisfactory  status.  The  inadequacy  of  the  physical 
plant  must  be  made  up  by  a particular  effort  to  render 
a high  standard  of  service  and  patient  care.  It  is  to 
the  interest  of  the  community  and  to  the  Medical 
College  that  the  Roper  Hospital  pass  through  this 
period  satisfactorily,  so  that  when  its  new  construction 
has  been  completed  it  will  be  in  a position  to  serve 
both  to  better  advantage.  A great  deal  is  at  stake. 

(This  article  appeared  in  The  Scribe  of  June  1957) 
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For  years  at  the  County  Medical  meetings  I have  heard  members  rise  to 
enter  complaints  or  make  suggestions,  many  of  which  were  very  valuable. 

LET  YOUR  VOICE  BE  HEARD! 

It  is  from  the  voice  of  the  individual  in  our  organization  that  new  concepts 
and  new  undertakings  begin. 

There  is  a ditect  channel  from  you,  the  individual,  to  the  highest  councils  of 
organized  medicine.  In  order  that  your  opinions  may  be  carried  on  to  some  ulti- 
mate conclusion,  they  must  be  put  in  some  concrete  form,  given  to  your  member 
of  the  House  of  Delegates,  or  carried  there  yourself.  From  the  House  of  Delegates 
resolutions  are  then  presented  to  a Reference  Committee  dealing  with  similar 
problems.  Each  member  is  offered  a cordial  hearing  and  if  your  fellow  practi- 
tioners think  well  of  your  proposal  it  is  returned  to  the  House  of  Delegates  for 
further  recommendations  and  action. 


Proposals  by  State  Medical  Association  members  can  then  be  carried  on  to 
the  A.  M.  A.  where  a similar  procedure  is  followed. 


Again  I say,  let  your  voice  be  heard,  because  it  is  from  the  individual  member 
that  our  national  organization  gains  its  strength.  You,  the  individual,  are  truly  the 
A.  M.  A. 

D.  L.  Smith,  M.  D. 
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Editorials 


GHOST  MEMBERSHIP 

Surveys  conducted  over  the  country  show 
that  about  50  per  cent  of  the  doctors  attend 
most  meetings  of  their  county  medical  so- 
cieties, six  per  cent  attend  no  meetings.  The 
West  does  better  than  the  East,  where  onlv 
38  per  cent  of  the  members  attend  “most 
meetings.” 

Attendance  in  our  own  county  societies  is 
possibly  even  less.  A rather  appalling  list  of 
non-attendants  appears  in  the  bulletin  of  one 
of  our  larger  county  societies.  In  this  society, 
32  per  cent  of  the  members  did  not  come  to 
a single  meeting  during  the  year,  and  even 
allowing  for  illness  or  disability  among  these 
delinquents,  more  than  25  per  cent  of  the  total 
membership  did  not  once  deign  to  add  their 
presences  to  the  deliberations  of  their  medical 
brethren. 

This  is  a discouraging  note,  when  medicine 
needs  a united  front  and  a strong  spirit  of  or- 
ganization to  hold  its  ground  against  the  con- 
stant attacks  of  the  still  active  proponents  of 
socialization.  Perhaps  an  impending  crisis 
might  bring  out  the  sluggards.  Perhaps  no  one 
has  yet  discovered  the  way  of  making  county 
meetings  more  attractive  to  the  whole  member- 
ship. Perhaps  there  are  too  many  meetings.  Or 
perhaps  there  are  too  many  medical  people 
who  are  concerned  only  with  their  own 
private  medical  lives  and  feel  no  spirit  of  re- 
sponsibility to  the  profession  which  sustains 
them  in  their  positions. 


BRITISH  MEDICINE 
British  socialized  medicine  has  proven  to 
be  no  bargain.  The  total  cost  has  gone  up  to 
nearly  two  billion  dollars  and  is  still  rising. 
This  figure  is  four  times  the  estimate  made  in 
1948.  Compulsory  contributions  by  employers 
and  employees  make  up  about  one  ninth  of 
costs,  patients’  fees  make  up  a little  more,  but 
the  big  burden  is  on  the  general  tax  revenue — 
three-fourths  of  the  cost,  nearly  a billion  and 
a half  dollars. 

That  is  the  present  arrangement.  Now  the 


doctors  are  asking  a pay  raise  of  24  per  cent 
to  meet  increased  living  costs,  estimated  to 
be  one-third  higher  than  those  of  the  time 
when  the  fee  schedule  was  adopted.  If  this 
raise  is  met,  or  even  compromised,  total  costs 
of  the  system  will  rise  tremendously. 

It  is  difficult  to  get  a clear  view  of  the  prac- 
tical value  of  British  socialized  medicine. 
From  our  standpoint  it  would  seem  that  it 
must  be  debased  and  its  progress  thwarted. 
Are  the  overseas  doctors  satisfied  with  the 
system  and  concerned  only  with  better  pay, 
or  are  they  resigned  to  an  arrangement  which 
political  pressure  has  forced  on  them  and 
simply  trying  to  make  the  best  of  a bad  bar- 
gain? From  our  standpoint,  we  would  like  to 
see  more  protest  against  the  whole  system  as 
well  as  demands  for  more  pay. 


THE  IDEAL  PHYSICIAN  AND  THE 
IDEAL  PATIENT 

A recent  presidential  address  by  Dr.  P.  H. 
Wontat  of  the  North  Central  Medical  Confer- 
ence described  with  clarity  the  characteristics 
of  the  ideal  physician.  To  meet  all  the  require- 
ments would  call  for  the  abilities  of  someone 
close  to  the  superhuman,  but  nevertheless 
many  physicians  have  approached  very  close 
to  the  goal,  and  it  is  likely  that  many  others 
might  reach  as  close  with  a bit  of  extra  effort. 

The  picture  is  set  up  as  follows: 

“The  ideal  physician  must,  of  course,  be  of 
fine  and  scholarly  appearance,  with  great 
intellectual  capacity,  of  faultless  personal 
habits,  and  inspire  the  confidence  of  his  pa- 
tients and  the  respect  of  all  others. 

“He  must  be  active  in  community  affairs, 
taking  his  full  part  in  Chamber  of  Commerce 
and  service  club  functions,  serve  on  and  ad- 
vise municipal  and  other  governmental  bodies 
as  called  upon,  be  active  in  local  and  state 
political  affairs,  be  a good  church  worker  and 
attend  church  frequently. 

“He  must  be  available  on  short  notice  for 
papers  to  local  PTA  and  church  groups,  service 
and  business  girl’s  clubs,  and  all  other  groups 
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and  organizations  interested  in  obtaining  re- 
liable information  on  medical  subjects.  He 
must,  of  course,  take  an  active  part  in  the 
various  youth  programs  of  the  community. 

“He  must  work  on  and  contribute  liberally 
and  cheerfully  to  fund  raising  campaigns  for 
new  hospitals,  YM  and  YWCAs,  old  peoples 
homes  and  nursing  homes,  give  liberal  support 
to  the  church  and  community  chest,  and  help 
defray  the  deficit  of  the  local  ball  club. 

“He  must  be  active  in  his  local  and  state 
medical  societies,  attend  meetings  regularly, 
and  accept  officership  and  committee  assign- 
ments eagerly  and  perform  his  duties  quickly 
and  with  great  tact  and  diplomacy. 

“He  must  be  faithful  in  attendance  at  hos- 
pital staff  meetings,  be  ready  to  give  carefully 
prepared  scientific  papers,  serve  on  hospital 
committees  cheerfully  and  efficiently,  keep  his 
hospital  records  complete  in  all  details,  and  be 
prompt  with  carefully  prepared  lectures  to  the 
student  nurses. 

“He  must  be  a good  family  man  with  a gra- 
cious and  tactful  wife  who  abhors  mink  coats 
and  other  vulgar  extravagances,  and  must 
spend  lots  of  time  at  home  with  his  children. 

“But  above  all  this,  lie  must  never  fail  to 
give  his  patients  the  finest  possible  medical 
service,  keeping  abreast  of  medical  progress 
by  reading,  attendance  at  medical  meetings, 
and  taking  frequent  post-graduate  courses.  He 
must  be  a tireless  worker  and  improve  his 
public  relations  by  spending  adequate  time 
with  his  patients,  answering  urgent  calls 
promptly,  day  or  night,  and  by  not  keeping 
his  patients  waiting.  This  must  all  most  certain- 
ly be  done  for  what  has  been  vaguely  defined 
as  a reasonable  fee.” 

Now  this  picture  must  have  another  side, 
and  the  ideal  patient  might  make  the  ideal 
doctor  more  of  a common  reality.  At  the  risk, 
but  without  the  intention,  of  appearing  to  be 
facetious,  one  might  turn  the  spotlight  on  ideal 
patients,  of  whom  there  are  many  but  still  too 
few.  No  doubt  other  items  might  garnish  the 
image  here  presented: 

He  should  pick  me  because  he  thinks  I am 
skilled  and  agreeable,  not  because  I am  a 
fellow-member  of  the  Whosis  Club. 

He  should  be  reasonably  intelligent  and 
presentable.  He  need  not  be  a Beau  Brummell, 


but  should  at  least  smell  good. 

He  should  have  reasonable  confidence  in 
me  as  his  physician  and  must  not  turn  to  every 
J ohnny-come-lately. 

He  must  believe  his  physician  is  reasonably 
up-to-date  and  should  not  try  to  startle  him 
with  quotes  from  the  Readers  Digest  and  other 
pseudo-medical  articles. 

He  should  follow  directions  as  nearly  to  the 
letter  as  possible,  not  save  his  medicines  for 
another  illness,  nor  pass  them  on  to  a suffering 
friend  whose  ailments  he  diagnoses. 

He  should  advise  his  physician  of  progress 
or  lack  of  it,  and  must  not  assume  that  because 
he  is  not  well  at  once  he  needs  a new  medicine 
or  a new  doctor. 

He  should  not  expect  immediate,  un- 
promised cures,  and  must  not  overestimate  the 
wonders  of  wonder  drugs,  nor  demand  them 
when  they  are  not  indicated. 

Tt  would  be  pleasant  if  he  were  not  ignorant- 
ly vociferous  about  institutions  or  societies  in 
which  the  physician  has  participation  and 
faith. 

He  should  keep  appointments  or  cancel 
them  early,  and  not  expect  preference  when 
ailments  are  minor.  Nor  should  he  bring  a 
great  cloud  of  relatives  to  clutter  the  reception 
room. 

He  should  put  the  doctor’s  bill  on  a parity 
for  payment  with  costs  of  a new  house,  new 
car,  or  a trip  to  Europe.  If  he  is  not  well-to-do, 
he  should  pay  in  proportion  what  he  can  when 
he  can. 

He  should  not  live  in  a distant  and  un- 
marked area,  with  no  name,  number,  or  lights 
on  his  house  to  facilitate  discovery. 

He  should  concede  that  his  physician  is  en- 
titled to  days  off  and  a reasonable  time  for 
vacation  and  meetings,  and  not  bellow  be- 
cause his  doctor  is  away  or  because  he  is  not 
attracted  to  the  temporary  substitute. 

He  should  be  foresighted  enough  to  call 
early  when  he  needs  medical  help,  and  should 
not  consider  his  doctor’s  meal  hours,  nights, 
and  holidays,  the  choice  times  for  obtaining 
medical  services. 

He  should  be  brief  and  explicit  on  the  tele- 
phone, saying  clearly  that  he  wishes  the  doctor 
to  come  if  need  be,  not  reciting  a great  list  of 
symptoms  which  must  be  repeated  when  the 
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doctor  sees  him.  He  should  let  the  physician 
judge  whether  a house  call  at  odd  hours  is 
necessary,  and  the  urgency  of  the  situation. 

And  so  on  and  on  to  the  almost  impossible 
ideal. 


A REPORT  ON  THE  ANNUAL 
CONVENTION 

The  meeting  at  Myrtle  Beach  this  year  was 
blessed  with  good  weather,  good  attendance, 
a good  program,  and  good  entertainment.  All 
in  all  it  was  a very  successful  affair.  Under 
the  able  direction  of  the  president.  Dr.  W.  II. 
Prioleau,  and  the  vice-president,  Dr.  A.  R. 
Johnston,  the  conduct  of  the  business  affairs 
was  smooth  and  expeditious.  At  the  close  of 
the  meeting  Dr.  Prioleau  turned  over  the  gavel 
to  Dr.  Lesesne  Smith  of  Spartanburg,  the  new 
president.  During  the  meeting  Dr.  R.  L.  Craw- 
ford of  Lancaster  was  selected  as  president- 
elect, and  Dr.  Norman  Eaddy  of  Sumter  was 
elected  vice-president  for  the  current  year.  The 
secretary,  the  treasurer,  and  the  delegates  to 
the  A.  M.  A.  were  all  re-elected.  Dr.  C.  J. 
Scurry  was  elected  to  fill  the  unexpired  term 
of  Dr.  Hiram  Morgan,  who  had  resigned  as 
councilor  of  the  third  district.  For  the  fifth 
district  Dr.  John  Brewer  of  Kershaw  was 
elected  to  fill  out  the  term  of  Dr.  R.  L.  Craw- 
ford, who  was  elevated  to  higher  office.  A 
number  of  minor  changes  were  made  in  some 
of  the  more  important  committees,  and  these 
will  be  found  in  the  minutes  which  are  to  be 
published  shortly. 

Myrtle  Beach  was  again  selected  as  the  place 
of  meeting  for  next  year,  and  the  tentative 
dates  of  May  13,  14,  15  were  set. 

The  reports  of  the  various  committees  of  the 
Association  were  considered  by  the  reference 
committees  and  later  by  the  house  of  delegates. 
A number  of  matters  of  considerable  interest 
were  proposed  and  discussed.  The  recom- 
mendations of  the  committee  on  the  care  of 
the  indigent  were  not  accepted  except  insofar 
as  the  establishment  of  a continuing  committee 
was  concerned.  A proposal  that  a liaison  com- 
mittee from  the  Association  to  work  with  the 
authorities  of  the  Medical  College  met  with 
considerable  opposition,  and  after  much  dis- 
cussion was  finally  lost.  In  discussing  this 
proposition,  some  of  the  authorities  of  the 


Medical  College  made  the  statement  that  it 
was  likely  that  the  association  would  be  in- 
vited at  some  time  to  establish  such  a com- 
mittee, or  to  work  out  some  arrangement  for 
consultation. 

A resolution  of  commendation  of  Dr.  Lynch 
for  his  service  to  medical  education  was  passed 
by  the  house. 

Without  a great  deal  of  discussion,  the 
proposition  to  raise  the  dues  of  the  association 
was  sustained.  The  dues  were  raised  to  a total 
of  $35.00,  which  is  an  increase  of  $15.00  over 
the  old  figure.  Of  this  amount  $3.00  is  allocated 
to  the  Journal  for  each  member,  and  $5.00  is 
to  be  set  aside  for  the  development  of  a build- 
ing fund  for  a permanent  home  for  the  associa- 
tion. In  addition,  the  association  is  to  try  to 
collect  $10.00  from  each  member  for  The 
American  Medical  Education  Foundation,  and 
this  item  is  to  appear  on  whatever  bills  are 
sent  out,  but  it  is  to  be  considered  a voluntary 
and  not  a compulsory  contribution. 

There  was  much  discussion  of  Blue  Shield 
and  the  desire  to  modify  the  section  of  its 
regulations  concerning  the  choice  of  physi- 
cians. It  was  pointed  out  that  the  signature 
required  on  the  forms  refers  only  to  medical 
care  and  not  to  verification  of  the  financial 
status  of  the  patient.  A full  report  of  the  affairs 
of  Blue  Cross-Blue  Shield  will  appear  later. 

Progress  in  the  development  of  the  insur- 
ance scheme  for  sickness  and  accident  was  re- 
ported. It  appears  that  districts  5,  6,  7,  S,  and 
9 have  qualified  for  membership,  that  is,  they 
have  more  than  51  per  cent  of  the  physicians 
of  each  district  who  have  applied  for  insurance 
with  The  Educators’  Mutual.  Other  districts 
still  lack  a considerable  number  of  applicants, 
and  the  deficit  ranges  from  15  to  96  members 
in  various  areas. 

It  was  recommended  that  a course  in  In- 
dustrial Medicine  be  set  up  at  the  Medical 
College,  provided  the  college  could  provide 
facilities.  Certain  of  the  industrial  fees  were 
amended.  Federal  aid  to  medical  schools  was 
discouraged.  There  was  some  criticism  of  the 
philosophy  and  arrangement  of  the  Medicare 
program,  but  no  action  was  taken  by  the 
House.  It  was  pointed  out  that  the  program 
had  just  gotten  under  way,  that  it  had  been 
approved  and  promoted  by  the  American 
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Medical  Association  for  a number  of  purposes, 
one  of  which  was  to  reduce  the  number  of 
physicians  who  might  be  inducted  into  service 
for  the  purpose  of  caring  for  the  very  de- 
pendents for  whom  this  program  makes  pro- 
vision outside  of  the  service  area.  It  was  de- 
cided that  a special  committee  be  appointed 
to  meet  and  work  with  other  professional 
groups,  such  as  the  dentists,  pharmacists, 
nurses,  technicians,  etc.  The  Doctor-Lawyer 
code  which  was  proposed  by  the  committee  on 
legislation  and  public  policy  was  approved. 

A full  report  of  the  proceedings  of  the  con- 
vention will  appear  before  long  in  this  Journal. 


CARCINOMA  IN  SITU 
This  is  a term  which  has  always  been  con- 
fusing and  vague  to  some  of  ns.  Now  CA  gives 
a definition  which  explains  but  does  not  excuse 
the  use  of  the  words. 

“Carcinoma  in  situ  is  an  apparently  contradictory 
term.  Carcinoma  itself  implies  that  invasion  ot 
stroma  lias  already  occurred,  while  “in  situ” 
negates  this  interpretation.  The  term  applied  to 
the  cervix  uteri  has  been  adopted  by  pathologists 
and  gynecologists  to  mean  the  presence  of 
morphologically  malignant,  but  noninvasive, 
squamous  epithelium  involving  the  surface  or 
both  the  surface  and  the  gland  lumina  but  with- 
out stromal  invasion.” 

We  would  rather  read  it,  “carcinoma  is 


where  you  find  it”,  and  we  recommend  highly 
that  the  pathologists  and  gynecologists  get  off 
their  “situ"  and  on  the  ball  with  a more  in- 
telligible term. 


If  anybody  has  any  excessive  feeling  of 
dignity,  let  him  get  himself  semi-draped  in  one 
of  those  garments  in  which  radiologists  like  to 
pretend  concealment  of  the  nudity  of  their  pa- 
tients. After  a short  walk  around  the  depart- 
ment he  should  be  as  well  deflated  as  he  is 
poorly  covered. 


Years  ago  Will  Rogers  had  a solution  for  the 
traffic  problem,  which  was  to  take  off  of  the 
streets  and  roads  all  the  automobiles  which 
were  not  paid  for.  Nowadays  some  of  the 
Post  Office  Department’s  troubles  might  be 
removed  if  all  the  unnecessary  “literature” 
with  which  the  medical  profession  is  afflicted 
could  be  stopped  before  it  ever  got  started  in 
the  mails. 


HYPEROPIC  PROCTOLOGIST 
The  title  of  a paper  in  a recent  issue  of  the 
J.A.M.A.  is  “Gastrointestinal  Bleeding  as  Seen 
by  the  Proctologist  ”.  We  wonder  not  only  how 
far  a proctologist  can  see,  but  also  how  long  a 
proctoscope  can  get. 


REPORTS  OF  OFFICERS  AND  COMMITTEES 


REPORT  OF  THE  PRESIDENT 

Serving  as  President  of  the  South  Carolina  Medical 
Association  is  an  interesting,  stimulating  and  exacting 
experience,  but  of  still  greater  importance  it  makes  it 
possible  to  obtain  a general  perspective  of  medicine 
in  the  state.  The  attention  of  the  Association  is  re- 
spectfully directed  to  several  matters  of  importance, 
and  where  possible  remedies  are  suggested. 

The  affairs  of  the  Association  are  in  good  condition. 
The  organizational  structure  of  the  Association  is 
sound  and  efficient.  A healthy  increase  in  activities, 
as  well  as  a rise  in  costs,  necessitate  raising  the  dues. 
This  is  to  be  considered  by  the  House  of  Delegates 
at  this  meeting. 

The  Association  has  been  active  in  opposing  legisla- 
tion inimical  to  the  public  welfare.  Past  and  present 
officers  and  individual  members  have  responded 
readily,  often  at  personal  inconvenience  and  sacrifice, 
to  calls  to  attend  meetings,  to  confer  with  their 


representatives  and  to  appear  before  legislative  com- 
mittees. The  margins  of  victory  have  been  very  close. 
A more  effective  front  is  needed.  Medical  organiza- 
tions and  institutions  as  such  should  take  a more 
active  part  in  this  important  work. 

Blue  Shield,  which  is  sponsored  by  the  State  Asso- 
ciation, has  recently  been  faced  with  financial  diffi- 
culties. Changes  in  policy  had  to  be  made  without 
delay  to  put  it  upon  a sound  financial  basis.  As  a 
result  of  these  changes  there  is  at  present  considerable 
discontent  with  its  methods  of  dealing  with  physicians, 
with  making  Blue  Shield  coverage  available  to  the 
$6, ()()()  income  level,  and  with  the  revised  fee  sched- 
ule. These  problems  are  to  be  freely  discussed  during 
the  course  of  the  meeting.  The  concept  of  Blue  Shield 
is  sound.  It  is  hoped  that  there  will  be  found  a method 
of  continuing  and  expanding  it  which  is  both 
financially  sound  and  satisfactory  to  the  participating 
physicians. 

The  Association  should  take  cognizance  of  the  in- 
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creasing  role  the  Medical  College  is  playing  in  medi- 
cal affairs  in  the  state.  Its  influence  is  being  felt  in 
both  scientific  and  economic  fields.  Activities  of 
scientific  and  educational  nature  are  to  be  encouraged 
and  supported  by  individual  physicians  and  the  Asso- 
ciation. Their  importance  can  not  be  over-emphasized. 
On  the  other  hand,  economic  factors  connected  with 
patient  care  present  something  of  a problem.  The 
Medical  College  Hospital  derives  substantial  support 
from  an  appropriation  by  the  legislature  and  thus  is 
not  subject  to  the  same  economic  controls  as  those 
hospitals  dependent  upon  income  from  services  to  pa- 
tients. Care  should  be  taken  that  the  economic  prac- 
tices of  the  College  Hospital  are  not  such  as  to  make 
it  impossible  for  self-supported  hospitals  in  the  state 
in  general  and  the  community  in  particular  to  con- 
tinue to  operate  upon  a high  professional  plane.  Such 
a policy  would  lower  the  standard  of  medical  care 
available  to  the  general  public. 

While  the  State  Association  sponsored  the  building 
of  the  Medical  College  Hospital,  in  recent  years  the 
Medical  College  has  been  growing  away  from  the 
State  Association.  A close  liaison  should  be  maintained 
between  the  State  Association  and  the  Medical  Col- 
lege so  that  the  two  could  work  together  to  the  bene- 
fit of  the  public.  We  recommend  the  establishment  of 
a Standing  Committee  on  Medical  Care  by  the  Medi- 
cal College. 

It  was  our  privilege  and  pleasure  to  attend  a number 
of  county,  district  and  special  meetings,  and  to  repre- 
sent the  Association  on  various  occasions.  The  meetings 
of  the  House  of  Delegates  of  the  A.M.A.  proved 
particularly  interesting  and  helpful  in  understanding 
our  local  problems. 

We  take  this  opportunity  to  recognize  the  con- 
scientious and  efficient  work  of  the  officers,  the  Coun- 
cil, the  House  of  Delegates  and  the  various  com- 
mittees in  carrying  out  the  work  of  the  Association. 
Special  mention  should  be  made  of  the  enthusiastic 
support  given  by  the  Woman’s  Auxiliary,  which  has 
been  particularly  active  this  year.  To  paraphrase  the 
saying  of  General  MacArthur,  the  president  fades 
away,  but  the  work  of  the  Association  goes  on. 

Respectfully  submitted, 

William  II.  Prioleau,  President 

S.  C.  Medical  Association 


REPORT  OF  THE  SECRETARY 
The  office  of  Secretary  of  the  South  Carolina  Medi- 
cal Association  is  to  some  extent  limited  in  scope, 
duties,  and  responsibilities,  but  it  is  an  interesting  one. 
Most  of  the  details  of  membership,  the  secretarial  de- 
tails in  connection  with  the  annual  meeting,  the  House 
of  Delegates,  and  membership  on  the  Committees  of 
the  House,  and  much  of  the  correspondence  with  the 
American  Medical  Association  is  carried  out  by  the 
Executive  Secretary,  Mr.  M.  L.  Meadors.  To  him  I 


owe  a debt  of  gratitude  for  a job  well  done,  and  his 
efficiency  in  this  capacity  takes  a great  load  oft  of  the 
work  of  the  Secretary. 

As  Secretary  of  the  Council  I have  attended  all 
meetings  of  this  group  and  have  carried  out  its  direc- 
tives. The  success  of  the  work  of  the  Council  is  very 
largely  due  to  the  effort  and  work  of  its  Chairman, 
Dr.  J.  P.  Cain  of  Mullins,  and  to  him  the  Association 
owes  its  sincere  thanks. 

M uch  of  the  correspondence  of  the  Secretary  has 
to  do  with  inquiries  of  physicians  desiring  information 
about  the  possibilities  of  practice  in  South  Carolina. 
The  Secretary  is  altogether  dependent  on  the  Coun- 
cilors and  officers  of  the  local  medical  societies  to 
apprise  him  of  the  opportunities  for  practice  in  their 
various  localities,  and  I should  like  to  ask  anyone  who 
knows  ol  such  an  available  opening  to  let  me  know 
so  that  I can  add  it  to  my  list  of  available  situations. 
While  there  are  some  communities  in  the  state  that 
think  they  need  a physician  but  would  not  give  him 
adequate  support,  there  are  many  places  where  a real 
need  for  a general  practitioner  exists;  I have  no  way 
of  knowing  the  true  facts  about  any  situation  except 
through  the  members  of  Council  and  they  have  been 
usually  most  cooperative  in  giving  me  the  necessary 
information.  However,  because  there  is  no  direct  con- 
nection between  the  South  Carolina  Medical  Associa- 
tion and  the  young  physicians  just  finishing  their 
internship,  it  is  difficult  to  reach  this  group  and  give 
them  the  necessary  information.  Again,  a great  many 
of  these  young  physicians  go  into  the  Army  from 
their  period  of  hospital  training,  and  there  is  no  way 
whatsoever  of  reaching  this  group  unless  they  them- 
selves take  the  initiative  in  communicating  directly 
with  the  Secretary. 

At  the  present  time  the  State  of  South  Carolina  is 
expanding  in  population,  industry,  and  in  all  aspects 
of  its  economy  and  this  process  is  sure  to  continue 
perhaps  at  an  accelerated  rate.  Because  new  problems 
will  face  the  physicians  of  the  state  in  the  course  of 
the  coming  years  I believe  that  the  Association  should 
make  a study  of  its  long  term  plans  for  the  future  and 
I would  suggest  that  a Committee  be  authorized  by 
the  House  of  Delegates,  to  be  appointed  by  the  Presi- 
dent of  the  Association  and  the  Chairman  of  Council, 
to  make  such  a survey  and  to  report  to  the  House  of 
Delegates  again  in  the  course  of  the  next  two  or  three 
years.  As  part  of  this  program  I would  further  suggest 
that  a small  amount  of  the  dues  of  each  member, 
perhaps  $5.00  a year  be  set  aside  in  a permanent 
fund  for  the  building  of  a headquarters  of  the  Asso- 
ciation at  some  time  in  the  future.  Perhaps  this  head- 
quarters might  well  be  combined  with  the  state  offices 
of  the  Blue  Cross  and  Blue  Shield  Plans,  and  might 
well  serve  as  the  central  office  for  all  statewide  medical 
activities. 

I will  say  again  that  I have  enjoyed  my  work  as 
Secretary  of  the  Association  and  I would  like  to  thank 
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the  House  of  Delegates  for  the  honor  and  privilege 
of  having  served  you  in  this  capacity. 

Respectfully  submitted, 

Robert  Wilson,  M.  D. 

Secretary 


EDITORS  REPORT  1957 

The  Editor  has  no  innovations  to  report.  The  Journal 
has  appeared  regularly  and  reasonably  promptly.  The 
same  dearth  of  voluntary  contribution  of  scientific 
articles  exists  and  the  editor  must  still  resort  to 
occasional  solicitation.  Transcription  of  talks  has 
proved  very  successful,  but  the  effort  of  getting  the 
speakers  to  edit  or  even  acknowledge  their  remarks  is 
somewhat  exhausting  and  sometimes  futile. 

The  source  which  furnished  much  material  in  the 
old  days  is  practically  dry,  as  few  speakers  at  our 
annual  meeting  have  manuscripts  to  submit  or  inclina- 
tion to  edit  transcriptions.  The  editor  would  be 
happy  to  arouse  an  interest  in  our  members  in  obtain- 
ing for  the  Journal  any  papers  from  other  meetings 
which  seem  suitable  for  our  general  readership. 

Our  advertising  volume  has  been  quite  good.  Rates 
were  raised  in  January,  and  for  the  first  quarter  of 
1957  there  was  a net  gain  of  41.5%  in  revenue  from 
advertisements.  This  offers  some  offset  to  the  con- 
tinually increasing  cost  of  printing. 

During  the  year,  beginning  in  October,  and  to  end 
in  June,  the  Journal  has  gone  to  the  senior  medical 
students  and  members  of  the  housestaffs  of  the  hos- 
pitals of  the  state.  This  step  toward  interesting  these 
people  in  the  Association  and  in  organized  medicine 
in  this  state  and  elsewhere  has  been  made  possible  by 
a grant  from  Eli  Lilly  and  Company.  It  is  hoped  that 
the  arrangement  may  be  renewed. 

Your  editor  has  taken  pleasure  in  the  performance 
of  his  duties. 

Respectfully  submitted, 

J.  I.  Waring 


COMMITTEE  ON  VETERANS'  AFFAIRS 
The  Committee  on  Veterans’  Affairs  has  no  report 
for  this  year’s  activities.  There  have  been  no  meetings 
and  no  cause  for  a meeting. 

We  suggest  that  the  Committee  be  discharged,  and 
Mr.  Meadors,  the  Executive  Secretary,  be  notified  by 
the  President,  to  keep  in  touch  with  the  situation,  in 
order  that  a new  Committee  can  be  appointed  by  the 
President,  if  necessary,  for  future  action. 

Lawrence  P.  Thackston,  Nl.  D. 

Chairman 


REPORT  OF  TIIE  EXECUTIVE  COMMITTEE 
OF  THE 

STATE  BOARD  OF  HEALTH 
The  Executive  Committee  of  the  State  Board  of 


Health  has  been  active  in  the  discharge  of  its  re- 
sponsibilities, and  feels  that  public  health  work  in  the 
State  is  being  carried  out  in  an  effective  and  efficient 
manner.  It  was  with  regret  that  the  members  of  this 
committee  accepted  the  decisions  of  two  very  valuable 
members,  Dr.  W.  R.  Barron  and  Dr.  L.  D.  Boone,  not 
to  offer  for  re-election  to  the  committee.  Recognition 
was  given  these  two  men  for  the  outstanding  con- 
tributions they  have  made  through  their  interest  and 
support  of  public  health  work  in  the  State.  The 
Executive  Committee  welcomed  with  pleasure  the 
appointment  of  Dr.  Frank  C.  Owens  of  Columbia  and 
Dr.  W.  Wyman  King  of  Batesburg  as  successors  to 
these  men.  Dr.  Owens  and  Dr.  King  have  assumed 
active  roles  in  the  work  of  the  committee.  Dr.  Owens 
was  elected  to  fill  the  vacancy  on  the  Water  Pollution 
Control  Authority  caused  by  the  expiration  of  the 
term  of  Dr.  Barron. 

Not  only  is  public  health  work  in  the  state  con- 
tinuing along  the  lines  of  well-established  programs, 
but  also  plans  are  now  being  laid  for  taking  care  of 
public  health  aspects  of  new  developments  in  the 
state.  Activities  in  the  field  of  sanitation  are  being 
handled  in  a more  coordinated  way  due  to  the  ap- 
pointment of  the  same  individual  as  Director  of  the 
Division  of  Sanitary  Engineering  and  as  Executive 
Director  of  the  Water  Pollution  Control  Authority. 
Although  these  two  are  functioning  independently 
and  the  director  serving  in  a dual  capacity,  it  means 
that  the  two  programs,  which  are  so  closely  related, 
can  be  better  correlated  and  administered.  With  this 
combined  personnel  a beginning  is  being  made,  in  a 
limited  fashion,  in  the  fields  of  occupational  health  and 
air  pollution  control.  The  simpler  tasks  in  occupational 
health  are  being  carried  out  by  local  personnel,  with 
the  more  complicated  tests  and  analyses  being  taken 
care  of  by  the  University  of  Cincinnati.  Air  pollution 
testing  units  have  been  set  up  in  Greenville  and 
Columbia.  These  will  continue  for  one  year,  with 
periodic  sampling.  These  units  do  not  include  tests 
on  radioactive  fallout. 

Prospects  for  the  establishment  of  atomic  reactors 
in  the  fields  of  industry  and  research  have  raised  the 
question  of  the  protection  of  the  public  from  the 
potential  hazards  of  such  activities  at  the  request  of 
the  Atomic  Energy  Commission  that  some  specific 
agency  be  designated  by  the  Governor  with  whom 
they  may  confer  officially  on  this  matter,  a conference 
was  held  between  the  State  Health  Officer  and  the 
Governor  to  discuss  the  problem.  In  this  conference 
the  Governor  indicated  that  the  State  Board  of  Health 
should  be  the  agency,  and  suggested  that  specific 
legislation  authorizing  the  State  Board  of  Health  to 
make  rules  and  regulations  to  protect  the  public 
against  the  hazards  involved  in  the  use  of  atomic 
energy  within  the  state  be  prepared.  Acting  upon  this 
advice,  a bill  to  control  radiation  was  drafted,  ap- 
proved by  the  Executive  Committee,  and  submitted 
to  the  Governor. 
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Tlic  former  part-time  Drug  Inspector  of  the  Board 
of  Health  has  been  employed  on  a full-time  basis,  and 
is  pursuing  a vigorous  program  of  enforcement  of  the 
barbiturate  and  narcotic  laws,  which  conform  to  the 
Federal  Narcotic  Act. 

The  laboratory  of  the  State  Board  of  Health  is  now 
in  position  to  perform  complement  fixation  tests  and 
do  tissue  culture  work  for  a limited  number  of  viral 
and  rickettsial  diseases.  Tissue  culture  work  is  being 
done  on  stool  specimens  of  suspected  cases  of  polio- 
myelitis. The  facilities  of  the  Communicable  Disease 
Laboratories  at  Atlanta  and  Montgomery  arc  available 
tor  tests  requiring  more  elaborate  facilities. 

The  program  of  the  U.  S.  Children’s  Bureau  was 
expanded  this  year  to  include  services  for  mentally 
retarded  children.  A plan  for  such  a program  in  South 
Carolina  has  been  prepared  and  submitted  to  the 
Children’s  Bureau  tor  approval. 

Funds  for  the  operation  of  public  health  work  in 
South  Carolina  have  been  derived  from  federal,  stale' 
and  local  sources.  During  this  past  year  there  has  been 
a continued  decrease  in  the  amount  of  federal  alloca- 
tions for  health,  which  has  necessitated  increased  ap- 
propriations by  the  South  Carolina  General  Assembly. 
Relations  with  this  group  have  been  on  a most  co- 
operative basis,  and  the  State  is  assuming  more  and 
more  financial  responsibility  for  public  health  pro- 
grams, which  we  feel  is  good.  It  appears  that  the 
prospects  are  exceptionally  favorable  that  additional 
State  funds  will  be  made  available  during  the  current 
fiscal  year  for  the  treatment  and  hospital  care  ot  in- 
digent cancer  patients. 

Upon  request,  the  Executive  Committee  designated 
and  requested  the  South  Carolina  Medical  Association 
to  assume  the  responsibility  for  developing  a plan  for 
the  care  and  treatment  of  victims  of  disasters  or 
catastrophes  coining  under  the  purview  of  civil  de- 
fense. 

The  State  Board  of  Health  has  cooperated  with  the 
State  Nurses  Association,  Civil  Defense,  and  the  Bed 
Cross  in  providing  two  classes  in  Home  Nursing  Care 
of  the  Sick  and  Injured,  which  are  taught  to  28  public 
health  nurses,  who  in  turn  will  each  teach  two  classes 
to  laymen  on  this  subject.  The  agency  plans  to  con- 
tinue this  as  a part  of  its  official  program  for  national 
security. 

Arrangements  were  made  with  representatives  ot 
the  U.  S.  Public  Health  Service  to  conduct  a course 
in  Public  Health  Aspects  of  Civil  Defense  for  a group 
of  central  office  employees.  This  course  was  a teacher- 
training course,  in  that  a faculty  will  be  selected  to 
teach  a similar  course  at  intervals,  until  all  of  the 
public  health  employees  in  the  State  have  been 
oriented  as  to  public  health  responsibility  in  civil  de- 
fense and  natural  disasters. 

The  Executive  Committee  has  this  year  adopted  an 
official  seal  for  the  State  Board  of  Health,  which  carries 


the  two  shields  from  the  seal  of  the  State  of  South 
Carolina,  with  the  staff  of  the  caduceus  between  them 
and  the  wings  above. 

During  the  year  each  division  director  and  section 
chief  has  met  with  the  Executive  Committee,  and 
has  reviewed  with  the  members  of  the  Committee 
programs  of  work  carried  on  bv  their  respective  divi- 
sions or  sections.  Out  of  these  sessions  have  come 
some  interesting  facts  about  public  health  in  the  state, 
which  the  Executive  Committee  feels  are  of  genuine 
concern  to  the  medical  profession  of  South  Carolina. 

The  original  Hill-Burton  Act  was  designed  to  build 
hospitals'  in  areas  where  none  existed.  Since  this  need 
lias  been  met  to  the  extent  that  the  public  desires, 
funds  are  now  being  used  to  replace  obsolete  struc- 
tures. For  this  reason  a survey  is  being  made  to  de- 
termine the  acceptability  of  hospital  beds  on  the  basis 
ot  physical  structure  of  the  building.  In  this  survey, 
the  Hill-Burton  Act  and  the  hospital  licensing  activi- 
ties ot  the  state  are  not  concerned  with  the  quality  of 
medical  and  nursing  service. 

Since  Salk  vaccine  became  available,  through 
February  28,  1957,  a total  of  1,282,001  cc.  have  been 
distributed  in  South  Carolina,  and  a total  of  1,136,970 
doses  have  been  administered.  The  5 to  9 year  age 
group  is  the  best  protected,  with  94%  having  re- 
ceived one  dose  and  85%  two  doses.  Of  the  age  group 
under  5,  33.2%  have  received  one  dose,  and  only 
27.2%  two  doses.  In  the  10  to  14  year  age  group, 
53.7%  received  one  dose  and  45.3%  two  doses.  One 
hundred  and  thirteen  cases  of  polio  were  reported,  44 
of  which  were  paralytic,  64  non-paralytic,  and  5 un- 
specified. The  first  two  cases  of  recognized  eastern 
equine  encephalomyelitis  in  the  state  were  reported. 
Outbreaks  investigated  included  influenza  meningitis 
in  a hospital  premature  nursery,  which  was  ruled  out 
after  more  definitive  laboratory  procedures  were  per- 
formed; resistant  staphylococcus  infection  in  a hos- 
pital nursery,  and  sporadic  cases  of  typhoid  and 
malaria.  In  33  counties  57,138  houses  were  residually 
sprayed,  and  53  towns  and  cities  carried  on  space 
spraying  programs  with  fog  and  mist  machines.  Forty- 
two  counties  conducted  some  type  of  insect  control 
program;  thirty-three  towns  now  operate  landfills  for 
garbage  disposal  as  rodent  and  fly  control  programs; 
and  investigations  on  artificial  water  impoundments 
and  the  resistance  of  flies  and  other  insects  to  in- 
secticides to  determine  effective  insecticides  each 
year,  are  among  the  programs  carried  on  in  disease 
control.  In  rabies  control  tentative  figures  indicate 
112,000  animal  inoculations  will  be  completed  during 
the  year.  Continual  decline  in  human  treatments  is 
indicated,  but  the  decline  has  not  been  as  rapid  as 
that  of  animal  cases,  due  to  the  fact  that  now  more 
than  forty  per  cent  of  the  human  treatments  are  given 
to  individuals  who  do  not  need  them,  in  accordance 
with  modern  standards  of  indications. 

In  South  Carolina  there  are  6,000  known  cases  of 
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tuberculosis,  10,000  of  cancer  and  an  estimated  100,- 
000  persons  with  cardio-vascular  diseases.  These  three 
are  responsible  for  three  out  of  every  five  deaths.  The 
State  Board  of  Health  provides  facilities  for  early 
diagnosis,  prompt  treatment,  and  follow-up.  Tubercu- 
losis is  becoming  a morbidity  rather  than  a mortality 
problem,  with  the  greatest  number  of  cases  and  deaths 
now  occurring  in  men  45  years  of  age  and  older,  and 
the  death  rate  among  the  Negro  approximate!)’  two 
and  one-half  times  that  of  the  white.  A quarter  of  a 
million  had  chest  roentgenograms  last  year,  responsible 
for  finding  55%  of  the  new  cases  uncovered  in  that 
period.  The  State  Board  of  Health  does  not  recom- 
mend the  routine  skin  testing  of  school  children  with 
tuberculin.  The  problem  of  patients  leaving  the  sana- 
toria without  permission  continues  to  be  a serious  one, 
and  the  recalcitrant  individual  with  active  tuberculosis 
has  been  the  subject  of  numerous  conferences  and 
discussions. 

There  are  1 I State-aid  cancer  clinics  in  the  State, 
in  which  1209  new  cancer  patients  were  treated  dur- 
ing the  year,  and  2000  patients  previously  treated  were 
examined  periodically.  Forty-nine  per  cent  of  cancer 
patients  treated  for  the  first  time  in  these  clinics  had 
localized  disease.  Ten  of  the  eleven  State-aid  clinics 
maintain  cancer  registries  of  private  and  clinic  pa- 
tients. 

Coronary  heart  disease  continues  to  be  the  greatest 
killer  of  men,  and  the  Heart  Disease  Control  Program 
continues  to  bend  its  efforts  to  assisting  in  meeting 
this  problem.  Dr.  Boyle’s  laboratory  in  Charleston  has 
been  given  assistance  in  his  lipo-protein  studies.  There 
are  seven  heart  clinics  operated  by  the  South  Caro- 
lina Heart  Association  in  which  the  State  Board  of 
Health  participates.  The  newest  of  these  is  being 
opened  at  McLeod  Infirmary.  Training  courses  for 
nurses  in  cardio-vascular  disease  will  be  undertaken, 
and  there  is  a continuing  strong  emphasis  on  educa- 
tion. 

The  venereal  disease  control  activities  of  the  Board 
of  Health  are  gaining  national  attention  with  the 
introduction  of  a new  method  of  private  physician 
morbidity  reporting.  The  mass  blood  testing  program 
has  been  replaced  with  a selective  testing,  and  the 
process  of  epidemiology  is  now  operated  through  six 
district  offices  manned  by  experienced  interviewer-in- 
vestigators. During  1956,  7,077  cases  of  syphilis  were 
reported,  and  14,136  cases  of  venereal  disease  were 
treated  in  the  State.  A five-day  institute  on  venereal 
disease  control  was  conducted  for  public  health  nurses 
as  a part  of  the  activities  of  this  section. 

Among  the  activities  in  the  maternal  and  child 
health  program  were:  clinics  through  the  county 

health  departments  for  mothers  and  children;  dis- 
tributing biologies  for  protection  against  diphtheria, 
whooping  cough,  tetanus,  and  Schick  testing  material; 
supplying  county  health  departments  with  silver  nitrate 
for  use  of  mid  wives;  supervision  and  training  of  1028 


certified  midwives  who  last  year  delivered  19%  of 
the  63,041  babies  bom  in  the  State;  obstetrical  and 
hospital  care  in  general  hospitals  for  pregnant  pa- 
tients at  the  South  Carolina  Sanatorium;  and  a 
demonstration  nurse-midwife  program  in  four  counties. 
Efforts  have  been  directed  toward  prevention  and 
better  care  of  premature  infants  and  assisting  physi- 
cians, schools,  and  health  departments  in  their  services 
in  school  health.  Personnel  of  this  program  actively 
participated  in  “Safety  Around  the  Clock  ”,  Accident 
Conference  held  in  conjunction  with  the  19th  Annual 
South  Carolina  Accident  Prevention  Conference;  in 
the  establishment  of  a poison  control  center,  now 
operating  at  the  Columbia  Hospital;  in  the  Home 
Safety  Inventory  for  South  Carolina,  for  the  National 
Safety  Council;  and  in  cooperation  with  other  agencies 
whose  representatives  make  up  the  Interdepartmental 
Committee  on  Children  and  Youth,  sponsored  a Con- 
ference on  Handicapped  Children,  financed  by  the 
Dupont  deNemours  Foundation. 

Crippled  Children’s  activities  include  weekly  clinics 
lor  diagnosis  and  treatment  at  Spartanburg  General, 
Greenville  General,  Columbia,  McLeod,  and  Roper 
Hospitals,  and  monthly  diagnostic  clinics  at  Tri-County 
in  Orangeburg  and  Conway.  Itinerant  clinics  are  held 
periodically,  and  from  time  to  time  clinics  lor  the 
cleft  lip  and  cleft  palate  patient.  The  Board  of  Health 
maintains  the  44-bed  capacity  Convalescent  Home  for 
Crippled  Children  in  Florence.  Speech  therapy  is 
available  in  Columbia,  Charleston,  and  Spartanburg. 
The  orthopedic  camps  at  Mill  Creek  and  Burnt  Gin 
continue  to  be  operated.  The  curtailment  of  funds  for 
crippled  children  has  necessitated  hospital  quotas,  re- 
sulting in  a long  waiting  list  for  those  needing  hos- 
pitalization. The  Board  of  Health  maintains  statewide 
clinic  facilities  for  rheumatic  fever  patients. 

The  local  health  department  continues  to  serve  as 
the  basic  service  unit  in  the  administration  of  public 
health,  and  devotes  its  program  to  diagnosing  and 
treating  the  health  needs  of  the  community  through 
organized  community  effort.  Quarterly  meetings  of 
health  officers  and  administrative  assistants  arc  held, 
to  discuss  mutual  problems.  As  always  there  is  a keenly 
felt  need  for  sufficient  funds  to  employ  personnel  with 
adequate  public  health  training,  or  those  with  good 
basic  education  and  funds  to  assist  them  in  securing 
public  health  training.  Federal  traineeships  are  avail- 
able, and  to  a very  limited  extent  local  personnel  have 
taken  advantage  of  these  during  the  present  scholastic 
year.  The  greatest  need  is  for  physicians,  especially 
trained  in  public  health,  to  serve  as  full-time  local 
health  officers.  At  the  present  time,  nine  counties  arc 
without  health  officers  and  are  manned  by  lay  ad- 
ministrative assistants.  Thirty-five  counties  are  served 
by  23  full  time  health  officers  and  four  part-time 
health  officers.  Seven  are  serving  bi-countv  units  and 
two  tri-county  units,  with  the  remainder  served  by 
single  full  or  part-time  health  officers.  The  Board  has 
been  unable  to  employ  a single  full-time  health 
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officer  since  July  1,  1951.  Two  expect  to  retire  this 
year.  Of  the  remainder  one  is  76,  another  77  years  of 
age.  Four  full-time  and  one  part-time  health  officer 
are  between  65  and  70  and  two  others  between  60 
and  65.  Other  personnel  in  local  health  departments 
include  approximately  186  public  health  nurses,  96 
sanitarians,  114  full-time  clerks  and  a number  of  part- 
time  polio  clerks. 

Specific  activities  in  the  Division  of  Sanitary 
Engineering  include:  supervision  of  existing  water 
and  sewage  treatment  plants  of  the  state;  control  of 
the  sanitary  features  of  frozen  desserts  and  bottling 
plants;  general  supervision  of  production  and  pro- 
motional phases  of  retail  food  establishments;  the 
supervision  of  sanitary  measures  in  bakeries,  can- 
neries, sale  kitchens,  and  poultry  processing  plants; 
the  inspection  of  bedding  manufacturing  plants;  the 
inspection  of  bedding  renovations,  and  all  places  of 
storage  containing  filling  materials  and  finished 
products  for  sale;  the  control  of  all  aspects  of  the 
sanitation  of  milk  and  milk  products,  from  their  origin 
to  the  point  of  use — including  approximately  1500 
dairy  producers,  61  processing  plants  and  35  distribu- 
tion stations;  supervision  of  the  waters  from  which 
shellfish  and  crab  arc  taken,  to  determine  that  they 
are  sanitary  and  bacteriologically  fit  for  human  con- 
sumption; and  the  supervision  of  shellfish  and  crab- 
meat  processing  plants.  These  programs  also  include 
active  participation  and  cooperation  with  Clemson 
College  in  the  training  program  for  water  and  sewage 
plant  operators.  The  approval  of  the  sanitation  facili- 
ties of  all  plans  for  schoolhouse  construction  in  the 
state  is  a joint  program  with  the  Education  Finance 
Commission.  The  division  is  responsible  for  the  in- 
spection and  approval  of  all  additional  and  new  treat- 
ment facilities  to  public  water  and  sewage  plants. 
Food-handler  schools  are  conducted  regularly.  In  a 
voluntary  certification  program  for  red  meat  processors 
and  producers,  administered  by  Clemson  College,  the 
Board  has  been  successful  in  getting  Clemson  Authori- 
ties to  adopt  for  this  purpose  the  rules  and  regulations 
of  the  Board  of  Health  regarding  ante-  and  post- 
mortem inspections  during  preparation  for  human  con- 
sumption. 

During  the  past  year,  Vital  Statistics  will  have  pro- 
cessed and  filed  in  excess  of  63,000  birth  certificates, 
1,300  fetal  death  certificates,  18,000  death  certificates, 
48,000  marriage  certificates.  Microfilm  records  were 
provided  the  U.  S.  Public  Health  Services  and  county 
health  departments  on  births,  deaths  and  fetal  deaths. 
Twenty-seven  counties  are  participating  in  the  pro- 
gram of  providing  vital  statistics  locally,  and  the 
Board  of  Health  is  in  position  to  issue  certified 
laminated  copies  or  photostatic  copies  of  vital  records. 
All  county  health  directors  have  been  officially  ap- 
pointed by  the  State  Health  Officer  as  county  regis- 
trars. Morbidity  cards  are  mailed  to  physicians  and 
hospitals  for  reporting  reportable  diseases,  statistical 
data  is  compiled  from  these,  and  a current  statewide 


roster  of  physicians  is  maintained. 

A base  line  dental  study  was  made  in  cooperation 
with  federal  authorities  on  dental  needs  and  care. 
Kingstree,  which  has  a water  supply  naturally  Huor- 
inated  with  1 part  per  million  fluoride,  was  chosen 
for  the  study.  Bishopville,  whose  supply  contains  no 
fluoride,  was  used  as  a control.  The  study  was  con- 
ducted with  school  children,  ages  six  to  sixteen.  Raw 
data  indicates  that  there  is  about  75%  less  decayed, 
missing  and  filled  teeth  in  the  Kingstree  school  chil- 
dren than  in  the  Bishopville  group.  During  the  past 
seven  years  328,799  topical  applications  of  fluoride 
have  been  made.  The  Dental  Division  carries  out  a 
very  active  educational  program  in  the  schools  of  the 
state  through  the  “Little  Jack”  puppet  show  and  by 
the  use  of  educational  materials  teaching  dental  care 
and  mouth  health. 

Health  education  activities  have  included  the 
preparation  of  exhibit  and  display  materials  for  state 
and  county  fairs  on  the  laboratory,  prematurity, 
nutrition,  crippled  children’s  services,  accident  pre- 
vention  and  heart  disease.  Weekly  radio  and  television 
programs  have  been  conducted,  regular  releases  of 
news  items  are  given  to  the  press,  an  information  ser- 
vice is  maintained  and,  during  the  year,  144,721  per- 
sons viewed  one  of  the  260  films  in  the  film  library, 
distributed  by  this  section  to  various  groups  in  the 
state.  Talks  and  discussions  are  a part  of  the  program. 

Respectfully  submitted 

W.  R.  Wallace,  Chairman 


MINUTES  OF  COUNCIL  MEETING 
MYRTLE  BEACH,  S.  C„  APRIL  30,  1957 

The  first  meeting  of  Council  in  conjunction  with 
the  Annual  Meeting  of  the  South  Carolina  Medical 
Association  was  held  at  the  Ocean  Forest  Hotel  at 
Myrtle  Beach,  S.  C.  on  April  30,  1957.  The  meeting 
was  called  to  order  by  the  Chairman,  Dr.  J.  P.  Cain, 
Jr.  at  9 a.  m.  Members  present  were  Drs.  W.  II. 
Prioleau,  D.  L.  Smith,  Waring,  Burnside,  Guess, 
Fleming,  Mayer,  Stokes,  Weston,  Crawford,  B.  Smith, 
Wyatt,  Bozard,  Gressette,  A.  R.  Johnston,  G.  D.  John- 
son, Wilson  and  Messrs.  M.  L.  Meadors,  Executive 
Secretary,  and  Francis  Taylor,  Director  of  Publicity. 

The  minutes  of  the  Special  Meeting  of  Council  of 
January  1957  were  approved  as  published. 

Dr.  J.  P.  Cain  read  his  report  which  he  expected 
to  present  to  the  House  of  Delegates. 

Dr.  J.  H.  Stokes,  Treasurer,  rendered  his  annual 
report  which  was  likewise  to  be  presented  to  the 
House  of  Delegates.  Dr.  Stokes  noted  the  addition  of 
two  items  to  the  budget  and  Dr.  B.  Smith  moved  that 
these  items,  $500.00  for  printing  the  Directory  and 
$500.00  for  expenses  in  connection  with  the  Optometry 
Bill,  be  included  in  the  budget  bringing  the  total  to 
$50,850.00. 

Dr.  Cain  announced  that  he  had  appointed  as  a 
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Committee  to  consider  tlie  eventual  building  of  a 
permanent  home  for  the  Association  as  follows:  Dr. 
O.  B.  Mayer,  Chairman  and  Drs.  Kenneth  Lawrence, 
Richard  W.  Hanckel,  and  J.  D.  Guess. 

There  was  some  discussion  as  to  the  change  in  dues 
to  be  proposed  to  the  House  of  Delegates;  no  further 
action  was  taken  and  the  amount  to  be  recommended 
by  Council  remained  at  an  increase  of  $10.00  per 
year. 

The  Editor  of  the  Journal,  Dr.  J.  I.  Waring,  render- 
ed his  report  and  the  Secretary  was  directed  to 
acknowledge  to  the  Eli  Lilly  Company  the  thanks  ol 
the  Association  for  their  subsidy  enabling  sub- 
scriptions to  the  Journal  to  be  sent  to  senior  medical 
students  and  house  staff  members  in  the  State. 

The  Chairman  reported  the  resignation  of  Dr.  Hiram 
Morgan  from  Council  and  Dr.  Stokes  moved  that 
Council  wish  Dr.  Morgan  a speedy  recovery  and 
extend  their  appreciation  for  his  services  while  on 
Council.  The  resignation  was  accepted  with  regret. 

The  report  to  Council  of  the  Mediation  Committee 
by  tlie  Chairman,  Dr.  Roderick  MacDonald,  was  read 
and  accepted  as  information.  Council  directed  the 
Secretary  to  request  a letter  from  the  Secretary  of  the 
Marion  County  Society  regarding  their  findings  and 
opinion  in  regard  to  the  case  of  Dr.  Elliot  Finger,  and 
that  this  letter  be  incorporated  in  the  records  of  the 
Association. 

Dr.  R.  L.  Crawford,  Chairman  of  the  Committee  on 
the  American  Medical  Education  Foundation, 
rendered  his  report  and  moved  that  Council  recom- 
mend to  the  House  of  Delegates  $10.00  additional 
dues  each  year  for  the  purposes  of  this  Fund.  This 
motion  was  adopted  with  several  negative  votes.  Dr. 
Crawford  then  moved  that  a standing  committee  on 
Medical  Education  be  appointed  by  the  President  ol 
the  Association,  with  one  member  from  each  district 
and  with  staggered  terms;  this  Committee  was  to 
consider  all  phases  of  medical  education,  including 
fund  raising,  and  to  replace  the  committee  of  which 
he  is  chairman.  After  some  discussion  a motion  to 
table  this  suggestion  was  passed. 

Dr.  W.  II.  Prioleau  then  presented  a part  of  the 
President’s  Report  and  suggested  the  establishment 
of  a special  committee  on  Medical  Care  by  the  Medi- 
cal College.  This  Committee  would  consist  of  eleven 
members,  one  from  each  district  and  two  additional 
members  from  the  First  District,  to  be  appointed  by 
the  President.  The  duties  of  this  Committee  shall  be 
to  review  all  aspects  of  Medical  Care  by  the  Medical 
College  and  shall  report  to  Council  and  the  House  of 
Delegates  at  the  next  Annual  Meeting;  if  at  the  end 
of  one  year  it  seems  desirable,  this  special  committee 
shall  be  made  a standing  committee  of  the  Associa- 
tion. This  suggestion  of  Dr.  Prioleau  was  adopted. 

Mr.  M.  L.  Meadors  then  rendered  his  report  as 
Executive  Secretary  which  was  accepted  with  the 


thanks  of  Council. 

Dr.  Bachman  Smith  then  moved  that  as  soon  as  the 
Legislature  adjourns,  the  President  of  the  Association 
request  the  Attorney  General,  or,  if  necessary,  the 
Governor,  to  take  steps  to  enforce  the  law  in  regard 
to  the  practice  of  naturopathy  in  the  state.  This  motion 
was  passed. 

There  was  some  discussion  of  the  activity  of  a phy- 
sician in  connection  with  a naturopath  practicing 
medicine  in  Charleston  County  and  Council  moved 
that  it  recommend  to  the  Board  of  Medical  Examiners 
that  they  take  cognizance  of  this  situation  and  ask  the 
physician  concerned  to  show  cause  why  his  license 
should  not  be  revoked.  This  motion  was  likewise 
passed. 

A letter  from  Dr.  Chapman  Milling  regarding  Blue 
Cross  and  Blue  Shield  coverage  in  private  psychiatric 
hospitals  was  read  and  Dr.  O.  B.  Mayer  moved  that 
the  Secretary  be  directed  to  write  to  the  Boaids  of 
these  respective  corporations  and  ask  them  to  re- 
consider their  policies  in  this  regard. 

Council  then  went  into  Executive  Session  and  heard 
the  report  of  Dr.  J.  D.  Guess  in  regard  to  the  South 
Carolina  Medical  Care  Plan.  At  the  conclusion  of  his 
remarks  Dr.  Guess  announced  that  the  following 
nominees  would  be  presented  to  the  Corporation  for 
election  as  Directors,  to  serve  until  June  1960.  Dr. 
C.  R.  F.  Baker  to  succeed  himself;  Dr.  William  Prio- 
leau to  succeed  Dr.  Vance  Brabham;  Dr.  Cathcart 
Smith  to  succeed  Dr.  J.  H.  Stokes;  Dr.  J.  II.  Jamison 
to  succeed  himself;  and  Messrs  Capers  Peterson  of 
Greenwood  and  J.  H.  Epting  of  Leesville.  Council 
accepted  these  nominations  and  commended  Dr. 
Guess  for  his  work  of  many  years  as  President  of  the 
South  Carolina  Medical  Care  Plan. 

Dr.  Charles  Wyatt  then  rendered  his  report  from 
the  Poliomyelitis  Committee  and  moved  that  the 
Committee  be  discharged  and  that  further  duties  be 
referred  to  the  Committee  on  Public  Health.  A motion 
to  this  effect,  to  include  the  other  Committee  with  Dr. 
Weston  as  Chairman  was  passed,  and  the  thanks  of 
the  Council  was  rendered  Dr.  Wyatt  for  his  activities. 

Dr.  Wyatt  then  spoke  of  the  work  of  the  Civilian 
Defense  Committee  and  this  was  received  as  informa- 
tion. 

Dr.  Mayer  moved  that  the  following  resolution  be 
adopted. 

BE  IT  RESOLVED,  that  the  South  Carolina  Medi- 
cal Association  endorse  the  efforts  of  the  State  Com- 
mittee on  Adoptions,  in  its  concern  for  better  child 
adoption  laws,  believing  that  the  health  and  emotions 
of  these  unfortunate  children  and  their  new  parents 
should  be  safeguarded  by  adequate  medical  examina- 
tions before  the  approval  of  the  adoption.  This  motion 
was  passed. 

The  Secretary  then  read  a letter  from  Dr.  Hester  in 
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regard  to  the  Maternal  Welfare  Committee  appropria- 
tion, and  it  was  the  opinion  of  Council  that  funds  for 
the  work  of  this  Committee  should  conform  with  the 
fiscal  year  of  the  Association.  A request  from  the  Stu- 
dent American  Medical  Association  to  appropriate  up 
to  $150.00  for  expenses  for  a Delegate  to  attend  the 
Annual  Meeting  of  this  organization  was  approved. 
A communication  in  regard  to  optometry  was  received 
as  information  and  referred  to  Dr.  Gressette  for  an 
answer.  Letters  from  Dr.  Whitten,  regarding  licensing 
of  physicians  to  practice  in  Whitten  Village,  were 
read,  but  Council  took  no  action  in  this  regard  and 
referred  the  matter  entirely  to  the  Board  of  Medical 
Examiners. 

The  Secretary  announced  that  he  had  had  certifica- 
tion that  Dr.  C.  II.  Andrews,  Sr.  of  Sumter  and  Dr. 
J.  C.  Sease  of  Newberry  had  been  members  in  good 
standing  for  40  years  and  they  were  elected  as  Honor- 
ary Members  of  the  South  Carolina  Medical  Associa- 
tion. 

Mr.  M.  L.  Meadors  read  a communication  regarding 
science  fairs  which  was  received  as  information. 

Council  made  tire  following  nominations,  to  be 
presented  to  the  House  of  Delegates.  For  Treasurer, 
Dr.  J.  II.  Stokes;  for  the  Mediation  Committee,  Dr. 
1.  A.  Singling  and  Dr.  C.  B.  Woods  from  the  First 
District;  Dr.  T.  G.  Goldsmith  and  Dr.  R.  K.  Nimmons 
from  the  Fourth  District;  Dr.  S.  E.  Miller  and  Dr. 
Harry  Davis  from  the  Seventh  District. 

Dr.  Stokes  suggested  that  a special  committee  be 
appointed  to  act  as  a liaison  committee  with  other 
professional  groups,  to  consider  matters  pertaining  to 
public  relations  and  allied  subjects.  This  committee 
is  to  be  appointed  bv  the  President  and  to  consist  of 
live  members  with  the  Executive  Secretary  ex-officio , 
and  to  serve  a term  of  one  year.  The  other  groups 
concerned  were  to  be  notified  of  the  action  of  Coun- 
cil. A motion  to  this  effect  was  carried. 

Dr.  Gressette  suggested  that  a Councilor  unable  to 
be  present  at  a meeting  of  Council  be  authorized  to 
nominate  a substitute  to  attend  the  meeting  and  a 
motion  to  this  effect  was  likewise  carried. 

Dr.  William  Weston,  Jr.  discussed  the  establish- 
ment of  clinics  for  the  treatment  of  narcotic  addicts 
in  various  communities,  and  the  Delegates  to  the  AMA 
were  directed  to  act  on  this  matter  at  their  discretion. 

Council  then  adjourned  for  the  remainder  of  the 
day. 

Respectfully  submitted, 

Robert  Wilson,  M.  D. 

Secretary 

MINUTES  OF  COUNCIL  MEETING 
MYRTLE  BEACH,  S.  C.,  MAY  1,  1957 

Council  reconvened  on  May  1,  1957  at  9 a.  m.  The 
meeting  was  called  to  order  by  the  Chairman,  Dr.  J.  P. 
Cain.  Members  present  included  Drs.  Wvatt,  B. 
Smith,  Fleming,  Weston,  D.  L.  Smith,  Mayer,  Craw- 
ford, Prioleau,  Stokes,  Burnside  A.  R.  Johnston,  War- 
ing, Wilson  and  Mr.  M.  L.  Meadors. 


Mrs.  Able,  Mrs.  Workman,  and  Mrs.  Orvin  ap- 
peared before  Council  and  gave  their  reports  as 
representatives  of  the  Woman’s  Auxiliary. 

There  was  some  discussion  as  to  the  meeting  of  the 
County  Society  Officers,  to  be  held  sometime  during 
the  coming  year,  and  the  type  of  meeting  and  the 
dates  were  left  to  the  discretion  of  the  incoming 
President,  Dr.  D.  L.  Smith  and  the  Executive  Secre- 
tary. 

The  Secretary  was  authorized  to  write  to  the  Direc- 
tor of  Internal  Revenue  regarding  the  tax  deductible 
status  of  certain  items  at  medical  meetings. 

It  was  announced  that  Dr.  George  Chambers  of 
Anderson  and  Dr.  J.  M.  Willcox  of  Darlington  had  re- 
tired from  practice.  They  were  accepted  as  Honorary 
Members. 

Some  discussion  was  carried  out  as  to  activities  of 
tlie  Medical  Association  in  Aiken  County  and  this  was 
left  to  the  discretion  of  the  President,  Dr.  D.  L.  Smith 
and  Drs.  Burnside  and  Weston. 

Council  then  adjourned  to  attend  the  meeting  of 
the  House  of  Delegates. 

Respectfully  submitted, 

Robert  Wilson,  M.  D. 

Secretary 


MINUTES  OF  COUNCIL  MEETING 
MYRTLE  BEACH,  S.  C„  MAY  2,  1957 

Council  reconvened  at  8 a.  m.  on  May  2,  1957.  The 
meeting  was  called  to  order  by  the  Chairman,  Dr. 
J.  P.  Cain.  Members  present  included  Drs.  D.  L. 
Smith,  Guess,  Scurry,  Stokes,  Gressette,  Crawford, 
Brewer,  Waring,  Wyatt,  Wilson  and  Mr.  M.  L. 
Meadors. 

Dr.  J.  P.  Cain  was  re-elected  as  Chairman  of  Coun- 
cil. Dr.  Charles  N.  Wyatt  was  elected  Vice-Chairman 
and  A.  C.  Bozard,  Clerk. 

Mr.  Francis  Taylor,  Publicity  Director,  was  in- 
structed by  the  Chairman  not  to  send  out  news  with- 
out review  by  the  Publicity  Committee. 

The  Chairman  announced  that  no  action  was  taken 
in  referring  the  question  of  the  formation  of  a 
special  Pediatric  Committee  to  the  House  of  Dele- 
gates, and  Dr.  D.  L.  Smith  was  directed  to  confer 
with  Dr.  W.  M.  Hart  in  this  matter.  It  was  further 
directed  that  the  South  Carolina  Medical  Care  Plan 
should  be  asked  to  report  to  Council  at  its  regular 
'all  meeting  in  November.  The  1958  meeting,  directed 
bv  the  House  of  Delegates  for  Myrtle  Beach,  was  set 
or  the  week  of  May  11th  but  the  President  and  the 
Executive  Secretary  were  given  authority  to  change 
these  dates  should  it  be  impossible  to  carry  out  this 
olan  of  Council. 

Council  authorized  the  Chairman  to  promote  mem- 
bership in  the  World  Medical  Association.  Authoriza- 
tion was  also  given  to  take  part  in  Civilian  Defense 
activities  and  organization  and  instruction  of  ancillary 
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personnel.  Dr.  Wyatt  suggested  the  sending  of  a 
representative  to  the  Chilian  Defense  Organization 
meeting  in  New  York  in  June  1957  and  this  was  like- 
wise authorized  by  Council. 

Dr.  J.  I.  Waring,  Editor,  commented  on  the  choice 
of  a printer  for  the  Journal  and  noted  that  no  action 
had  been  taken  by  the  Committee  appointed  for  this 
purpose;  he  announced  that  the  Journal  probably 
would  be  continued  under  its  present  arrangement. 

There  was  no  further  business  to  come  before  Coun- 
cil at  this  time  and  Council  adjourned,  to  reconvene 
ror  consideration  of  the  budget  and  other  matters  in 
tlie  fall  of  1957,  at  the  call  of  the  Chairman. 

Respectfully  submitted, 

Robert  Wilson,  M.  D. 

Secretary 


NEWS 


Dr.  Oliver  Gilliland,  who  received  his  medical  de- 
gree last  June  from  Louisiana  State  University,  will 
locate  his  office  in  Enoree.  He  will  begin  his  work 
July  1 after  completing  his  internship  at  the  United 
States  Public  Service  Hospital  at  Norfolk,  Va. 


Due  to  the  fact  that  the  Fairfield  County  Health 
Department  was  unable  to  secure  a full  time  health 
officer,  the  County  Delegation  and  State  Health  De- 
partment asked  the  County  Medical  Society  to  help 
out  in  the  situation.  It  was  decided  by  the  Medical 
Society  that  four  of  the  members  would  be  willing  to 
supervise  the  work  of  the  health  department  on  a 
rotating  basis. 

The  following  doctors  will  take  their  turns:  Dr. 
J.  C.  Buchanan,  Dr.  J.  B.  Floyd,  Dr.  C.  S.  McCants, 
and  Dr.  J.  D.  Turner.  Dr.  Floyd  will  be  the  first  to 
serve  and  he  will  begin  his  three  months  period  on 

April  1. 

The  Fairfield  Health  Department  recently  moved  to 
its  new  quarters  on  the  by-pass.  C.  C.  Moore  is  the 
director. 


Doctors’  Clinic  of  Greer,  a modem  new  building 
housing  the  offices  of  five  doctors  and  also  a profes- 
sional pharmacy  has  opened. 

Those  having  their  offices  in  the  building  are  Doc- 
tors Warren  Snoddy,  Lewis  Davis,  Frank  Woodruff, 
Francis  Sullivan  and  Paul  Peeples. 


The  Clarendon  Tuberculosis  Institute,  a conference 
on  problems  in  tuberculosis  control,  was  held  April 
29  at  the  educational  building  of  the  Manning  Metho- 
dist Church. 

Speakers  at  the  morning  session  were  Dr.  Rudolph 
Farmer,  superintendent  of  the  South  Carolina  Sana- 
torium located  at  State  Park;  Dr.  John  M.  Preston, 
Columbia,  director  of  Richland  County  Health  De- 
partment, and  Miss  Virginia  Phillips,  a consultant 
nurse  of  the  state  board  of  health. 


R.  L.  CRAWFORD,  M.  D. 
PRESIDENT-ELECT 


Dr.  Crawford  was  born  July  12,  1898  in 
Lancaster,  S.  C.  and  attended  public  school  in 
Lancaster,  graduating  in  May  1915.  He  at- 
tended the  University  of  South  Carolina  from 
1915  to  1919.  but  did  not  graduate  because  six 
months  of  his  last  year  were  spent  in  the 
United  States  Army  attending  Reserve  Officer 
Training  Camp,  Plattsburg,  N.  Y.  and  com 
missioned  2nd  Lt.  September  1919.  He  was 
stationed  with  the  R.  O.  T.  C.  unit  at  Carnegie 
Institute  of  Technology,  Pittsburgh,  Pa.  until 
December  24.  1918.  He  entered  the  Medical 
College  of  South  Carolina  in  the  fall  of  1919, 
graduating  in  June  1923,  had  junior  internsh'p 
Roper  Hospital  1922-23,  and  internship  1923- 
24,  starting  practice  in  Lancaster  in  July  1924 
in  General  Practice  and  has  remained  in 
active  practice  to  date. 

Dr.  Crawford  is  a member  of  the  South 
Carolina  Chapter  of  the  Academy  of  General 
Practice,  the  American  Academy  of  General 
Practice,  South  Carolina  Medical  Association, 
Lancaster  County  and  Fifth  District  Societies. 
Tri-State  Medical  Association,  Southern  Medi- 
cal Association,  South  Carolina  Industrial 
Medical  Association,  the  A.  M.  A.  and  the 
World  Medical  Association.  He  is  a member 
of  Theta  Kappa  Psi  and  Alpha  Omega  Alpha 
medical  fraternities. 
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NORMAN  O.  EADDY,  M.  D. 
VICE  PRESIDENT 


Norman  O.  Eaddy,  M.  D.  of  Sumter  was 
horn  December  23,  190S.  He  attended  the 
University  of  North  Carolina  1925-26,  the 
College  of  Charleston  1926-27,  the  Medical 
College  of  South  Carolina  (graduate  1931). 
He  served  a routine  rotating  internship  with 
U.  S.  Marine  Hospital,  San  Francisco,  Calif. 
1931-32.  He  was  engaged  in  general  practice 
1933-34.  He  then  served  a residency  in  Ear, 
Nose  and  Throat  at  Brooklyn  Eve  and  Ear 
Hospital,  Brooklyn,  N.  Y.,  1935-36,  and  a 
residency  in  Ophthalmology  at  the  Episcopal 
Eye,  Ear,  and  Throat  Hospital,  Washington, 
D.  C.  1936-37  for  a total  of  30  months  resi- 
dency. He  has  practiced  his  specialty  in  dis- 
eases of  the  Eye,  Ear,  Nose  and  Throat  in 
Sumter,  S.  C.  1937-42  and  1946  to  date.  U.  S. 
Air  Corps  1942-46,  entered  as  Captain,  sepa- 
rated as  Major. 

Dr.  Eaddy  has  been  active  in  the  affairs  of 
the  Association  and  his  specialty  society. 


Three  Fort  Mill  physicians  were  elected  to  head 
the  York  County  Medical  Society  at  a meeting  at  the 
Andrew  Jackson  hotel  in  Rock  Hill. 

Dr.  G.  C.  Sheppard  was  elected  to  serve  as  presi- 
dent of  the  group,  Dr.  Max  A.  Culp,  vice-president, 
and  Dr.  William  J.  Henry,  secretary  treasurer.  Their 
terms  of  office  are  for  one  year. 


ANNOUNCEMENTS 


37th  ANNUAL  SESSION 
SOUTHERN  PEDIATRIC  SEMINAR 
A Postgraduate  Summer  Course  in 
Pediatrics  — Internal  Medicine 
July  S through  July  13  and  July  15  through  July  20 
Obstetrics  — Gvnecology 
July  22  through  July  27 
SALUDA,  NORTH  CAROLINA 
Fully  accredited — Category  1 — by  the  American 

Academy  of  General  Practice. 

EXPENSES:  The  only  expense  is  the  nominal  registra- 
tion fee,  which  is  $35.00  per  week;  registration  for 
one  week  will  be  accepted.  The  fee  is  designed  to 
cover  printing,  postage,  press  notices,  and  incidental 
expenses  of  the  Seminar  in  order  to  put  it  on  a 
self-supporting  basis — the  Seminar  is  non-profit  and 
lias  no  subsidization.  All  the  faculty  and  guest 
lecturers  serve  not  only  without  compensation  but 
at  their  own  expense. 

Advance  registration  is  requested,  because  classes 
are  limited  to  125. 

TAX  DEDUCTIBLE:  Your  expenses  are  tax  deducti- 
ble according  to  a new  ruling. 

For  information  and  registration,  address 
M.  A.  OWINGS,  Secretary-Treasurer 
Saluda,  N.  C.  ’ 


VETERANS  ADMINISTRATION  CHANGES 
PROCEDURE 

A new  procedure  which  is  expected  to  sharply  cut 
the  paper  work  associated  with  the  furnishing  of  out- 
patient treatment  to  service-connected  veterans  has 
been  announced  by  the  VA.  The  change  prescribes,  in 
effect,  that  physicians  caring  for  selected  chronically 
ill  patients  will  receive  an  authorization  from  the  Vet- 
erans Administration  to  cover  continued  treatment 
for  periods  up  to  one  year.  However,  no  authorization 
can  extend  beyond  the  close  of  the  government  fiscal 
year,  which  is  June  30th.  Generally  speaking,  a physi- 
cian will  submit  reports  on  the  clinical  condition  ol 
the  patient  at  the  end  of  a given  three-months’  period 
instead  of  each  month.  Routine  requests  for  con- 
tinuing treatment,  formerly  required  each  month  on 
all  patients,  will  not  be  necessary  in  these  selected 
cases. 

This  revision  has  also  simplified  the  billing  pro- 
cedure. Instead  of  using  special  forms  it  is  now  pos- 
sible for  physicians  to  submit  monthly  bills  to  the 
Veterans  Administration  on  individual  letterhead 
stationery  or  regular  billheads.  However,  in  every  in- 
stance, the  following  certificate  must  appear  on  all 
bills  submitted  for  processing: 

“I  certify  that  the  above  bill  is  correct  and 
just  and  that  payment  therefor  has  not  been 
.received”. 


234 


The  Journal  of  the  South  Carolina  Medical  Association 


In  view  of  the  above  changes,  the  Y;A  feels  that  ad- 
ministrative details  will  be  reduced  considerably  and 
hopes  that  this  arrangement  will  provide  more  time 
for  the  attending  physician  to  describe  the  condition 
of  the  patient  fully  when  his  reports  are  due  at  the 
end  of  each  three-month  period. 

This  procedure  can  be  applied  only  to  the  processing 
of  cases  where  it  is  shown  that  the  veteran  is  suffering 
from  a chronic  service-connected  disability  and  \v  here 
it  would  appear  that  the  encumbrance  of  funds  and 
the  projection  of  anticipated  needs  can  be  reasonably 
established.  Other  type  cases  of  acute  nature,  or  cases 
requiring  intermittent  care  will  be  requested,  and 
authorized  each  month,  as  has  been  the  practice  in 
the  past.  All  eligible  cases  will  be  converted  to  the 
long-term  procedure  just  as  soon  as  possible,  a VA 
spokesman  said. 


“MECHANICAL  QUACKERY,”  a sound  slidefilm 
pointing  out  some  of  the  devices  that  are  a threat  to 
health,  was  prepared  by  the  American  Medical  Asso- 
ciation for  viewing  by  professional  groups  and  by  the 
general  public.  The  material  is  informative,  yet  non- 
technical— suitable  for  medical  meetings  or  teen- 
agers. 

You  may  wish  to  include  “MECHANICAL  QUACK- 
ERY" in  a state  medical  society  program  . . . perhaps 
your  members  will  show  it  at  a state  or  county  fair, 
a women’s  club  meeting,  a medical  forum  or  as  part 
of  an  exhibit.  You  may  want  to  sponsor  a statewide 
promotion  among  your  component  societies  ( a mailing 
was  made  on  April  30  to  county  medical  society 
secretaries  and  executives). 


SCHERING  RELEASES  ARTHRITIS  FILM 
A new  16  mm.  color  motion  picture  on  the  uses  of 
steroids  in  the  treatment  of  rheumatiod  arthritis  has 
been  released  for  showing  to  professional  groups  by 
the  research  division  of  Sehering  Corporation. 

The  film  reviews  the  chemistry,  physiology  and 
clinical  application  of  the  new  “Meti”  steroid  hor- 
mones in  rheumatoid  arthritis  and  other  collagen  dis- 
eases. It  presents  the  most  commonly  accepted 
theories  of  adrenal  corticosteroid  therapy  and  reflects 
the  current  knowledge  of  the  subject. 

In  this  25  minute  film,  three  leading  rheumatolo- 
gists and  endocrinologists  cooperated:  Dr.  Joseph 
Eidelsberg,  Associate  Professor  of  Clinical  Medicine 
at  New  York  University’s  Post  Graduate  Medical 
School  and  Chief  of  the  Endocrine  Clinic  at  Univer- 
sity Hospital,  New  York,  Dr.  Abraham  Kolodin,  Senior 
Attending  in  Medicine  at  Mountainside  Hospital, 
Montclair,  N.  J.  and  Dr.  Evelyn  Merrick,  Rheumatolo- 
gist at  the  Orange  Medical  Center,  Orange,  N.  J. 

The  film  is  available  to  medical  and  allied  profes- 
sional groups  on  loan  without  charge.  “‘Meti’  Steroids 
in  Rheumatoid  Arthritis”  and  other  Sehering  films 
may  be  obtained  by  writing  to  The  Audio-Visual  De- 
partment, Sehering  Corporation,  Bloomfield,  N.  J. 


The  First  American  Congress  of  Legal  Medicine 
and  Law-Science  Problems  to  be  conducted  by  the 
Law-Science  Institute  at  the  Hotel  Morrison,  Chicago, 
Monday,  July  8 — Saturday,  July  13,  1957  inclusive 
and  Monday,  July  15 — Saturday,  July  20,  1957  in- 
clusive, with  Aid  and  Co-Operation  from  the  Law- 
Science  Academy  of  America  and  the  Law-Science 
Foundation  of  America.  Resume  of  Law-Science  Short 
Courses  to  be  Offered;  of  Teaching  Innovations;  of 
Limited  Basis  for  Obtaining  Transcript  of  Short  Course 
Lectures;  of  Eligibility  to  Count  Hours  Completed 
Toward  Degree  of  Master  of  Law-Science,  to  be 
Awarded  on  Conditions  Described  Below,  by  the  Law- 
Science  Academy  of  America;  Features  in  Congress 
for  Physicians  and  for  Persons  Interested  in  Prosecu- 
tion and  Defense  of  Criminal  Cases,  for  Groups  Con- 
cerned with  Law-Science  Integrations. 

For  information  write  to 
THE  LAW-SCIENCE  INSTITUTE 
The  University  of  Texas 
Austin  12 


THE  AMERICAN  COMMITTEE  ON 
MATERNAL  WELFARE 
A comprehensive  review  of  Complete  Maternity 
Care  will  be  presented  by  The  American  Committee 
on  Maternal  Welfare  at  the  Seventh  American  Con- 
gress on  Maternal  Care  ( formerly  known  as  the  Amer- 
ican Congress  on  Obstetrics  and  Gynecology)  to  be 
held  at  the  Palmer  House,  Chicago,  July  8-12,  1957, 
under  the  leadership  of  F.  Bayard  Carter,  M.  D..  Pro- 
fessor and  Head  of  the  Department  of  Obstetrics  and 
Gynecology  at  Duke  University,  Durham,  North  Caro- 
lina, and  Samuel  B.  Kirkwood,  M.  D.,  Commissioner 
of  Public  Health  for  the  Commonwealth  of  Mas- 
sachusetts and  Professor  of  Maternal  Health  at  Har- 
vard Medical  School. 

Further  information  can  be  attained  by  writing:  The 
American  Committee  on  Maternal  Welfare,  116  South 
Michigan  Avenue,  Chicago  3,  Illinois. 


The  Editorial  Board  of  the  ARCHIVES  OF  PHY- 
SICAL MEDICINE  AND  REHABILITATION  has 
established  a special  subscription  rate  of  $5.00  per 
year  to  be  granted  to  bonafide  residents  in  physical 
medicine  and  other  specialties.  Certain  rules  apply  to 
this  arrangement. 

Those  desiring  to  avail  themselves  of  the  special 
rate  to  residents  should  write  to: 

Archives  of  Physical  Medicine  and  Rehabilitation 
30  N.  Michigan  Avenue 
Chicago  2,  Illinois 


Dr.  C.  P.  Vincent,  now  74  and  still  engaged  in 
active  practice,  will  be  awarded  a certificate  of  ap- 
preciation by  the  Medical  Alumni  Association  of  the 
University  at  Maryland,  the  presentation  to  take  place 
at  Baltimore  June  6.  The  occasion  will  mark  his  50th 
year  as  a doctor,  he  having  received  his  medical  de- 
gree from  Maryland  in  1907. 
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A Varnville  native.  Dr.  Vincent  began  practicing 
in  his  home  county  of  Hampton,  but  soon  moved  to 
Try  on,  N.  C.,  after  he  had  contracted  malarial  fever. 
After  a brief  stay  in  the  North  State  resort  town  he 
moved  to  Enoree.  In  1914  he  went  to  Laurens  and 
was  one  of  the  first  physicians  in  that  area. 

In  those  early  days  of  his  practice  he  had  just  about 
everything  medical  to  do,  it  seems.  He  did  ordinary 
surgery  and  brain  surgery.  He  says  that  he  has  de- 
livered 6,000  babies  “and  never  lost  a mother.” 

Dr.  Vincent  relates  that  he  “performed  many  an 
operation  on  a kitchen  table  by  lamplight." 

11c  has  now  given  up  surgery  and  obstetrics,  hut 
keeps  long  office  hours  daily  and  makes  daylight  home 
calls.  And  he  expects  to  keep  practicing  as  long  as  he 
lives. 

Said  to  he  the  dean  of  the'  medical  profession  in 
Laurens  County,  Dr.  Vincent  keeps  abreast  of  the 
development  ol  new  drugs  and  the  techniques.  “I  read 
(medical  journals  and  papers)  all  the  time,”  he 
avers. 

And  he  is  confident  his  health  will  permit  him  to 
receive  his  award  in  person  in  June  although  he  lias 
been  suffering  recently  from  a virus  infection. 


BETIIESDA  SELECTED  FOR  NATIONAL 
LIBRARY  OF  MEDICINE 
The  building  to  house  the  new  National  Library  of 
Medicine  will  he  constructed  on  the  grounds  of  the 
National  Institutes  of  Health  in  Bethesda,  Md.,  a 
Washington  suburb.  Nearby  are  the  NIH  Clinical 
Center  and  the  Navy’s  Bethesda  Hospital  Medical 
Center. 

Decision  on  the  location  was  made  by  the  library’s 
board  of  regents  at  the  board’s  second  meeting.  Under 
the  law  (passed  last  year)  that  created  the  National 
Medical  Library  out  ol  the  Armed  Forces  Medical 
Library,  the  surgeon  general  is  to  select  the  site,  “in 
accordance  with  directions  of  the  board.” 


Members  of  the  South  Carolina  Surgical  Society 
complete  their  ninth  annual  meeting  with  a tour  ol 
Anderson  Hospital  and  a luncheon  at  the  Anderson 
Country  Club. 

The  group  opened  its  two-day  meeting  at  the 
Clemson  House  March  22  with  election  of  officers. 

Dr.  Angus  Hinson  of  Rock  Hill  was  named  to  suc- 
ceed Dr.  Edward  Parker  as  president. 

Other  officers  are  Dr.  Karl  Lippert,  Columbia,  vice 
president,  and  Dr.  Bill  Brockington,  Greenwood, 
secretary-treasurer. 

The  surgeons  heard  Dr.  Robert  Ross  of  the  Univer- 
sitv  of  North  Carolina  discuss  “The  Phase  of  Pelvic 
Surgery,”  and  other  technical  discussions. 

The  program  included  four  medical  papers,  one  on 
“The  Scope  of  Surgery,”  by  Dr.  C.  W.  Orr  of  Ander- 
son. 


Dr.  Martin  Teague  of  Laurens  has  taken  over  the 


presidency  of  the  Alumni  Association  of  the  Medical 
College,  following  the  term  of  Dr.  J.  A.  Siegling.  Dr. 
A.  C.  Bozard  of  Manning  is  the  vice  president  for 
this  year,  and  Dr.  Keitt  Smith  of  Greenville  is  the 
president-elect. 


Dr.  Philip  Kitchings  McNair,  Jr.  of  Aiken,  S.  C. 
has  been  made  a fellow  of  The  American  Academy  of 
Pediatrics. 


DR.  PATTON  NAMED  PATHOLOGIST 

A new  member,  Dr.  Michael  F.  Patton,  has  been 
added  to  the  professional  staff  at  Spartanburg  General 
1 Iospital. 

Dr.  Patton  is  a native  of  Spartanburg  County. 

He  took  pre-medical  training  at  Duke  University 
and  received  his  MD  degree  from  the  Medical  College 
ol  South  Carolina. 

lie  interned  at  the  Greenville  General  Hospital  dur- 
ing 1949-50  and  then  spent  two  years  in  the  U.  S. 
Army. 

During  Dr.  Patton’s  hitch  in  the  Army,  he  spent 
one  year  in  Korea  with  the  73rd  Heavy  Tank  Bat- 
talion. 

After  several  months  of  general  practice  in  Williams- 
ton  following  discharge  from  the  Army,  Dr.  Patton 
took  four  years  ol  pathological  residency  at  the  Medi- 
cal College  of  South  Carolina. 

Following  completion  of  the  four  year  residency  in 
pathology.  Dr.  Patton  reported  to  General  Hospital, 
presumably  to  become  assistant  to  Dr.  Charles  L.  Dale. 

Dr.  Dale’s  resignation  left  Dr.  Patton  as  pathologist 
in  charge  ol  the  General  Hospital’s  laboratory. 


Dr.  Martin  B.  Woodward  of  Columbia,  announces 
tbe  opening  Monday  of  his  office  at  2800  Rosewood 
Drive  for  the  practice  of  general  medicine. 

Doctor  Woodward  was  educated  in  the  Columbia 
City  Schools  and  received  his  pre-medical  training  at 
the  University  of  South  Carolina.  He  was  awarded  his 
medical  doctorate  at  the  Medical  College  of  South 
Carolina.  He  completed  his  internship  at  the  Columbia 
I Iospital. 


Carlson  School  for  Cerebral  Palsy  an- 
nounces two  informal  summer  sessions 
for  ambulatory  Cerebral  Palsy  patients. 
First  session : June  1 5-August  1 ; second 
session:  August  1-September  15. 
Located  on  ocean;  swimming  pool; 
supervised  therapy. 

For  information  write  to  Carlson 
School,  Pompano  Beach,  Florida. 
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MEMBERS  DECEASED 
1956-1957 

NAME  ADDRESS 

DATE  OF  DEATH 

Dr.  James  Iverson  Gallemore 

Greenville 

June  24,  1956 

Dr.  Isaac  Shepherd  Funderburk 

Cheraw 

July  4,  1956 

Dr.  James  Perry  Harrison 

Cheraw 

August  23,  1956 

Dr.  James  Edward  On- 

Seneca 

August  28, 1956 

Dr.  J.  Lewis  Smith 

Columbia 

September  12,  1956 

Dr.  Frank  R.  Wrenn,  Sr. 

Anderson 

September  12,  1956 

Dr.  James  Austin  Ball 

Charleston 

September  16, 1956 

Dr.  David  A.  Wilson 

Greenville 

September  17,  1956 

Dr.  James  Aleek  Kelly 

Georgetown 

October  5, 1956 

Dr.  Edward  Franklin  Wyatt 

Easley 

November  5,  1956 

Dr.  Carl  B.  Epps 

Sumter 

November  8, 1956 

Dr.  Edwin  Marshall  Allen,  Sr. 

Florence 

November  11, 1956 

Dr.  James  E.  Douglas,  Jr. 

Winnsboro 

November  19, 1956 

Dr.  Robert  W.  Gibbes 

Columbia 

December  10, 1956 

Dr.  Charles  Wofford  Gentry 

Greenville 

December  31,  1956 

Dr.  Henry  Dunham  Herring 

North  Charleston 

January  2,  1957 

Dr.  James  Guy  Norris 

Crescent  Beach 

January  4,  1957 

Dr.  Lewis  Roy  Poole 

Easley 

January  9,  1957 

Dr.  George  McFarlane  Mood 

Charleston 

January  10,  1957 

Dr.  Jenkins  M.  Pope 

Edisto  Island 

January  29,  1957 

Dr.  James  E.  Scott,  Jr. 

McClellanville 

February  7,  1957 

Dr.  Robert  P.  McGown 

Laurens 

February  1 1 , 1957 

Dr.  Mortimer  T.  Clement 

Charleston 

February  28, 1957 

Dr.  Joe  Norton  Land 

Anderson 

March  6, 1957 

Dr.  James  C.  Hill 

Abbeville 

March  12, 1957 

Dr.  James  DeWitt  Bearden 

Central 

March  15, 1957 

June,  1957 
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FOR  SALE 

To  settle  estate  for  doctor’s  widow — 
Medical  furniture  and  equipment 
Phone  or  write  E.  C.  Johnson, 

616  Greenway  Drive,  Florence,  S.  C. 
Telephone  2-4060 

Dr.  Rudolph  Farmer,  superintendent  of  the  South 
Carolina  Sanitorium  spoke  at  the  annual  meeting  of 
the  Anderson  County  Tuberculosis  Association. 


WASHINGTON  NEWS 

Again  the  Jenkins-Keogh  plan  is  up  for  considera- 
tion in  Congress,  While  there  is  no  assurance  it  will 
he  passed,  or  even  get  out  of  the  House  Wavs  and 
Means  Committee,  many  sponsors  of  the  legislation 
this  year  are  united  in  one  organization  and  are 
making  themselves  felt  on  Capitol  Hill. 

Briefly,  this  bill  would  allow  any  self-employed 
person  to  put  a limited  portion  of  his  income  into  a 
retirement  fund  without  paying  income  taxes  on  the 
money.  Taxes  would  be  paid  when  the  money  was  re- 
ceived as  pension  or  retirement. 

Sponsors  of  the  Jenkins-Keogh  plan  point  out  that 
it  very  definitely  is  not  legislation  to  give  a special 
tax  advantage  to  one  group  of  people.  For  one  thing, 
every  self-employed  person  would  be  eligible,  from 
farmers  to  doctors  and  from  opera  singers  to  architects. 
For  another,  corporations  since  1942  have  been 
allowed  to  put  money  into  retirement  funds  for  their 
employees  without  payment  of  federal  taxes  on  the 
money;  the  self-employed  merely  want  the  same  con- 
sideration. 

At  various  times  the  American  Medical  Association 
has  led  in  the  campaign  for  enactment  of  legislation 
of  this  type.  Two  years  ago  the  House  Ways  and 
Means  Committee  voted  to  report  it  out,  as  part  of  a 
broader  tax  bill,  but  the  committee  never  actually  got 
around  to  sending  the  combined  bill  to  the  House 
floor. 


Now  the  lead  is  being  taken  by  a newly-formed 
American  Thrift  Assembly,  or  officially  the  American 
Thrift  Assembly  for  Ten  Million  Self-Employed.  In 
addition  to  the  AMA,  the  new  group  has  the  support 
of  American  Dental  Association,  American  Bar  Asso- 
ciation, and  a score  or  more  of  other  national  organiza- 
tions that  represent  the  self-employed. 

After  the  Congressional  session  was  well  under  way, 
the  ATA  surveyed  the  political-legislative  climate  and 
found  it  favorable  for  Jenkins-Keogh.  Then  in  early 
May  the  assembly  asked  its  constituent  associations  to 
go  to  work.  They  were  urged  to  have  all  members 
contact  the  House  Ways  and  Means  Committee  with 
requests  that  the  Jenkins-Keogh  bill  be  reported 
favorably  to  the  House  floor.  Assembly  strategists  are 
confident  that  if  the  committee  hears  from  enough  of 


the  people  who  would  be  affected,  it  will  approve  the 
bill  before  adjournment.  Then,  if  there  isn’t  time  for 
House  action  this  year,  that  step  can  come  next  year. 

Economy  has  been  the  main  obstacle  in  the  path 
of  Jenkins-Keogh — the  fear  on  the  part  of  the  Treasury 
Department  that  passage  of  the  bill  would  mean  a 
serious  loss  of  income  tax  revenue.  However,  the 
Treasury  has  never  denied  that  the  bill  is  justified  to 
equalize  tax  status  for  the  self-employed  in  relation 
to  corporation  employees. 

Answering  the  economy  argument,  the  Assembly 
makes  two  points: 

First,  the  set  aside  funds,  invested  in  the  country’s 
economy,  would  stimulate  business  and  develop  far 
more  in  new  income  tax  payments  than  it  would  cost. 

Second,  because  the  self-employed  who  retain  their 
health  rarely  retire  at  any  arbitrary  age,  many  of 
them  in  the  years  past  65  would  remain  in  a tax 
bracket  not  significantly  lower  than  when  they  paid 
into  the  retirement  fund. 

AMA  The  Month  In  Washington 


The  Coastal  Medical  Society  met  at  Beaufort  on 
April  18,  1957,  at  Eddings  Point  Restaurant  on 
Ladies  Island. 

Scientific  Program — Dr.  Julian  Quattlebaum,  Sav  an- 
nah, spoke  on  “Abdominal  Injuries.” 


DOCTOR  - LAWYER  MEETING  HELD 
IN  COLUMBIA 

Members  of  the  Richland  County  Bar  Association 
and  the  Columbia  Medical  Society  met  together  in 
Columbia  on  March  25th,  where  doctors  and  lawyers 
discussed  various  phases  of  “The  Doctor  and  the 
Law".  A tremendous  interest  in  this  subject  was 
ev  idenced  by  the  excellent  attendance  of  both  doctors 
and  lawyers. 

The  meeting  was  under  the  auspices  of  the  Colum- 
bia Medical  Society,  and  the  committee  in  charge  of 
arrangements  for  the  meeting  consisted  of  Dr.  D. 
Strother  Pope,  Chairman,  Dr.  A.  E.  Cremer,  and  Dr. 
R.  F.  Haines. 

A rich  variety  of  information  and  instruction  was 
presented  by  the  competent  panel,  which  was  moder- 
ated by  Dr.  D.  Strother  Pope.  Discussants  on  the 
panel  included: 

Mr.  S.  Augustus  Black,  Past  President  of  the  Rich- 
land County  Bar  Association,  who  opened  the  panel 
discussion  by  presenting  the  Inter-professional  Code 
between  the  medical  profession  and  the  bar  associa- 
tion, which  was  drawn  up  by  a committee  representing 
both  organizations.  Mr.  Black  stated  that  the  code 
would  be  presented  for  adoption  at  the  next  business 
meeting  of  the  bar  association, and  that  he  was  con- 
fident that  it  would  be  passed.  He  added  that  it  would 
also  be  presented  at  the  annual  medical  meeting  at 
Myrtle  Beach,  and  he  hoped  that  it  woidd  be  adopted 
by  that  group. 
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FOR  POSITIVE  DIURESIS 


ROLICTON8 

Brand  of  Amisometradine 

• oral  b.i.d.  dosage 

• continuous  control  of  edema 


The  new,  highly  effective  oral  diuretic, 
Rolicton,  greatly  simplifies  the  task  of  main- 
taining an  edema-free  state  in  the  patient 
with  congestive  heart  failure.  Rolicton  meets 
the  criteria  for  a dependable  diuretic:  con- 
tinuous effectiveness,  oral  administration 
and  clinical  safety. 

In  extensive  clinical  studies  the  diuretic 
response  clearly  indicates  that  a majority 
of  patients  can  be  kept  edema-free  with 
Rolicton.  In  these  investigations  it  was  noted 
that  side  reactions  were  uncommon.  When 
they  did  occur  they  were  usually  mild. 

In  most  edematous  patients  Rolicton  may 
be  employed  as  the  sole  diuretic  agent.  When 
used  adjunctively  in  severe  cases,  Rolicton 
is  also  valuable  in  eliminating  the  “peaks  and 
valleys”  associated  with  the  parenteral  ad- 
ministration of  mercurial  diuretics. 

One  tablet  of  Rolicton  b.i.d.,  after  meals, 
is  usually  adequate  for  maintenance  therapy 
after  the  first  day’s  dosage  of  four  tablets. 
Some  patients  respond  well  to  one  tablet 
daily.  G.  D.  Searle  & Co.,  Chicago  80,  Illi- 
nois. Research  in  the  Service  of  Medicine. 
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Dean  Sam  Prince,  University  of  South  Carolina  Law 
School,  who  discussed  various  phases  of  the  doctor  as 
a medical  witness. 

In  ine  F.  Belser,  Jr.,  recently  resigned  Assistant 
U.  S.  District  Attorney,  who  pointed  out  when  and 
under  what  conditions  the  doctor  is  liable  for  the 
negligent  acts  of  his  employees  ( aides,  nurses,  techni- 
cians, etc.) 

Dr.  Lawson  Bowling,  Clinical  Director  of  the  South 
Carolina  State  Hospital,  who  outlined  the  doctor’s 
responsibility  in  admitting  patients  to  the  South  Caro- 
lina State  Hospital. 

Mr.  James  Verner,  Assistant  Attorney  General  of 
the  State  of  South  Carolina,  who  made  further  re- 
marks referable  to  the  admitting  of  patients  to  the 
South  Carolina  State  Hospital,  and  also  commented 
on  the  new  narcotic  law. 

Dr.  Dubose  Dent,  Associate  Pathologist,  Columbia 
Hospital,  who  commented  on  the  favorability  of 
changing  from  the  coroner  system  to  the  medical  ex- 
aminer system  in  South  Carolina. 

Mr.  William  Jones,  Solicitor,  8th  Judicial  Court,  who 
made  remarks  referable  to  the  coroner — medical  ex- 
aminer system,  and  also  discussed  the  doctor  as  a 
medical  witness. 

The  panel  discussion  was  concluded  by  Mr.  Black 
who  pinpointed  what  makes  the  doctor  a good  medi- 
cal witness. 

The  desire  to  make  this  the  first  of  a series  of  joint 
meetings  between  the  bar  association  and  the  medical 
society  was  expressed  by  various  members  of  the 
panel. 


OLD  MEDICAL  JOURNALS 
Quite  a few  inejuiries  have  been  received  as  to 
what  useful  disposition  may  be  made  of  old  medical 
journals.  The  great  majority  of  requests  for  journals 
comes  from  foreign  medical  schools  and  hospitals. 
The  United  States  Information  Agency  informs  us 
that  the  need  for  American  publications  in  the  field  of 
medicine  is  great  in  many  parts  of  the  world.  The 
following  is  a quote  from  their  letter: 

“While  this  Agency  does  have  limited  funds  with 
which  to  purchase  such  publications  for  presentations 
to  libraries  and  universities  abroad,  we  encourage  the 
voluntary  efforts  of  private  American  individuals  and 
groups  to  supplement  our  own  efforts.  We  have  con- 
tracted with  the  UNITED  STATES  BOOK  EX- 
CHANGE, private  non-profit  corporation,  to  receive, 
screen  and  pack  for  overseas  shipment  materials 
donated  by  private  American  groups  and  individuals. 
In  this  way  it  is  possible  for  us  to  save  the  donors  the 
cost  of  overseas  shipment  of  materials  which  they  are 
willing  to  donate.  Accordingly,  if  you  would  kindly 
send  prepaid  any  materials  which  you  would  like  to 
donate  for  overseas  use  to  the  UNITED  STATES 
BOOK  EXCHANGE,  1816  HALF  STREET,  S.  W., 
WASHINGTON,  D.  C.,  you  may  be  assured  that  the 


materials  will  be  very  effectively  distributed  to  those 
overseas  points  where  the  need  for  such  American 
materials  is  great.” 


DEATHS 


DR.  WM.  PRESTON  TURNER 
Dr.  Will  iam  Preston  Turner,  75,  physician  and  sur- 
geon of  Greenwood  for  more  than  45  years,  died  at 
8:15,  April  2,  after  an  extended  illness. 

Dr.  Turner  came  to  Greenwood  in  1910  and  took 
an  active  part  in  community  affairs.  He  was  widely 
known  and  much  beloved  as  a family  physician,  citi- 
zen and  personality. 

Dr.  Turner  was  given  the  “man  of  the  year”  com- 
munity service  award  by  the  Greenwood  Rotarv  Club 
in  1953  as  “an  outstanding  practitioner  of  the  Rotary 
creed,  “Service  Above  Self.” 

In  making  the  presentation,  Dr.  Grier  said,  “We  all 
rejoice  that  you  lived  in  the  same  world  with  us.” 

Dr.  Turner  was  named  to  the  commission  of  public 
works  in  1920  and  was  re-elected  without  opposition 
until  his  retirement  from  the  commission  in  1955.  The 
commission  gave  a dinner  in  his  honor  at  that  time 
and  presented  him  with  a silver  bowl. 

Dr.  Turner  was  a trustee  of  Connie  Maxwell  Chil- 
dren's Home  for  many  years  and  gave  medical  care 
to  the  children  there.  He  was  made  an  honorary  life 
trustee. 

He  was  born  at  Cross  Hill,  and  completed  his  medi- 
cal training  at  the  University  of  Georgia  in  1904,  and 
lived  at  Coronaca  before  coming  here  in  1910. 

He  was  a member  of  county,  state  and  national 
medical  associations,  and  a fellow  of  the  American 
College  of  Surgeons.  He  was  on  the  staff  of  Self 
Memorial  Hospital. 


DR.  STOBO  GASTON 

Dr.  Stobo  R.  Gaston,  56,  owner  and  operator  of 
Gaston  Hospital  in  Travelers  Rest,  died  at  the  hospital 
April  3.  He  had  been  ill  several  years. 

Dr.  Gaston  was  bom  at  Reidville,  and  attended 
Wofford  College  and  graduated  from  the  Medical 
College  of  South  Carolina.  He  began  his  practice  in 
Travelers  Rest  in  1928. 


DR.  G.  FRANK  HEIDT 

Dr.  G.  Frank  Heidt  of  10  Hagood  Avenue,  Charles- 
ton, died  May  1,  1957. 

Dr.  Heidt  was  born  February  28,  1891,  in  Charles- 
ton. 

Dr.  Heidt  graduated  from  the  School  of  Pharmacy 
of  the  Medical  College  of  South  Carolina  in  1911  and 
received  his  medical  degree  in  1916. 
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ORAL  MANIFESTATIONS  OF 
SYSTEMIC  DISEASES 

E.  Cheraskin,  M.  D.,  D.  M.  D. 

Birmingham,  Alabama 


Introduction 

It  is  of  considerable  interest,  if  one  examines 
the  literature,1'1  that  there  are  approxi- 
mately 200  systemic  diseases  which  are 
accompanied  by  oral  symptoms  or  signs.  In 
some  instances,  the  stomatologic  clues  repre- 
sent the  first  and  sometimes  even  the  only 
evidence  of  a systemic  disorder.  For  example, 
the  well-known  Koplik’s  spots  appear  on  the 
buccal  mucosa  a matter  of  24  hours  or  so  prior 
to  the  cutaneous  eruption  of  measles.12  It  fol- 
lows that  recognition  of  this  lesion  is  extremely 
helpful  in  untangling  the  otherwise  nonspecific 
prodromal  picture  of  rubeola.  In  other  cases, 
the  oral  symptoms  or  signs  may  parallel  com- 
plaints and  clues  elsewhere  in  the  body.  Thus, 
the  appearance  of  an  erosive  lesion  on  the 
buccal  mucosa  just  behind  the  commissure  of 
the  lips  along  with  a butterfly  dermatosis  over 
the  malar  areas  is  reasonably  good  evidence 
for  lupus  erythematosus.13  And,  finally,  in  still 
other  instances  the  oral  manifestations  appear 
after  lesions  occur  elsewhere.  Thus,  in  pemphi- 
gus,14 to  pick  but  one  example,  bullae  may 
first  erupt  on  the  skin  and,  days  or  weeks  or 
months  later,  ulcers  may  appear  in  the  mouth. 

It  should  be  clear,  from  what  has  just  been 
said,  that  the  examination  of  the  oral  cavity 
can  indeed  contribute  to  the  final  diagnosis. 
The  value  so  derived  is  enhanced  by  the  fact 
that  there  are  very  few  areas  of  the  body 
which  can  be  studied  more  easily  and  with 
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fewer  tools  than  the  oral  cavity.  Though  the 
eyegrounds  are  not  usually  inspected  during 
the  course  of  a routine  physical  examination, 
there  are  few  physicians  who  will  argue  the 
importance  of  retinoscopy.  The  excuse  usually 
offered  is  that  this  procedure  is  time-con- 
suming, requires  special  equipment  and  skill, 
must  be  done  under  darkened  conditions,  and 
optimally  after  the  iris  has  been  dilated.  Sur- 
veys conducted  among  physicians  disclose  that 
the  oral  cavity  is  also  frequently  overlooked. 
Precisely  why  this  should  be  is  not  clear. 
Surely,  it  cannot  be  due  to  its  inaccessibility, 
the  instruments,  the  time  factor.  For  it  is  a 
fact  that  the  mouth  can  be  surveyed  in  a mat- 
ter of  seconds  under  bright  illumination  with 
just  a tongue  blade. 

Tlic  Diagnostic  Importance  of  the  Oral  Cavity 

The  question  logically  follows  as  to  how 
important,  diagnostically,  is  the  oral  cavity. 
The  answer  is  that  it  can  provide  inestimable 
information.  The  answer  to  the  question  as  to 
why  the  oral  cavity  is  so  important  is  due  to 
the  fact  that:  (1)  it  contains  all  of  the  cells 
derived  from  the  primary  germinal  layers 
which  form  tissues  found  elsewhere  in  the 
body,  and  (2)  it  includes  tissues  and  structures 
not  demonstrable  anywhere  else  in  man. 

Similarities  Between  the  Mouth  and 

Other  Organs 

It  is  apparent  that  diseases  which  afflict 
other  regions  can  also  involve  the  oral  tissues. 
This  is  true,  first,  because  the  oral,  vaginal. 


and  rectal  mucosae  and  the  skin  are  embryo- 
logic  cousins.  Thus,  it  is  a fact  that  generalized 
cutaneous  and  mucosal  disorders  may  involve 
also  the  oral  surface  lining.  Secondly,  there  are 
fat,  cartilage,  bone,  and  the  other  types  of  con- 
nective tissue  in  the  mouth.  These  cellular 
aggregates  are  in  most  cases  indistinguishable 
from  their  counterparts  observed  elsewhere. 
Therefore,  it  is  not  surprising  that  disorders  of 
lipid  metabolism,  reticuloendothelial  diseases, 
collagen  disorders,  and  osteodystrophies  are 
all  well  represented  in  the  mouth.  The  im- 
portant point  to  be  underscored  is  that  the 
mouth  is  made  up  of  the  very  same  types  of 
cells  and  cellular  aggregates  found  elsewhere 
in  the  body.  It  is  reasonable  to  expect,  and 
such  is  the  case,  that  the  afflictions  will  be  the 
same. 

Differences  Between  the  Mouth  and 
Other  Organs 

While,  fundamentally,  most  of  the  oral  cells 
and  tissues  are  no  different  from  those  ob- 
served in  the  foot  or  abdomen,  there  are 
special  cells  and  tissues  which  give  to  the 
mouth  the  singularity  not  found  anywhere  else 
in  the  entire  body.  Put  more  simply,  the  mouth 
is  different  both  structurally  and  functionally 
from  other  areas.  This  uniqueness  is  best  ex- 
emplified in:  ( 1 ) the  temporomandibular  joint, 

(2)  the  teeth,  and  (3)  the  unusual  physiologic 
role  of  the  oral  cavity. 

The  Temporomandibular  Joint:  This  struc- 
ture, by  its  very  designation,  is  a joint  and  one 
would  expect  that  it  would  be  subject  to  the 
usual  articular  disorders.  This  is  well  borne 
out  by  the  fact  that  rheumatoid  arthritis,  osteo- 
arthritis and  the  infectious  artlnitides  involve 
the  temporomandibular  joint  just  as  they 
afflict  the  interphalangeal  joint  spaces,  the  el- 
bow, or  the  back.  But,  at  the  same  time,  the 
temporomandibular  joint  is  a special  articula- 
tion because:  ( 1 ) it  is  in  effect  two  joints,  (2) 
it  is  the  only  articulation  where  the  right  joint 
must  always  know  what  the  left  is  doing,  and 

(3)  it  is  the  only  articulation  which  is  at  the 
mercy  of  the  teeth.  First,  it  is  important  to 
recognize  that  the  temporomandibular  joint  is 
a ginglymoarthrodial  articulation.  This  means 
that  it  possesses  a hinge  component  and  a 
sliding  action.  When  one  depresses  the  lower 


jaw  slightly  from  the  point  where  the  teeth 
are  in  occlusion,  then  the  joint  acts  in  a purely 
hinge  fashion.  If  the  mandible  is  further 
lowered,  the  condyle  then  slides  downward 
and  forward  along  the  articular  eminence  of 
the  temporal  bone.  The  joint  now  demonstrates 
a translatory  or  sliding  action.  Thus,  it  is  clear 
that  there  are  actually  two  articulations  which 
give  to  the  joint  a special  significance.  Cursory 
inspection  will  prove  that  it  is  impossible  for 
the  right  condyle  to  move  without  a change  in 
the  position  of  the  left  joint.  Finally,  the 
temporomandibular  joint  is  at  the  mercy  of 
the  teeth.  Should  one  or  more  teeth  be  mal- 
posed,  then  the  jaw  will  be  displaced  when 
the  teeth  are  brought  together.  Such  constant 
microtraumata  can  eventually  lead  to  arthro- 
pathy.'5,16, 17 

The  Dental  Apparatus:  The  most  obvious 
distinctive  feature  of  the  oral  cavity  is  the 
presence  of  teeth  and  associated  periodontal 
tissues.  Little  attention  is  generally  paid  to  the 
fact  that  herein  lies  a most  delicate  mechanism. 
For  example,  it  is  not  generally  recognized  that 
sheets  of  paper,  differing  from  each  other  by 
a few  thousandths  of  an  inch  in  thickness,  can 
be  differentiated  by  biting  down  upon  them.10 
This  is  largely  because  of  a very  sensitive  pro- 
prioceptive mechanism  housed  within  the 
periodontal  membrane  which  envelops  the 
roots  of  the  teeth  and  a similar  apparatus  built 
into  the  muscles  of  mastication.  But,  from  a 
purely  pathologic  standpoint,  the  presence  of 
teeth  creates  problems  not  encountered  else- 
where. For  example,  tumors  of  the  oral  cavity 
are  benign  or  malignant,  epithelial  or  non- 
epithelial,  just  like  neoplasms  in  other  regions. 
In  addition,  oral  tumors  are  either  odontogenic 
or  nonodontogenic.  This,  it  should  be  clear, 
creates  additional  diagnostic  and  therapeutic 
problems.  It  is  safe  to  conclude  that  the  oral 
cavity  is  structurally  different  from  other  areas 
by  virtue  of  its  dental  apparatus. 

The  Unusual  Physiologic  Role  of  the  Oral 
Cavity  : It  should  be  clear  that  the  mouth,  from 
evidence  thus  far  given,  is  structurally  unique. 
But  even  more  important  are  the  functional 
demands  placed  upon  the  oral  cavity.  Here 
we  have  a mucosal  cavity,  much  like  the 
vagina  and  rectum  in  its  anatomic  design, 
which  is  expected  to  perform  miracles  which 
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one  would  never  ask  of  any  other  mucosal  sur- 
face. For  example,  at  one  moment  the  oral 
mucosa  must  cope  with  the  insult  of  boiling 
coffee  and  freezing  ice  cream.  And,  surprising- 
ly enough,  it  fares  well  under  such  trauma 
provided  it  is  in  excellent  health.  But  in  the 
presence  of  slight  imbalance,  lesions  appear  in 
the  oral  cavity  when  no  lesions  are  evident  in 
any  other  area.  The  reason  for  this  mechanism 
is  quite  clear. 

There  is  now  ample  proof  that  disease,  in 
general,  is  a function  of  the  product  of  a sys- 
temic substrate  and  local  irritating  fac- 
tors.'9,2°, 21  For  example,  a scorbutic  animal 
will  show  evidence  of  scurvy  except  in  the 
one  immobilized  extremity.  Conversely,  a 
scorbutic  guinea  pig  will  show  more  patho- 
logic change  in  the  one  extremity  to  which  has 
been  attached  a weight.  It  is  common  knowl- 
edge that  pellagra  may  first  become  evident 
when  the  patient  steps  out  into  the  sun  and 
develops  dermatitis.  Obviously,  the  patient 
was  just  as  pellagrous  a moment  before  the 
cutaneous  eruption.  But  it  took  the  local  irrita- 
tion of  actinic  rays  to  produce  the  eruption. 
Since  the  mouth  is  under  constant  micro- 
traumata, it  is  clear  Why  a systemic  disease 
may  first  become  clinically  apparent  by  way  of 
oral  symptoms  or  signs. 

For  reasons  just  cited,  the  mouth  may  be 
regarded  as  an  excellent  barometer  of  dis- 
ease. It  is,  therefore,  quite  understandable  why 
over  200  systemic  diseases  make  their  clinical 
debut  with  oral  complaints  or  observable 
signs. 

Systemic  Diseases  with  Oral  Manifestations 

Over  200  disorders  which  are  fundamentally 
of  a systemic  nature  somewhere  during  their 
clinical  course,  display  oral  findings.  These 
disorders  can  be  variously  classified.  Probably 
the  only  truly  accurate  classification  is  an 
alphabetic  one.  Thus,  for  example,  rickets  is 
classed  under  “R”  and  lupus  erythematosus 
logically  is  characterized  as  “L”.  But,  un- 
fortunately, the  patient  does  not  come  to  the 
doctor  alphabetized.  Thus,  such  a classifica- 
tion, though  accurate,  is  worthless.  One  fairly 
precise  and  very  helpful  system  is  that  of 
grouping  diseases  in  an  etiologic  frame.  True 
enough,  this  system  has  inadequacies  since 
some  disorders  fall  into  more  than  one  niche 


and  others  defy  classification.  Admitting  this 
shortcoming,  an  etiologic  schema  is  still  the 
most  realistic  one.  Systemic  disorders  with 
oral  manifestations  can  be  conveniently 
grouped  into  nine  categories  (Table  1). 

Table  1 

Etiologic  Classification  of  Systemic 
Diseases  With  Oral  Manifestations 
Biologic  agents 
Chemical  agents 
Neoplasms 
Hormones 

Developmental  factors 
Nutritional  imbalance 
Reactions  to  stress 
Metabolic  factors 
Miscellaneous 

Diseases  Due  to  Biologic  Agents 
There  are  approximately  50  infectious  dis- 
eases which  include  oral  manifestations.  The 
causative  microbe  may  be  a bacterium,  a 
virus,  a fungus,  rickettsia,  protozoa,  or  meta- 
zoa. Some  few  can  only  be  regarded  as  of 
suspected  biologic  origin  since  the  clinical 
picture  resembles  that  of  an  infectious  disease 
but  no  specific  agent  has  as  yet  been  identified 
(Table  2). 

Table  2 

Diseases  Due  To  Biologic  Agents 
Causative  Microbes 
Bacteria 
Virus 
Rickettsia 
Protozoa 
Metazoa 

Suspected  biologic  origin 

Bacterial  Diseases:  In  Table  3 are  listed  the 
infectious  diseases  which  fall  into  this  cate- 
gory. In  some  cases,  the  oral  lesions  are  quite 

T able  3 

Systemic  Bacterial  Diseases 
With  Oral  Manifestations 
Anthrax22.  22 
Brucellosis24 
Diphtheria25-  26 
Facial  erysipelas27.  28 
Glanders2  9-  30 
Gonococcal  infections2 1.  3 2 
Leprosy23-  34 

Plague3  5 

Rat-bite  fever35-  37 
Scarlet  fever38-  39 
Syphilis40-  4' 

Tetanus42-  43 
Tuberculosis44-  45 
Tularemia45-  47 
Typhoid  fever48 

varied  and  generalized  in  the  mouth  (e.g., 
syphilis);  in  other  instances  only  one  area  is 
involved  (e.g.,  the  strawberry  tongue  in  scar- 
latina); sometimes  only  soft  tissues  are  im- 
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plicated  (e.g.,  diphtheria);  in  other  cases  the 
pathologic  change  may  occur  in  bone  (e.g., 
tuberculous  osteomyelitis ) . 

Viral  Diseases:  Probably  the  greatest  num- 
ber of  infectious  diseases  with  oral  findings 
are  of  viral  origin.  These  are  charted  in  Table 
4.  Sometimes  the  cardinal  oral  sign  is  a 
macule,  papule,  vesicle,  or  pustule  (e.g., 
chickenpox).  As  a matter  of  fact,  almost  all  of 
the  acute  exanthematous  diseases  can  display 
an  enanthem.  The  oral  lesions  may  be  the  only 
evidence  of  a viral  process.  Space  does  not 
allow  a detailed  account  of  the  many  inter- 
esting points  which  could  be  elaborated  upon 
in  connection  with  the  oral  manifestations  of 
viral  diseases.  Further  information  can  be  ob- 
tained by  referring  to  the  bibliography.49  78 
However,  three  points  will  be  mentioned 
simply  by  way  of  example.  First,  the  general 
statement  can  be  made  that  one  seldom  if  ever 
observes  vesicles  in  the  mouth.  Actually,  vesi- 
culation  is  a common  oral  process.  However, 
because  of  the  thin  wall  and  great  intra- 
vesicular  fluid  pressure,  the  vesicle  promptly 
ruptures.  The  end  result  is  an  ulcer.  Thus,  in 
vesiculating  cutaneous  diseases  one  is  very 
apt  to  observe  oral  ulcers.  Secondly,  the  oral 
microbial  flora  is  highly  pathogenic  and,  given 
the  opportunity  to  invade,  does  so.  Thus,  one 
often  notes  a lesion  complicated  by  secondary, 
nonspecific,  bacterial  invasion,  and  this 
secondary  microbial  invasion  and  inflamma- 
tion make  the  diagnosis  of  oral  lesions  ex- 
tremely difficult. 

Table  4 

Systemic  Viral  Diseases  With 
Oral  Manifestations 
Adenovirus  infection49-  so 
Behcet’s  syndromes  i,  5 2 
Chickenpox53,  54 
Foot-and-mouth  diseases  5.  5 6 
German  measles5 7-  5 8 
Granuloma  inguinaleS9.  60 
Herpangina6'.  62 
Herpes  simplex®2.  64 
Herpes  zoster65.  66 
Lymphopathia  venereum6 7.  68 
Measles69-  719 
Mumps71.  72 
Poliomyelitis  7 3.  7 4 

Rabies75 
Smallpox76-  77 
Yellow  fever76 

Other  Biologic  Diseases:  For  completeness 
sake  only,  Table  5 lists  systemic  fungal, 
rickettsial,  protozoal,  metazoal,  and  suspected 


biologic  disorders  with  oral  manifestations. 

Table  5 

Other  Biologic  Systemic  Diseases 
With  Oral  Manifestations 
Fungal  Diseases 

Blastomycosis79 
Histoplasmosis619  • 61 
Rickettsial  Diseases 

Rickettsialpox62-  62 
Protozoal  Diseases 

Leishmaniasis64-  65 
Metazoal  Diseases 
Cysticercosis86 
Trichinosis87 
Suspected  Biologic  Origin 

Infectious  mononucleosis86-  89 
Mikulicz’  disease9*9,  91 
Sarcoidosis92-  92 

Diseases  Due  to  Chemical  Agents 

Broadly  speaking,  the  syndromes  which  re- 
sult from  chemical  insult  are  due  specifieially 
to:  (1)  acids,  (2)  metals,  (3)  inorganic  sub- 
stances, (4)  organic  compounds  and,  in- 
evitably, (5)  a miscellaneous  group. 

Acids:  Generally  speaking,  the  acids  which 
produce  systemic  diseases  with  oral  counter- 
parts are  listed  in  Table  6.  It  is  true  that,  in 
the  main,  these  acids  are  either  inhaled  or  in- 
gested and,  in  so  doing,  they  act  directly  upon 
the  tooth  surface.  This  is  in  contradistinction 
to  the  metals,  which  very  frequently  circulate 
through  the  blood  stream  and  exert  their 
effect  through  the  saliva. 

T able  6 

Chemical  Agents  (Acids)  Which  Produce  Systemic 
Diseases  With  Oral  Manifestations 
Chromic  acid94-  95 
Hydrochloric  acid96 
Hydrofluoric  acid97 
Nitric  acid98 
Sulfuric  acid" 

Tartaric  acid100 

Metals:  Many  heavy  metals  are  absorbed 
via  the  respiratory  or  alimentary  tracts.  They 
then  exert  their  deleterious  effects  upon  the 
oral  tissues  either  as  they  circulate  through 
the  vessels  of  the  mouth  or  following  excretion 
in  the  saliva.  In  the  main,  most  heavy  metal 
intoxication  results  from  an  occupational  haz- 
ard. This  is  certainly  true  with  thallium, 
tellurium,  vanadium,  lead,  and  cadmium. 
However,  it  is  possible  that  a heavy  metal  may 
be  introduced  as  a medicament.  This  is  some- 
times the  case  with  bismuth,  gold,  and  mer- 
cury. The  metals  of  particular  importance  to 
this  discussion  are  outlined  in  Table  7. 

Inorganic  Substances:  There  are  a few 
agents  of  inorganic  origin  which  can  play 
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Table  7 

Chemical  Agents  (Metals)  Which  Produce  Systemic 
Di  seases  With  Oral  Manifestations 
Bismuth'oi.  102 
Cadmium  103,  104 
Gold  105 
Leadioe.  107 
\lercuryio8,  109 
Silver  no.  111 
Tellurium'  12.  ' ' 3 
Thallium"4-  "5 
Vanadium"  6-  "7 

havoc  with  the  oral  tissues.  In  some  instances, 
the  problem  arises  as  an  occupational  hazard. 
This  is  best  exemplified  by  phosphorus  in- 
toxication. In  other  cases,  the  drug  is  intro- 
duced as  a medicament  (e.g.,  arsenic  and 
bromides).  One  encounters  mottling  of  the 
teeth  in  areas  where  excessive  amounts  of 
sodium  fluoride  naturally  occur  in  the  public 
water  system.  Finally,  the  increasing  use  of 
radioactive  preparations  (e.g.,  iodine)  for  the 
treatment  of  thyroid  disease  can  lead  to 
effects  upon  the  salivary  glands  with  a re- 
duction in  saliva  and  an  increase  in  dental 
decay.  Preparations  which  fall  into  this  cate- 
gory and  produce  systemic  diseases  with  oral 
manifestations  are  listed  in  Table  8. 

T able  8 

Chemical  Agents  ( Inorganic  Substances) 

Which  Produce  Systdmic  Diseases  With 
Oral  Manifestations 

Arsenic"  8.  119 
Bromide' 20.  121 
Fluorine' 22.  123 
Iodine'24 

Phosphorus' 25.  126 

Organic  Compounds:  Contact  with  metals, 
as  a general  rule,  is  by  way  of  occupation.  In 
contrast,  organic  compounds  which  lead  to 
oral  pathologic  changes  are  generally  taken 
as  medicaments.  The  classical  example  is  the 
gingival  hyperplasia  in  the  epileptic  patient 
associated  with  the  use  of  Dilantin  (diphenyl- 
hydantoin  sodium).  It  is  of  interest,  in  this 
regard,  that  stilbamidine,  originally  instituted 
as  an  antimycotic  drug,  was  found  to  have  a 
selective  anesthetic  effect  upon  some  of  the 
cranial  nerves.  This  has  led  to  its  use  as  a 
form  of  therapy  in  trigeminal  neuralgia.  How- 
ever, in  any  case,  the  fact  remains  that  this 
particular  agent  does  indeed  produce  changes 
in  and  around  the  oral  cavity  when  it  is  used 
in  the  treatment  of  systemic  disease.  The  com- 
pounds of  particular  import  have  been  out- 
lined in  Table  9. 


Table  9 

Chemical  Agents  (Organic  Compounds)  Which 
Produce  Systemic  Diseases  With  Oral 
Manifestations 
Aniline'  27 , 128 
Dilantin '29.  '30 
Stilbamidine'3'  - 132 
Benzene'33- 134 

Miscellaneous  Chemical  Agents:  Actuallv, 
there  are  a tremendous  number  of  other  chem- 
ical substances  which  may  excite  symptoms 
or  lesions  in  the  mouth.  A number  of  these 
agents  can  be  grouped  together  because  they 
produce  aplastic  anemia  and  agranulocytosis. 
It  is  of  particular  interest  that  both  of  these 
conditions  often  make  their  clinical  appear- 
ance first  in  the  oral  cavity135,136  by  way  of 
rather  characteristic  ideers.  It  should  be  re- 
called that  the  usual  ulcer  in  the  oral  cavity  is 
surrounded  by  an  erythematous  margin  in- 
dicating the  ability  on  the  part  of  the  organism 
to  combat  the  noxious  agent  by  calling  forth 
inflammatory  cells.  In  aplastic  anemia  and  in 
agranulocytosis  the  characteristic  finding  is  the 
absence  of  the  erythematous  ring  about  the 
ulcer. 

Neoplasms 

Just  about  every  primary  neoplasm  known 
to  man  has  been  found  in  the  tissues  of  the  oral 
cavity.  This  is  quite  understandable  since  just 
about  every  tvpe  of  epithelial  and  mesen- 
chymal tissue  is  normally  present  in  the  mouth. 
In  addition,  it  is  quite  comprehensible  that 
lesions  which  are  primary  elsewhere  in  the 
body  may  metastasize  to  the  oral  cavity137  as 
they  can  to  other  areas.  However,  in  keeping 
with  the  theme  of  this  report,  only  the  systemic 
neoplasms  deserve  our  consideration.  These 
are  summarized  in  Table  10. 

Table  10 

Systemic  Neoplasms  Which  Produce 
Oral  Manifestations 
Hodgkin’s  disease'33 
Leukemia'39-  140 
Lymphosarcoma'4' • '42 
Multiple  myeloma'43-  144 
Neurofibromatosis'45-  145 

Hormonal  Disturbances 

Almost  every  endocrinopathic  state  has  its 
oral  representation.  The  cardinal  feature  which 
determines  the  character  and  extent  of  oral 
pathologic  change  is  whether  the  hormonal 
imbalance  originated  before  or  after  the  design 
of  the  teeth  has  been  set  and  whether  it 
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occurred  prior  to  or  following  tooth  eruption. 
Because  of  these  unusual  features,  the  oral 
cavity  is  frequently  a highly  diagnostic  area 
in  endocrine  diagnosis.  The  glands  and  the 
specific  syndromes  which  show  oral  symptoms 
or  signs  are  listed  in  Table  11. 

Table  11 

Hormonal  Disturbances  With  Oral  Manifestations 
Hypophysis 

Hypophyseal  gigantism1 47-  148 
Acromegaly1 49  • 'so 
Hypophyseal  dwarfism's'.  t52 

Albright’s  disease1  S3.  154 

( Polyotstotic  Fibrous  Dysplasia ) 
Thyroid 

Hyperthyroidism' 55.  '56 
Cretinism' 57.  isb 
Myxedema '59.  '60 
Parathyroid 

Hyperparathyroidism 1 8 1 • 1 8 2 

Hypoparathyroidism1 63,  1 64 

Adrenal 

Addison’s  disease188.  '66 
Hyperadrenalism' 87 
Pancreas 

Diabetes  mellitus188-  189 
Gonads 

Puberty1 7°.  '7i 
Menstruation172'  173 
Pregnancy174- 175 
Climacteric178'  177 
Chronic  desquamative  gingivitis178' 

179 

Hypopituitarism  and  hypothyroidism  early 
in  life  often  lead  to  retarded  eruption  of  the 
teeth.  Conversely,  hyperpituitarism  and  espe- 
cially hyperthyroidism  and  hyperadrenalism 
produce  precocious  dental  eruption.  In  addi- 
tion, many  soft  tissue  changes  become  evident. 
Thus,  the  tongue  enlarges  in  cretinism  and 
acromegaly,  prognathism  is  common  with 
hyperpituitarism,  pigmentary  changes  occur 
with  hypoadrenalism,  enamel  hypoplasia  is 
part  of  the  rachitic  picture,  and  periodonto- 
clasia is  seen  with  diabetes  mellitus,  puberty, 
menstruation,  pregnancy,  and  the  climacteric. 

Developmental  Disturbances 

Inherited  disorders  and  those  acquired  con- 
genitally may  fall  into  two  categories:  (1) 
systemic  developmental  problems  with  non- 
specific oral  changes,  and  (2)  systemic  de- 
velopmental disturbances  with  specific  oral 
Table  12 

Systemic  Developmental  Disturbances  With 
N onspecific  Oral  Manifestations 
Congenital  heart  disease180 
Cooley’s  anemia181-  182 
Hemophilia183.  184 

Intestinal  polyposis1  ss.  186 
Muscular  dystrophy1 87.  188 
Progeria189 

Sickle  cell  anemia190-  191 
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symptoms  and  signs. 

In  the  first  group,  charted  in  Table  12,  there 
are  oral  symptoms  and  signs.  However,  the 
oral  findings  are  not  pathognomonic  of  a 
specific  disease  process.  For  example,  there 
are  nondescript  macules  associated  with  in- 
testinal polyposis,  gingival  bleeding  with 
hemophilia,  and  osteoporosis  with  sickle  cell 
anemia.  In  contrast,  the  intraoral  findings  in 
the  second  group  are  quite  characteristic  and 
sometimes  may  be  the  pathognomonic  clue  to 
the  final  diagnosis.  For  example,  the  opalescent 
teeth  in  osteogenesis  imperfecta  are  highly 
diagnostic  since  this  oral  finding  is  not  ob- 
served in  any  other  disorder.  These  systemic 
diseases  with  specific  oral  symptoms  and  signs 
are  charted  in  Table  13. 

Table  13 

Systemic  Developmental  Disturbances  With 

Specific  Oral  Manifestations 
Achondroplasia1 9 2-  193 
Albers-Schonberg  disease194-  198 
Cleidocranial  dysostosis198-  197 
Hereditary  ectodermal  dysplasia1 98-  139 
Osteogenesis  imperfecta200-  201 

Nutritional  Disturbances 

Nutritional  states  may  be  of  two  kinds:  (1) 
excess  nutrition,  exemplified  by  obesity  and 
hypervitaminoses  A and  D,  and  (2)  deficiency 
states.  The  latter  are  more  relevant  to  the 
present  discussion  and  the  diseases  of  particu- 
lar interest  are  outlined  in  Table  14.  In  the 
main,  deficiency  states  produce  changes  in 
the  teeth  only  if  the  disorder  prevails  in  early 
life  during  the  developmental  period  in  dental 
maturation.  In  later  years,  the  principal  find- 
ings of  nutritional  deficiency  states  are  noted 
in  the  soft  tissues  and  in  the  bone. 

Table  14 

Nutritional  Deficiency  States 
With  Oral  Manifestations 
Vitamin  A202-  203 
Thiamine204'  203 
Riboflavin208-  207 
Niacin208-  209 
Pyridoxine210-  211 
Ascorbic  acid212-  213 
Vitamin  D214-  218 
Vitamin  K218-  217 
Sprue218-  219 
Pernicious  anemia220-  221 
Iron222 

Reactions  to  Stress 

It  is  only  in  recent  years  that  the  health  pro- 
fessions have  come  to  recognize  the  role  of 
stress  in  disease  in  general  and  especially  in 
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the  causation  of  oral  disease.223,224  In  one 
sense  of  the  word,  all  disease  states  represent 
a reaction  to  stress.  But  even  in  its  more 
limited  connotation,  it  is  a fact  that  physical 
factors,  psychologic  circumstances,  and  aller- 
gic phenomena  must  be  considered  in  this 
category.  There  are  a number  of  such  prob- 
lems which  involve  the  oral  structures.  These 
have  been  listed  in  Table  15.  In  some  instances, 
the  cardinal  findings  appear  in  the  dentition 
and  periodontal  tissues.  This  is  evidenced  by 
marked  abrasion  of  the  teeth  in  bruxism,  in 
thickening  of  the  periodontal  membrane  in 
scleroderma,  by  changes  in  jaw  development 
and  occlusion  in  rheumatoid  arthritis.  In  other 
eases,  the  soft  tissues  are  principally  involved. 
Thus,  one  finds  swelling  in  angioneurotic 
edema,  erosive  lesions  in  erythema  multiforme, 
lace-like  white  lines  with  lichen  planus. 

Table  15 

Stress  Reactions  With 
Oral  Manifestations 
Angioneurotic  edema225-  226 
Anxiety227-  228 
Bruxism228-  230 
Erythema  multiforme23 1 • 232 
Erythema  nodosum233-  234 
Erythroblastosis  fetalis235-  236 
Lichen  planus237-  238 
Lupus  erythematosus239-  240 
Polyarteritis241  • 242 
Psoriasis243-  244 
Rheumatoid  arthritis245-  248 
Scleroderma247-  248 

Metabolic  Disorders 

In  the  strictest  sense  of  the  word,  all  disease 
states  can  be  regarded  as  showing  evidence 
of  a metabolic  disturbance.  But,  in  a more 
limited  sense,  there  are  conditions  in  which 
the  cardinal  or  primary  derangement  is  one 
of  metabolism.  This  is  admittedly  a contro- 
versial category.  However,  for  practical  pur- 
Tahle  16 

Metabolic  Disorders  With  Oral  Manifestations 
Primary  Lipid  Storage  Diseases 
Gaucher’s  disease249-  250 
Niemann-Pick’s  disease251-  252 
Secondary  Lipid  Storage  Diseases 

Eosinophilic  granuloma253-  254 
Hand-Schuller-Christian’s  disease255-  256 
Letterer-Siwe’s  disease257-  258 


poses  and  in  terms  of  stomatologic  disease, 
metabolic  disorders  may  be  regarded  as  being 
primary  or  secondary  in  nature.  Those  with 
stomatologic  overtones  are  summarized  in 
Table  16. 

M iscellaneous  Disorders 

In  Table  17  are  listed  a number  of  such  dis- 
eases which  are  associated  with  significant 
changes  in  the  oral  cavity.  The  general  state- 
ment can  be  made  that  in  no  instance  are  the 
oral  findings  pathognomonic.  However,  the 
presence  of  such  clues  in  addition  to  other 
observations  made  elsewhere  in  the  body  is 
the  constellation  which  leads  to  a correct  final 
diagnosis. 

T able  1 7 

Miscellaneous  Disorders  With 
Oral  M anifestations 
Amyloidosis259-  260 
Mongolian  idiocy261-  262 
Myasthenia  gravis263-  264 
Myotonia  atrophica265 
Paget’s  disease  of  bone266-  267 
Pemphigus268-  269 
Pityriasis  rosea270 
Plummer- Vinson  syndrome271-  272 
Polycythemia273 
Sjogren’s  syndrome274-  275 

Summary 

1.  The  oral  cavity  is  like  and  unlike  other 
areas  of  the  body.  It  therefore  follows  that  the 
mouth  is  subject  to  many  of  the  ills  found  else- 
where and,  at  the  same  time,  may  be  afflicted 
with  disorders  not  observed  in  any  other  part 
of  the  body. 

2.  In  the  main,  the  general  statement  can 
be  made  that  a systemic  disease  is  apt  to  make 
its  clinical  debut  in  an  area  under  considerable 
trauma.  Since  the  mouth  is  subject  to  constant 
microtraumata,  it  is  clear  that  oral  symptoms 
or  signs  may  be  the  first  evidence  of  a systemic 
disease. 

3.  An  attempt  has  here  been  made  to  survey 
the  entire  field  of  stomatologic  manifestations 
of  systemic  diseases. 

( An  extensive  bibliography  is  available  from 
the  author.) 


Tubal  Ligation — Its  Use  and  Abuse.  Willard  C. 
Hoarin,  Jr.,  M.  D.,  Greenville.  Amer.  J.  Obs.  & Gyn. 
72:1207,  Dec.  1956. 

Indications  for  tubal  ligation  are  presented  and  dis- 
cussed as  regards  their  merits. 

Methods  for  the  administrative  control  of  steriliza- 


tion procedures  arc  presented.  The  plan  for  a hospital 
staff  board  to  pass  on  cases  on  request  and  review  all 
cases  with  power  to  stop  abuses  is  favored. 

The  legal  status  of  tubal  ligation  is  discussed  and 
the  need  for  more  specific  and  appropriate  legislation 
pointed  out.  The  medical  profession  is  urged  to  lead 
the  way  in  securing  this  needed  legislation. 


July,  1957 


247 


ABDOMINAL  PREGNANCY 
WITH  NORMAL  LIVING  BABY 

IN  DEEP  CEPHALIC  PELVIC  ENGAGEMENT 


Rowland  F.  Zeigler,  Kl.  D.,  F.  A.  C.  S.  and  A.  T.  Arran,0  M.  D. 

Florence,  S C. 


There  have  been  about  600  reported  cases 
of  abdominal  pregnancies  which  have 
progressed  beyond  28  weeks  gestation. 
Viable  living  babies  were  born  to  one  fourth 
of  the  mothers,  however,  approximately  a 
third  of  these  infants  had  minor  or  major  de- 
formities, some  incompatible  with  continued 
life.1  The  incidence  of  a normal  living  baby 
from  advanced  extrauterine  pregnancy  is  near 
17%.  This  is  in  accord  with  Torpin’s2  figure 
of  83%  overall  fetal  mortality  in  abdominal 
pregnancy. 

A fairly  constant  finding  among  the  diag- 
nostic hints  of  abdominal  pregnancy,  is  that 
of  an  abnormal  presentation  and  position.3,4,5 
The  child  is  usually  high  in  relation  to  the 
pelvic  brim,  and  its  attitude  is  frequently  ab- 
normal. Persistent  high-riding  transverse  or 
breech  presentations  are  common.  In  the 
following  case,  presentation  was  cephalic,  with 
deep  engagement  in  the  pelvis  to  such  a de- 
gree as  to  confuse  the  initial  examiner  into 
thinking  delivery  was  imminent. 

Case  Report 

Mrs.  M.  H.,  a 24  yr.  old  colored  gravida  III,  para 
II,  was  admitted  to  The  McLeod  Infirmary  on  Dec. 
30,  1956,  having  been  referred  by  her  family  physi- 
cian because  of  vaginal  bleeding  and  abdominal  pain. 
On  arrival  she  was  examined  in  the  admitting  clinic 
by  the  intern,  who  reported  that  bleeding  was  slight, 
the  head  was  on  the  perineum,  and  that  he  was  send- 
ing her  to  the  delivery  room  immediately. 

Her  past  history  was  completely  negative.  The 
menstrual  history,  12  x 30  x 4.  She  had  normal  de- 
liveries of  9V2  and  TV2  lb.  babies  in  1953  and  1955. 
I ler  last  menstrual  period  was  April  28,  1956,  and 
the  first  two  trimesters  were  uneventful.  She  visited 
her  physician  at  monthly  intervals  complaining  only 
of  lower  abdominal  “needle-sticking”  pains  after 
meals.  Fetal  movements  had  been  noted  since  Sept. 
1956.  In  November  and  December,  1956,  there  was 

0 Resident  in  Obstetrics  & Gynecology,  The  McLeod 
Infirmary 


increasing  lower  abdominal  discomfort  and  pain.  On 
Dec.  26,  1956,  she  noticed  a dark  bloody  vaginal  dis- 
charge, which  continued  daily  until  Dec.  30,  1956, 
when  with  a slight  gush  of  blood,  an  excruciating 
pain  of  about  15  mins,  duration  followed.  Increasing 
pains  then  followed  at  10  minute  intervals,  and  she 
reported  to  her  physician. 

Examination  in  the  delivery  room  revealed  an  ab- 
dominal tumor  compatible  in  size  with  the  35  weeks 
oi  gestation.  Palpation  of  the  abdomen  showed  an 
indentation  of  the  fundus  just  below  the  umbilicus, 
with  a midline  grapefruit-sized  mass  above  the  umbi- 
licus simulating  a subserous  fibroid.  No  definite 
uterine  contractions  could  be  felt,  though  the  patient 
was  complaining  continuously  of  pain.  Fetal  heart 
tones  were  audible  in  the  left  lower  quadrant.  As 
the  fetal  heart  rate  was  only  90  per  min.,  oxygen  by 
mask  was  administered  to  the  mother.  The  fetal  heart 
rate  increased  to  140  in  a few  minutes.  Vaginal  ex- 
amination indicated  deep  engagement  of  the  fetal 
head,  practically  to  the  perineum,  but  the  cervix  could 
not  be  identified.  The  sagittal  suture  of  the  fetal  head 
could  be  palpated  through  the  vaginal  mucous  mem- 
brane. The  proximity  and  accessibility  of  the  head  at 
such  a convenient  location  made  it  a temptation  to 
consider  delivery  by  colpotomy.  The  cervix  was 
finally  identified  as  having  been  displaced  high  and 
compressed  anteriorly  behind  the  symphysis  pubis.  It 
was  1 cm.  dilated  and  bleeding  slightly.  One  minum 
of  pitocin  was  administered  intramuscularly,  but  no 
definite  contractions  followed. 

Laboratory  findings. 

Blood  studies  on  admission  showed  leukocytes  7,000, 
red  blood  cells  2,310,000,  hemoglobin  10  grams,  Maz- 
zini  test  negative,  and  blood  type  AB  Rh  positive. 
The  urine  was  negative. 

Blood  was  cross-matched  and  the  patient  was  taken 
to  the  operating  room  three  hours  after  admission  for 
cesarean  delivery  with  possible  diagnoses  of  cervical 
dystocia,  tumor  dystocia,  partial  premature  separa- 
tion of  placenta,  or  abdominal  pregnancy. 

Under  thiopental  sodium  and  cyclopropane  anes- 
thesia, a low  midline  incision  was  made.  As  the 
anterior  surface  appeared  normal,  the  bladder  fold 
was  reflected  downward  and  a vertical  incision  made 
in  the  lower  uterine  segment.  It  seemed  unusually 
thick,  but  as  the  incision  was  carried  deeper  the 
amniotic  sac  was  reached  and  cephalic  delivery 
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effected  with  forceps.  The  baby,  a normal  5 lb.  8V2 
oz.  female,  cried  immediately.  Inspection  revealed 
that  the  uterine  incision  had  gone  through  the  anterior 
and  posterior  uterine  walls,  which  were  tightly  com- 
pressed together,  into  an  abdominal  pregnancy  be- 
hind the  uterus.  The  placenta  was  attached  mainly  to 
the  superior  and  posterior  surfaces  of  the  uterus, 
giving  off  several  large  vessels  to  the  transverse  colon 
and  sigmoid  colon.  The  membranes  were  thick  and 
completely  lined  the  cul-de-sac,  and  covered  the 
posterior  surface  of  the  uterus.  The  free  membranes 
were  trimmed  and  vessels  to  the  colon  ligated.  As 
considerable  bleeding  was  occurring  from  the  utero- 
placental mass,  the  uterine  vessels  were  ligated  and 
rapid  supracervical  hysterectomy  done.  No  attempt 
was  made  to  disturb  the  secundines  lining  the  cul-de- 
sac,  as  they  were  tightly  adherent.  The  abdomen  was 
closed  in  layers  with  interrupted  sutures  without 
drainage.  The  operating  time  was  50  minutes.  She 
received  1500  ml.  of  whole  blood,  and  post-operative 
condition  was  good. 

Pathological  examination. 

“Specimen  consists  of  the  uterus  with  an  attached 
placenta.  The  placenta  is  attached  on  the  surface  of 
the  uterus  near  the  fundus  and  it  measures  22  cm.  in 
its  greatest  dimension.  It  shows  an  attached  umbilical 
cord  42  cm.  in  length.  The  placental  tissue  grossly 
shows  nothing  of  note  except  small  firm  yellowish 
gray  areas.  The  uterus  is  distorted.  It  is  large  and 
shows  an  oval  defect  in  the  lower  segment  where 
there  is  marked  congestion  of  the  tissue.  The  cervix 
shows  a granular  type  of  .epithelium  and  on  section 
the  remaining  uterine  cavity  measures  6 cm.  in  length. 
The  wall  varies  in  thickness  up  to  4 cm.  and  is  lined 
by  congested  friable  membrane. 

“Microscopic:  Section  of  placenta  shows  numerous 
chorionic  villi.  These  are  small  to  moderate  in  size 
and  vascular  showing  a single  surface  layer  of  tropho- 
blast  and  scattered  trophoblastic  buds.  There  is  some 
increased  density  to  the  fibrous  stroma  of  many  of 
the  villi.  Section  from  the  cervix  uteri  shows  marked 
edema  of  the  lining  mucosa  with  congestion  and 
areas  of  hemorrhage  and  distortion  of  the  glands. 
There  are  areas  of  denudation  of  the  surface  epithe- 
lium. The  underlying  stroma  is  markedly  edematous 


and  congested.  There  is  no  evidence  of  neoplasm. 
Multiple  sections  from  the  corpus  uteri  show  marked 
edema  of  the  myometrium  and  a decidual  reaction 
present  within  the  remaining  endometrium.  There  is 
also  inflammatory  infiltration  in  this  area.  There  is 
moderate  enlargement  of  the  individual  muscle  fibers 
and  marked  congestion  of  vessels  with  some  scattered 
lymphocytic  infiltration.  There  is  no  evidence  of  neo- 
plasm.” 

Intensive  antibiotic  therapy  was  administered  for 
3 days,  and  the  post-operative  course  was  surprisingly 
uneventful.  The  temperature  reached  100°  F.  on  the 
first  post-operative  day,  and  did  not  exceed  99.4° 
thereafter.  The  patient  was  discharged  on  the  elev  enth 
post-operative  day  in  good  condition.  The  wound  had 
healed  per  primam,  and  the  baby  was  doing  well  on 
breast  feedings. 

Six  weeks  post-operative,  a pelvic  examination  re- 
vealed a clean  freely  movable  cervical  stump  in  an 
otherwise  normal  pelvis.  There  were  no  palpable 
masses  or  discomfort  in  the  adnexal  regions  or  the 
cul-de-sac.  The  baby  was  gaining  and  appeared  nor- 
mal in  every  respect. 

Summary 

Abdominal  pregnancies  are  noteworthy  ob- 
stetrical events  not  only  because  of  their 
rarity,  but  because  of  the  extremely  high  fetal 
mortality  which  attends  them.  The  reported 
case  was  somewhat  unique  among  instances 
of  this  unusual  condition  in  that  not  only  was 
the  baby  healthy  and  normal,  but  the  usual 
abnormalities  of  presentation  and  position 
were  absent.  Placental  attachment  necessitated 
hysterectomy. 
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Antibiotics  in  Proctology  by  Leon  Banov,  Jr.  (Anti- 
biotics Annual  1956-1957,  180-184) 

This  is  a summarizing  report  of  recent  investigations 
at  the  Medical  College  of  South  Carolina  of  anti- 
biotics in  proctology. 

Because  infection  appears  to  have  an  important  role 
in  the  pathogenesis  of  anorectal  inflammatory  lesions, 
the  use  of  antibiotics  has  a rational  and  logical  basis. 
The  broad-spectrum  antibiotics  have  a definite  place 
in  the  management  of  proctologic  lesions  because  they 
combat  the  infection,  relieve  the  pain  of  inflammatory 
edema,  and  reduce  morbidity. 

Although  the  use  of  antibiotics  is  only  palliative. 


nevertheless,  palliation  is  often  necessary  in  the 
management  of  the  common  nonspecific  inflammatory 
lesions  of  the  anoreetum,  i.  e.,  hemorrhoidal  disease, 
anal  fissure,  papillitis,  cryptitis. 

Since  there  is  an  inflammatory  component  in  most, 
if  not  all,  rectal  strictures  of  lymphogranuloma  vene- 
reum, the  use  of  the  broad-spectrum  antibiotics  is  in- 
dicated. 

Neither  erythromycin,  400  mg.  every  six  hours,  nor 
tetracycline,  250  mg.  every  six  hours,  orally  ad- 
ministered for  three  to  seven  days,  significantly  pro- 
moted postoperative  wound  healing  of  the  anoreetum. 
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ACCIDENTS 

CHILD  ENEMY  NUMBER  ONE 

Julian  P.  Phice,  M.  D. 

Florence,  S.  C. 


Not  poliomyelitis,  not  diphtheria,  not  per- 
tussis, not  measles,  not  tuberculosis, 
but  accidents  must  be  rated  as  public 
Enemy  Number  One  of  the  health  of  our  chil- 
dren. 

In  1955,  the  last  year  for  which  statistics  are 
available,  accidents  killed  six  and  one  half 
times  as  many  children  in  South  Carolina  as 
did  the  five  diseases  mentioned  above.  This 
is  a condition  we  find  hard  to  accept,  ac- 
customed as  we  physicians  are  to  think  of 
death  in  terms  of  disease,  but  accept  it  we  must 
for  the  public  expects  leadership  from  the 
medical  profession  in  matters  of  health,  and 
any  condition  which  is  our  greatest  killer  of 
hoys  and  girls  is  certainly  a problem  in  the 
field  of  health. 

Let  me  cite  a few  figures,  obtained  from  our 
State  Board  of  Health,  to  show  what  we  are 
up  against  in  South  Carolina.  In  1955  there 
were  332  fatal  accidents  in  this  state  in  chil- 
dren under  fifteen.  They  were  divided  as  fol- 
lows: 


Automobiles 

90 

Firearms 

9 

Burns 

77 

Electricity 

8 

Drowning 

44 

Falls 

7 

Suffocation 

41 

Miscellaneous 

45 

Poisoning 

11 

When  one  figures  that  for  every  child  killed 
in  an  accident  there  are  probably  four  or  five 
who  are  permanently  disabled  or  crippled, 
one  realizes  that  the  number  of  children  in 
South  Carolina  who  suffer  serious  or  fatal  in- 
juries annually  from  accidents  is  somewhere 
around  1,500.  An  appalling  fact! 

What  can  the  medical  profession  do,  what 
can  the  individual  physician  do  to  reduce  this 
tragic  toll?  In  attempting  to  answer  this  ques- 
tion I do  not  pose  as  an  expert  but  rather  as 
a practicing  pediatrician  who  has  become 
keenly  interested  in  the  subject. 

The  first  essential  is  that  we  educate  our- 


selves as  to  the  best  method  of  handling  these 
children  who  have  been  involved  in  severe 
accidents.  What  to  do  or  not  to  do  in  a cere- 
bral injury,  how  to  recognize  and  care  for  a 
ruptured  viseus,  what  is  the  best  method  of 
immediate  and  subsequent  care  of  burns — 
these  and  many  other  problems  are  liable  to 
confront  the  practicing  physician  at  any  time. 
Through  study,  through  attendance  upon 
special  lectures,  through  post-graduate  sem- 
inars, the  practicing  physician  must  prepare 
himself  to  deal  with  them  as  they  arise. 

One  particular  phase  of  this  problem  in 
which  the  physician  will  need  help  is  in  the 
field  of  poisons.  Drugs,  insecticides,  rat  poi- 
sons, moth  balls — is  there  anything  the  in- 
vestigative youngster  will  not  sample?  And 
how  often  is  the  doctor  at  a loss  to  know  the 
toxic  ingredients  of  the  household  substance 
which  the  child  has  eaten  or  drunk — and  the 
antidote. 

We  are  fortunate  in  South  Carolina  in 
having  a Poison  Center  now  in  operation  in 
Columbia.  At  this  center  is  kept  a list  of  the 
various  articles  which  a child  might  eat  ac- 
cidentally, the  active  poison  or  poisons  which 
they  contain,  the  antidote  if  there  is  one,  the 
symptoms  which  one  is  liable  to  encounter, 
and  the  suggested  treatment.  If  a physician 
is  confronted  with  a little  patient  who  has 
imbibed  some  poison  and  he  does  not  have 
the  information  he  needs  to  handle  the  case 
correctly,  all  he  needs  to  do  is  to  call  Columbia 
4-7382,  and  the  answer  is  forthcoming. 

Secondly  the  physician  must  engage  in  an 
educational  campaign  and  teach  the  funda- 
mentals of  preventing  accidents.  And  this  can 
be  done  best  in  the  doctor’s  own  office  and  in 
the  home  of  the  child.  Here  are  a few  specific 
suggestions  as  to  how  this  may  be  accom- 
plished. 

Careful  instructions  should  be  given  to  the 
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family  and  to  the  druggist  when  drugs  are 
prescribed.  The  father  or  mother  should  be 
told  what  the  drug  is  for  and  how  it  is  to  be 
given.  General  instructions  on  the  label  should 
be  avoided.  “A  teaspoonful  as  needed,”  may 
he  understood  the  day  the  drug  is  prescribed 
hut  a month  later  the  parents  may  have  for- 
gotten the  indications  for  its  use  and  the  size 
of  the  spoon  to  he  used — with  unfortunate 
results. 

The  amount  of  drug  prescribed  should  be 
limited  to  a quantity  sufficient  for  2 or  3 days. 
To  prescribe  only  what  is  needed  for  an  acute 
specific  illness  and  that  only  for  a specific 
period  of  time  is  good  medicine — and  it  is 
also  one  of  the  first  steps  in  the  prevention  of 
drug  poisoning.  I know  that  the  medicine 
closets  of  many  families  in  this  state  are 
cluttered  with  bottles  half  filled  with  medicine 
and  boxes  partially  filled  with  tablets  which 
are  potential  poisoners  of  children. 

The  physician  should  take  time  to  discuss 
accidents  with  parents  when  they  bring  the 
children  in  to  his  office.  This  is  of  particular 
importance  when  the  child  is  between  the 
ages  of  one  and  four — the  danger  age.  Men- 
tion should  be  made  qf  the  type  of  activity  in 
which  the  child  is  likely  to  participate  such  as 
crawling,  climbing,  investigating  with  the 
fingers,  and  putting  objects  in  the  mouth.  The 
parent  should  be  shown  how  these  activities 
can  lead  to  trouble  if  precautions  are  not 
taken.  Attention  should  he  called  to  the  special 
care  which  should  be  taken  near  such  items 
as  stoves,  floor  furnaces,  hot  water,  stepladders, 
and  electric  outlets.  The  need  for  keeping 
such  articles  as  liniments,  medicines,  finger- 
nail polish,  floor  wax,  and  insecticides  in  a 
place  where  the  child  cannot  get  to  them 
should  be  emphasized.  The  parents  should  be 
urged  to  make  a survey  of  the  yard  and  play- 
ground to  see  that  such  hazards  as  broken 
glass,  wooden  stakes,  and  sharp  tools  are  not 
present. 

The  children  themselves  should  be  talked 
to  about  accidents.  Many  a youngster  will 
listen  with  more  attention  to  his  doctor  than 
lie  will  to  his  parents.  They  should  be  told  of 
the  need  for  staying  out  of  the  street,  of  the 
care  which  they  must  exercise  when  riding 
tricycles  and  bicycles,  of  the  danger  of  play- 


ing with  matches  and  firecrackers.  Older  chil- 
dren, particularly  boys,  should  be  told  of  the 
need  for  caution  with  regard  to  swimming 
and  diving — never  to  go  swimming  alone  and 
never  to  dive  into  unknown  water. 

Literature  should  be  available  in  the  phy- 
sician’s office  for  parents  to  read  and  to  take 
home.  Articles  and  pamphlets  on  safety  for 
distribution  to  parents  are  available  from  in- 
surance companies  and  some  health  depart- 
ments. There  is  no  telling  how  much  of  this 
will  he  read  but  1 have  yet  to  see  a parent  who 
did  not  appreciate  such  an  article  or  pamphlet 
when  I presented  it  with  the  request  that  it  be 
taken  home  and  studied — for  the  protection 
on  the  child. 

The  physician  should  investigate  the  home 
and  yard  environment  when  making  calls.  Are 
the  stairs  safe  for  the  youngsters?  Are  there 
proper  safeguards  around  the  stove  or  fire- 
place? Are  cigarette  lighters  or  matches  lying 
within  easy  reach  of  the  children?  Is  there  a 
special  place  for  medicines?  These  are  a few 
of  the  pertinent  questions  the  physician  with 
a keen  eye  and  inquiring  mind  will  ask  him- 
self as  he  goes  in  and  out  of  homes,  and  from 
their  answers  will  come  valuable  suggestions 
for  the  parents. 

Finally,  the  physician  must  become  a cru- 
sader in  the  cause  of  accident  prevention.  He 
must  convince  himself  that  accidents  are  the 
number  one  problem  in  child  health  today — 
and  then  convince  others.  In  the  office,  in  the 
home,  at  meetings  of  the  PTA,  before  Rotary 
and  Kiwanis  Clubs,  in  public  gatherings  of 
various  types,  whenever  and  wherever  the 
opportunity  presents  itself,  he  must  discuss  the 
problem  and  enlist  the  support  of  others  in 
meeting  it. 

lie  must  stress  the  need  for  teaching  chil- 
dren to  swim,  to  handle  firearms,  to  drive  cars. 
He  must  stress  the  desirability  of  having  adults 
and  children  alike  taught  the  essentials  of  first 
aid  in  dealing  with  those  who  are  injured. 

Smallpox  was  not  eradicated  with  the  dis- 
covery of  smallpox  vaccine,  it  only  disappeared 
as  the  public  was  made  to  understand  the 
value  of  the  vaccine  and  was  willing  to  be 
vaccinated.  In  the  same  way,  accidents  will 
not  be  diminished  materially  through  studies 
of  their  incidence  or  cause.  They  will  only  be 
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reduced  as  those  who  are  primarily  con- 
cerned— parents,  children,  and  physicians — 
appreciate  and  understand  the  problem  and 
put  into  practice  those  measures  which  are 
needed  to  bring  about  a change. 

There  is  nothing  dramatic  or  unusual  in  any 
of  the  suggestions  which  I have  presented — it 
is  the  accident  and  not  its  prevention  which 
is  sensational.  1 am  convinced,  however,  that 
my  suggestions  are  sound  and  that  if  every 
physician  in  South  Carolina  would  put  them 
into  effect  there  would  be  a marked  reduction 
in  the  number  of  accidents  in  our  children. 


In  conclusion  I would  like  to  stress  the  need 
for  joint  effort  in  our  fight  against  the  number 
one  killer  of  our  children.  The  task  is  too 
large  for  any  single  organization  or  any  in- 
dividual group  of  citizens.  Local,  state,  and 
national  organizations  now  in  the  field  should 
be  encouraged  to  continue  and  increase  their 
efforts.  Above  all,  the  practicing  physician  who 
deals  with  parents  and  children  must  be  made 
aware  of  the  problem  and  be  stimulated  to 
join  his  colleagues  in  an  all-out  campaign  of 
education  in  this  fight  for  the  safety  and  wel- 
fare of  our  bovs  and  girls. 


THE  MEDICAL  ASPECTS 
OF  CEREBRAL  PALSY 

Meyer  A.  Perlstein,  M.  D. 

Chicago,  Illinois 


There  has  been  a great  deal  of  confusion 
regarding  the  term  cerebral  palsy. 
Analyzed  briefly,  cerebral  refers  to  the 
brain;  thus  the  pathology  concerns  a lesion  of 
the  motor  centers  of  the  brain;  and  palsy  is  a 
symptom  which  simply  means  motor  involve- 
ment. It  is  immaterial  whether  the  motor  in- 
volvement is  weakness,  paralysis,  tremor  in- 
voluntary motion,  or  incoordination.  Cerebral 
palsy  is  that  group  of  conditions  which  is 
characterized  by  motor  aberration  due  to  in- 
volvement of  the  motor  control  centers  of  the 
brain. 

There  are  many  other  types  of  palsy.  For 
instance,  there  is  spinal  palsy  which  results 
from  poliomyelitis  or  a broken  back;  a peri- 
pheral nerve  palsy  results  from  severance  of  a 
nerve  or  peripheral  neuritis.  Amputation  would 
cause  an  end  organ  type  of  motor  defect,  an 
end  organ  palsy.  Certain  metabolic  or  hor- 
monal disturbances,  such  as  calcium  deficiency, 
or  potassium  changes,  may  cause  hypo- 
irritability  or  hypo-  or  hyper-motion — a chem- 
ical or  a metabolic  form  of  palsy. 

The  brain  is  concerned  with  sensory  defects 

Speed i delivered  at  the  Annual  Meeting  of  the 
South  Carolina  Medical  Association,  Myrtle  Beach, 
South  Carolina,  May,  1956. 


as  well  as  with  motor  defects.  A lesion  of  the 
occipital  lobe,  for  instance,  causes  a central 
blindness;  the  parietal  lobe  influences  other 
sensory  modalities.  Or,  difficulty  may  be 
caused  by  spinal  involvement,  such  as  a trans- 
verse myelitis.  Sensation  can  also  be  increased 
or  decreased  as  the  result  of  metabolic  changes 
of  the  blood. 

Speech  disorders  may  be  another  symptom. 
Speech  difficulty  can  be  due  to  involvement  of 
the  brain.  A motor  aphasia  following  a cere- 
bral hemorrhage  for  instance,  would  be  a 
central  cerebral  speech  defect.  In  a spinal  con- 
dition involving  the  diaphragm,  there  would 
be  difficulty  with  breathing,  affecting  speech. 
The  recurrent  laryngeal  nerve  could  be  cut 
during  a thyroidectomy,  causing  difficulty  in 
speaking.  Removal  of  the  larynx  requires 
learning  a whole  new  method  of  speech.  The 
hypothyroidism  of  a cretin  may  mean  absence 
of  speech  due  to  lack  of  intelligence. 

Thus,  it  can  be  seen  that  cerebral  palsy 
represents  only  one  small  group  of  the  total 
handicapped  population.  But  the  importance 
of  considering  these  paralleling  conditions  is 
the  fact  that  in  a clinic  with  every  type  of 
cerebral  palsy,  practically  every  other  handi- 
cap can  be  treated,  because  in  cerebral  palsy 
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there  are  practically  all  the  deficiencies  and 
defects  that  are  found  in  all  other  conditions. 
For  instance,  a qualified  speech  therapist  can 
treat  the  defect  in  cerebral  palsy,  stuttering, 
aphasia,  or  lisping.  By  the  same  token,  a physi- 
cal therapist  who  is  treating  cerebral  palsy 
patients,  can  treat  the  poliomyelitis  patient, 
the  muscular  dystrophy  patient,  or  the  arthritic 
patient;  and  an  occupational  therapist  who  is 
treating  the  hands  of  such  an  individual  can 
also  treat  a person  with  a psychiatric  problem, 
arrested  tuberculosis,  or  other  conditions  bene- 
fiting from  this  modality. 

On  the  other  hand,  cerebral  palsy  is  not  in 
any  sense  a limited  diagnostic  category,  but 
a whole  group  of  conditions.  The  term  cere- 
bral palsy  no  more  describes  a single  condition 
than  the  term  “lung  trouble”  describes  a 
single  condition.  Since  cerebral  palsy  refers  to 
a multiple  group  of  conditions,  some  type  of 
classification  is  essential,  to  understand  the 
nature  of  the  condition.  A classification  is 
nothing  more  nor  less  than  a viewpoint.  If  a 
subject  is  analyzed  from  several  different  view- 
points, certain  correlations  are  developed  in 
the  overlap  of  the  viewpoints. 

There  are  many  different  possibilities  for 
classification  of  diseases  and  conditions.  One 
of  the  most  common,  of  course,  is  the  patho- 
logical viewpoint.  This  can  be  done  only  if 
the  site  of  pathologic  change  is  known.  In 
cerebral  palsy,  the  brain  injury  can  be  due  to 
pathologic  change  of  the  pyramidal  tract,  the 
extra-pyramidal  tract,  or  the  cerebellum.  It 
has  been  presumed  that  those  who  have 
“upper  motor  neuron  lesions”  have  incurred 
damage  to  the  pyramidal  tract,  and  that  the 
other  group  exhibits  extrapyramidal  syn- 
dromes. This  would  be  a good  classification  if 
such  was  known  to  be  true,  but  it  is  now 
known  that  spasticity  may  result  from  involve- 
ment of  the  cerebellum,  and  ataxia  from  in- 
volvement of  the  cerebrum.  Thus,  this  classifi- 
cation is  unsatisfactory  because  it  presumes 
a knowledge  which  we  do  not  have. 

A clinical  classification  on  the  basis  of  the 
(fiialitative  nature  of  the  motor  defect  has 
much  greater  validity  and  usefulness.  The  first 
category  in  a clinical  classification  is  the  spas- 
tic type.  Spasticity  is  characterized  by  the 
presence  of  a stretch  reflex,  an  exaggeration 


of  the  normal  quality  of  muscle  which  will 
contract  when  it  is  suddenly  stretched.  For 
example,  in  the  stretch  reflex  in  the  biceps 
muscle,  there  is  no  stoppage  or  no  stretch  re- 
flex if  one  pulls  out  on  the  muscle  slowly,  but 
if  it  is  done  rapidly,  then  the  sudden  pull  of 
the  muscle  causes  it  to  contract.  It  can  be  seen 
that  a stretch  reflex  thus  does  not  interfere 
with  the  action  of  the  biceps,  but  paradoxically 
with  the  action  of  the  antagonist,  which  is  the 
triceps.  In  spasticity,  there  is  an  increase  of 
the  knee  jerks,  a Babinski  reflex,  and  all  the 
other  signs  of  an  “upper  motor  neuron  lesion”. 
The  term  “spastic”  is  often  loosely  employed. 
In  many  cases  it  is  used  to  mean  stiffness.  This 
is  technically  incorrect,  since  the  physiological 
definition  of  spastic  refers  to  the  presence  of 
a stretch  reflex,  which  may  be  exhibited  even 
though  the  patient  has  very  little  tone.  This 
is  an  important  point  in  the  differential  diag- 
nosis of  certain  types  of  muscular  dystrophy 
and  spasticity  associated  with  hypotonicity. 

The  second  general  group  of  cerebral  palsy 
shows  disturbances  of  motion  and  may  thus  be 
classified  as  the  dyskinesias.  Electromyelo- 
graphically,  the  muscle  will  be  normal,  and  the 
reflexes  are  normal,  but  the  motion  is  abnormal 
as  a result  of  two  factors:  one  is  the  motion 
per  se,  which  is  involuntary  and  usually  pur- 
poseless and  unpredictable,  and  the  other  is 
the  degree  of  muscle  tone  during  the  motion. 
A person  exhibiting  involuntary  motion  with 
normal  muscle  tension  makes  rapid,  jerky 
motions,  called  choreiform.  If  he  has  slightly 
more  tension,  the  motions  become  slow,  ser- 
pentine and  twisting.  These  have  been  given 
the  name  athetosis,  and  characterize  the  athe- 
toid,  or  most  common  form  of  dyskinetic  cere- 
bral palsy.  Dystonia  is  a form  of  dyskinesia  in 
which  there  is  so  much  hypertonus  that  the 
patient  actually  takes  a tonic  postural  attitude 
like  the  “Statue  of  Liberty”  position.  Another 
type  of  motion  disturbance  is  the  tremor  type, 
in  which  there  is  a predictable  alternate  agon- 
ist-antagonist motion. 

The  term  rigidity  refers  to  the  extra- 
pyramidal  type,  in  which  the  clinical  findings 
are  different  from  the  spastic  type.  Rigidity  is 
elicited  by  slow  motion,  while  the  stretch  reflex 
is  elicited  by  rapid  motion.  Sometimes  the  re- 
sistance to  the  motion  is  constant,  resembling 
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the  bending  of  a lead  pipe,  leading  to  the  term 
“leadpipe  rigidity”.  Sometimes  the  resistance 
is  discontinuous  and  jerky  and  is  called  “cog- 
wheeling”. Another  difference  between  rigidity 
and  spasticity  is  that  rigidity  affects  more  the 
antigravity  muscles,  e.g.  the  hamstrings, 
whereas  in  the  spastic  the  stretch  reflex  is 
greatest  in  the  gravity  muscles,  e.g.  in  the 
quadriceps  muscle. 

Ataxia  is  a condition  in  which  there  is  a 
lack  of  balance,  and  a lack  of  coordination 
with  the  loss  of  fine  skilled  movements. 

The  spastics  make  up  two-thirds  of  the  total 
number  of  the  cerebral  palsied  and  the  athe- 
toids  about  25  per  cent.  All  other  types  com- 
prise only  10  per  cent.  Since  90  per  cent  of  the 
cases  are  spastic  or  athetoid,  for  practical  pur- 
poses this  discussion  will  be  limited  to  these 
two  tvpes  of  cerebral  palsy. 

Cerebral  palsy  may  also  be  classified  accord- 
ing to  topographic  involvement.  In  describing 
the  parts  of  the  body  involved,  the  following 
definitions  are  used: 

Paraplegia  is  involvement  of  the  lower  ex- 
tremities only,  and  is  almost  always  of  the 
spastic  variety. 

Diplegia  means  involvement  mainly  of  the 
lower  extremities,  with  a slight  disability  in 
the  arms.  These  patients  are  also  chiefly  spas- 
tic. 

Quadriplegic,  or  tetraplegia,  means  involve- 
ment of  all  four  extremities.  If  the  disability  is 
greater  in  the  legs,  the  patient  is  generally 
spastic.  Thus,  it  can  be  seen  that  paraplegia, 
diplegia,  and  quadriplegia  with  greater  in- 
volvement of  the  legs  are  ascending  degrees 
of  the  same  condition.  In  quadriplegia  with 
greater  involvement  of  the  arms,  however,  the 
athetoid  form  of  cerebral  palsy  is  more  com- 
mon. Herein  is  seen  an  overlap  between  two 
classifications. 

Hemiplegia  means  paralysis  of  a homolateral 
half  of  the  body.  Involvement  is  greater  in  the 
arms  and  most  of  the  patients  are  spastic.  This 
group  makes  up  about  one-third  of  all  cerebral 
palsied. 

Triplegia,  or  three-extremity  involvement, 
may  be  considered  a combination  of  a para- 
plegia and  a hemiplegia.  Thus,  both  legs  and 
an  arm  (never  both  arms  and  a leg)  are  in- 
volved. Spasticity  is  the  rule  in  this  type  of 


cerebral  palsy,  also. 

Monoplegia  is  quite  rare.  When  it  appears 
that  a single  leg  is  involved,  careful  examina- 
tion will  generally  reveal  that  the  other  leg  or 
the  arm  on  the  same  side  is  involved  and  that 
the  condition  is  either  a paraplegia  or  mild 
hemiplegia. 

The  term  double  hemiplegia  applies  to  quad- 
riplegia in  which  involvement  of  the  arms  is 
greater  than  the  legs  and  in  which  spasticity, 
rather  than  athetosis,  is  present.  In  spastic 
hemiplegia,  the  arms  are  more  involved;  thus 
in  hemiplegia  on  both  sides,  there  would  be 
spasticity  in  all  four  extremities  and  the  arms 
would  be  more  involved.  Double  hemiplegia 
is  not  common. 

Using  the  two  classifications  given  above,  a 
diagnostic  description  of  a patient  may  be 
stated,  not  simply  as  cerebral  palsy,  but  as  a 
“quadriplegic  athetoid”  or  a “left  spastic  hemi- 
plegia,” which  gives  a much  clearer  delinea- 
tion. 

The  extent  to  which  there  is  increased  or 
decreased  muscle  tone  offers  an  additional  op- 
portunity for  classification.  Thus,  we  may 
speak  of  an  “atonic  spastic  diplegia,”  or  of  a 
“hypertonic  or  tension  quadriplegic  athetoid.” 

Still  further  description  of  a cerebral  palsied 
patient  may  be  made  by  degree  of  involve- 
ment. The  condition  may  be  so  mild  that  no 
treatment  is  required  which  is  the  case  in  ap- 
proximately 25  per  cent  of  the  total.  In  another 
25  per  cent,  the  involvement  is  so  severe  that 
regardless  of  how  much  treatment  is  given,  the 
patients  will  be  permanently  severely  handi- 
capped, bedridden,  or  wheelchair-bound.  The 
remaining  50  per  cent  are  moderately  involved. 
This  group  includes  those  whose  handicap  is 
severe  enough  to  be  disabling,  but  who  will  be 
benefited  by  treatment.  Of  course,  such  a 
classification  is  empirical  and  subject  to  many 
subdivisions.  Thus,  we  may  speak  of  a mildly 
moderate,  or  moderately  severe  or  very  severe 
case.  Further,  this  classification  may  be 
limited  to  a specific  symptom,  such  as  “severe 
speech  and  moderate  walking  involvement. 

It  is  further  possible  to  classify  according  to 
temporal  etiology,  whether  prenatal,  natal,  or 
postnatal.  Prenatal  includes  the  period  from 
the  time  of  conception  up  to  the  time  of  the 
onset  of  labor;  the  natal  period  extends  from 
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the  onset  of  labor  until  the  time  of  birth  of  a 
viable  infant;  and  the  postnatal  pediatric  pe- 
riod is  that  following  the  birth  of  a viable  in- 
fant, for  the  duration  of  infancy  and  childhood. 
From  a specific  viewpoint,  the  etiologic 
classification  is  also  valuable.  The  chief  causes 
of  damage  to  the  brain  are  anoxia,  hemor- 
rhage, trauma  such  as  from  contusions,  in- 
fection, metabolic  disturbances,  and  blood  in- 
compatibility. When  the  etiology  is  known,  the 
case  can  thus  be  further  defined.  It  is  more 
descriptive,  for  instance,  to  speak  of  an  atonic 
spastic  diplegia  of  severe  degree  associated 
with  prematurity,  or  of  a moderately  severe 
quadriplegic  tension  athetoid  due  to  the  Rh 
factor. 

Injuries  that  occur  to  the  brain  may  be 
divided  into  two  general  classes.  One  is  anoxia 
and  the  other  is  vascular  and  traumatic.  Since 
anoxia  is  blood  borne,  it  will  generally  cause 
symmetrical  damage  to  both  sides  of  the  brain 
and  it  affects  primarily  the  basal  nuclei.  Clinic- 
ally, athetosis  or  one  of  the  other  forms  of 
dyskinesia  results.  On  the  other  hand,  if  there 
is  a history  of  heavy  birth  weight,  skull  frac- 
ture, or  use  of  forceps,  the  result  is  more  likely 
to  be  unilateral  or  asymmetric  types  of  lesions, 
most  of  which  involve  the  pyramidal  tract, 
causing  the  spastic  syndromes.  The  mother 
often  thinks  the  blame  lies  with  the  obstetri- 
cian. Actually,  less  than  10  per  cent  of  all  cases 
are  due  to  obstetrical  involvement  as  differ- 
entiated from  the  natural  hazards  of  obstetrics. 
It  is  important  to  note  bow  some  of  the  factors 
in  parturition  are  critical  in  causing  or  prevent- 
ing brain  injury. 

Anoxia  may  be  due  to  various  causes.  Breech 
delivery  is  one  common  cause  of  anoxia.  The 
period  from  the  time  of  the  birth  of  the  navel 
until  the  time  the  head  is  delivered  is  a period 
of  potential  anoxia.  There  is  a very  high  cor- 
relation between  breech  delivery  and  athetosis. 
Another  cause  of  anoxia  is  narcosis,  due  to  too 
much  morphine  or  other  sedation.  Or  maternal 
hypotension  can  occur  if  the  mother  has  had 
a spinal  anesthetic.  One  young  mother  who 
had  been  in  a train  wreck  during  her  preg- 
nancy and  had  lost  a leg  and  who  was  ex- 
sanguinated gave  birth  to  a child  with 
athetosis. 

On  the  other  hand,  if  there  is  prematurity 


(which  predisposes  to  hemorrhages)  or  injury 
from  forceps  or  from  dystocia  due  to  heavy 
birthweight,  the  clinical  syndrome  is  usually 
that  of  spasticity.  Toxemia  of  pregnancy  ap- 
parently may  cause  a prenatal  hypertensive 
encephalopathy  with  a resultant  fetal  “stroke,” 
usually  resulting  in  hemiplegia.  In  cesarian 
section,  the  pathogenesis  of  brain  injury  may 
be  that  of  sudden  decompression.  The  sudden 
change  from  intrauterine  to  extrauterine  pres- 
sure may  cause  multiple  petechial  hemor- 
rhages in  the  infant.  A study  on  hemiplegia 
showed  that  dystocia  was  the  most  commonly 
elicited  item  in  the  maternal  history.  Toxemia 
of  pregnancy  occurred  in  11  per  cent  of  these 
cases  and  in  only  about  3 per  cent  of  athetoids. 
Dystocia,  prematurity,  and  toxemia  are  the 
most  common  etiologies  of  infantile  hemi- 
plegia. It  is  interesting  to  speculate  why  there 
are  more  right  than  left  hemiplegias.  Since 
most  births  are  by  LOA  mechanism,  it  would 
be  natural  to  suppose  that  the  left  side  of  the 
brain  would  be  subjected  to  pressure  more 
often  than  the  right.  In  testing  this  theory  a 
study  was  made  of  birtlnveights.  In  children 
who  were  below  eight  pounds,  the  ratio  of 
right  to  left  hemiplegias  was  one  to  one.  In 
children  who  were  over  eight  pounds,  in  whom 
dystocia  is  more  likely  to  occur,  there  was  a 
two  to  one  ratio  of  right  to  left  hemiplegias; 
and  in  children  above  nine  pounds,  the  ratio 
was  three  to  one. 

The  greater  involvement  of  the  legs  in  sym- 
metrical forms  of  spasticity  may  be  explained 
in  some  cases  by  hemorrhage  from  the  longi- 
tudinal sinus.  In  this  case,  the  area  for  the  legs 
is  involved  most  since  the  area  for  the  hands 
is  much  further  down.  If  the  hemorrhage  ex- 
tends farther  down  laterally,  however,  there 
will  be  some  involvement  of  the  arm. 

There  are  many  other  clinical  correlations 
with  etiology.  Where  blood  incompatibility 
due  to  the  Rh  factor  is  a cause,  a specific  tvpe 
of  athetosis  results,  with  greatest  involvement 
of  the  arm  and  neck,  paralysis  of  vertical  gaze 
and  frequent  auditory  involvement.  In  ker- 
nicterus  due  to  the  Rh  factor,  or  any  other 
cause,  paralysis  of  vertical  gaze  occurs  in  90 
per  cent  of  the  victims. 

The  incidence  of  deafness  in  spastics  is  only 
2 per  cent,  the  same  as  in  the  general  popula- 
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tion;  and  in  all  athetoids  it  is  16  per  cent,  but 
in  the  Rh  athetoids,  it  is  32  per  cent.  In  the 
deciduous  teeth  of  children  who  have  had 
erythroblastosis,  there  is  a moonshaped  defect 
in  the  tooth  enamel,  beginning  at  the  distal 
surface  of  the  tooth  and  extending  a variable 
distance  gingivally.  This  enamel  defect  occurs 
prenatallv  between  4-1/2  to  7 months. 

Kernicterus  involves  primarily  the  basal 
nuclear  areas,  but  there  is  also  involvement  of 
the  cerebellum.  Some  interesting  evidence  is  at 
hand  to  indicate  that  the  nuclear  staining  is 
due  to  previous  damage  of  the  brain.  For  in- 
stance, if  a brain  slice  of  a normal  newborn  is 
put  into  bilirubin  or  into  the  serum  of  a patient 
who  has  had  erythroblastosis,  it  will  not  stain. 
But  the  brain  of  a newborn  who  has  suffered 
from  anoxia  will  take  bilirubin  stain.  Thus,  a 
child  with  a brain  previously  sensitized  by 
anoxia  or  by  exposure  to  bilirubin  in  utero, 
might  suffer  reversible  brain  damage.  Such 
damage  might  then  become  irreversible  as  a 
result  of  neonatal  jaundice.  This  would  ex- 
plain the  therapeutic  value  of  exchange  trans- 
fusion, as  well  as  the  observation  that  jaundice 


alone,  in  an  otherwise  normal  baby  does  not 
cause  kernicterus. 

In  internal  hvdrocephalus,  the  result  is 
usually  spastic  diplegia  with  ataxia,  and  in 
Strumpell’s  encephalitis,  the  result  is  a spastic 
hemiplegia.  Lethargic  encephalitis,  now  rare- 
ly seen,  may  result  in  rigidity  or  tremors. 

These  points  are  being  made  primarily  so 
that  the  general  practitioners  who  see  children 
out  in  the  field  may  recognize  the  various  types 
of  involvement.  It  is  not  necessary  for  anyone 
to  be  a superspecialist  to  recognize  these  con- 
ditions and  to  treat  them.  When  more  of 
specialized  knowledge  reaches  the  general 
practitioner  or  the  medical  student,  there  will 
not  be  a necessity  for  so  many  specialists  or 
for  postgraduate  courses.  It  will  be  remem- 
bered that  when  penicillin  was  introduced, 
only  the  research  men  had  knowledge  of  it; 
but  in  a few  weeks  everyone  became  a special- 
ist in  its  use.  The  same  applies  in  the  field  of 
cerebral  palsy.  If  there  is  understanding  of  the 
factors  involved,  there  is  no  reason  that  it 
cannot  be  treated  like  any  other  medical  con- 
dition. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 

ATRIAL  FLUTTER 

Dale  Groom,  M.  D. 

Department  of  Medicine 

Case  Record — Tins  electrocardiogram  was  recorded  on 
a 57  year  old  gentleman  with  advanced  scleroderma. 
In  addition  to  the  cutaneous  manifestations  typical  of 
that  disease  he  showed  roentgenographic  evidence  of 
pulmonary  fibrosis,  dilatation  of  the  upper  esophagus 
with  narrowing  and  impairment  of  peristalsis  below, 
and  a generalized  cardiac  enlargement.  During  his 
three  day  hospital  stay  he  was  observed  to  have  oc- 
casional extrasystoles  and  a moderate  elevation  of 
venous  pressure  by  manometric  measurements. 
Electrocardiogram — In  most  leads  P waves  are  clearly 
defined  occurring  regularly  at  intervals  of  0.24  sec. 
This  signifies  an  atrial  rate  of  250  beats  per  minute. 


Moreover  the  P waves  are  opposite  in  polarity  to  nor- 
mal, being  upright  in  leads  V-l  and  V-2  and  inverted 
over  the  left  precordium.  As  viewed  in  the  standard 
leads  the  P waves  have  a characteristic  saw-toothed 
appearance  with  a short  upstroke  and  longer  down- 
stroke.  At  times  they  fall  into  the  QRS  and  T wave  com- 
plexes where  careful  measurement  of  intervals  may 
be  necessary  to  identify  their  presence. 

There  is  a general  tendency  for  the  ventricles  to 
respond  to  every  fourth  atrial  activation  but  frequently 
a QRS  follows  every  third  P wave.  Thus  there  is  a 
changing  4:1  and  3:1  block.  In  this  particular  tracing 
the  P-R  intervals  vary  from  0.12  in  some  cycles  to 
about  0.24  sec.  in  others  and  there  appear  to  be  some 
associated  differences  in  the  QRS  complexes.  At  least 
one  ectopic  beat  was  recorded  in  V-3  (ventricular) 
and  origin  of  some  of  the  others — notably  in  V-4 — is 
difficult  to  determine  in  these  short  segments  of  trac- 
ing. The  virtually  complete  absence  of  R waves  in  V-2 
and  V-3  suggests  the  possibility  of  some  previous 
damage  to  the  anterior  myocardial  wall. 
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Discussion — A specific  arrhythmia  characterized  by 
extremely  rapid  but  regular  activation  of  the  atria  at 
a rate  on  the  order  of  200-400  per  minute  is  termed 
“atrial  flutter”.  In  this  disturbance  waves  of  excitation 
spread  through  the  atria,  independent  of  the  normal 
pacemaker  or  conduction  pathways,  and  are  seemingly 
self-perpetuating  at  a rate  which  is  probably  related 
to  the  conduction  velocity  of  the  myocardium  itself. 
The  same  phenomenon  may  of  course  occur  in  ven- 
tricular musculature  but  is  more  commonly  observed 
in  the  atria. 

For  many  years  it  has  been  held  that  flutter  was 
caused  by  the  excitation  wave  following  a circular 
course  around  some  obstruction  such  as  the  orifices 
of  the  vena  cavae,  giving  rise  to  a ceaselessly  repetitive 
activation  of  the  heart.  Similar  “circus  movements 
have  reportedly  been  produced  experimentally  by 
damage  to  the  myocardium  in  this  area.  A more  recent 
explanation  views  flutter  simply  as  a series  of  unusually 
rapid  impulses  emanating  from  a single  ectopic  focus, 
comparable  to  paroxysmal  tachycardia.  Rate  of  the 
latter,  however,  is  slower — typically  about  180 — allow- 
ing the  A-V  node  to  respond  and  transmit  each  impulse 
to  the  ventricles.  Fibrillation  on  the  other  hand  is 
thought  to  represent  a far  more  rapid  rate,  perhaps 
around  350-550,  and  is  totally  irregular,  unaccom- 
panied by  any  effective  mechanical  contraction  In 
rate,  at  least,  flutter  represents  a midstage  between 
these  two  mechanisms.  And  indeed,  one  frequently 
sees  a transition  from  one  to  the  other  in  the  same 
tracing.  “Impure  flutter”,  “coarse  fibrillation”,  and 
“flutter-fibrillation”  arc  terms  designating  various  mix- 


tures of  these  two  arrhythmias. 

Because  the  A-V  node  has  a longer  refractory  period 
it  ordinarily  cannot  respond  to  the  rapid  rate  of  the 
atria  in  flutter.  Instead  it  tends  to  respond  to  every 
second  or  third  or  fourth  atrial  activation.  A 2:1,  3:1, 
or  4:1  block  is  then  said  to  exist,  and  this  block  may 
go  as  high  as  6:1.  If  the  block  is  a constant  one  the 
ventricular  rate  will  be  regular,  like  that  of  the  atria, 
the  one  a multiple  of  the  other.  But  if  the  block  is  a 
changing  one  as  it  is  in  this  tracing  the  rhythm  is 
atrial  flutter  with  irregular  ventricular  response.  Often 
the  block  can  be  increased  by  pressure  on  a carotid 
sinus  producing  an  abrupt  slowing  of  the  pulse  rate. 

The  electrocardiographic  picture  of  atrial  flutter 
typically  includes  the  “saw-toothed”  undulating  base- 
line without  isoelectric  intervals  as  shown  here  in 
leads  II,  III  and  aVf.  Inverted  P waves  form  the  down- 
strokes,  followed  immediately  by  Ta  waves  giving  the 
shorter  upstrokes.  The  Ta  waves  (T  waves  of  atrial 
contraction ) tend  to  become  more  prominent  at  the 
faster  rates.  They  often  show  clearly  in  atrial  tachy- 
cardia but  are  conspicuous  in  flutter  where  their 
amplitude  may  almost  equal  that  of  the  P waves  them- 
selves. Lead  V-l  is  recorded  over  the  atria  and  gen- 
erally shows  the  P waves  most  distinctly.  Here  they 
are  upright  rather  than  inverted  because  their  origin 
is  ectopic. 

Probably  atrial  flutter  can  occur  in  normal  hearts 
as  can  paroxysmal  tachycardia  and  even,  perhaps, 
atrial  fibrillation.  But  usually  flutter  is  associated  with 
organic  disease  such  as  coronary  sclerosis,  hyper- 
thyroidism, or  rheumatic  heart  disease.  It  may  appear 
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in  paroxysms  or  as  a chronic  arrhythmia.  Quinidine  by 
virtue  of  its  actions  of  slowing  conduction  and  in- 
creasing the  refractory  period  may  convert  atrial 
fibrillation  into  flutter  and,  with  larger  doses,  into  a 
sinus  rhythm.  For  this  reason  some  cardiologists  prefer 
to  give  digitalis  first  to  increase  the  A-V  block  =o  that 
if  flutter  does  appear  it  will  not  evoke  a rapid  ven- 
tricular rate.  Occasionally  digitalis  itself  administered 
in  a large  enough  dose  may  abolish  flutter  though 
more  frequently  it  converts  it  into  fibrillation.  Re- 
version to  a normal  rhythm  may  then  take  place  spon- 
taneously when  digitalis  is  withdrawn.  The  urgency 


of  treatment  of  atrial  flutter  depends  in  large  part 
upon  the  ventricular  rate,  hence  upon  the  degree  of 
A-V  block. 

Scleroderma  is  known  to  be  a systemic  disease  in- 
volving the  lungs,  muscles,  vascular  system,  heart, 
esophagus  and  other  viscera,  as  well  as  the  skin  and 
subcutaneous  tissue.  It  is  considered  to  be  primarily 
a disease  of  collagenous  tissue.  Electrocardiographic 
abnormalities,  cardiac  enlargement  and  congestive 
failure  are  manifestations  of  what  has  been  called 
“scleroderma  heart”. 


(EXCERPTS  FROM) 

MEDICAL  COMMUNICATIONS— ARE  THEY  UNGUIDED  MISSILES? 


Henry  S.  McNeil 

President,  McNeil  Laboratories,  Incorporated 


We  understand  there  is  a grade  crossing  near 
Colorado  Springs  at  which  is  posted  this  sign:  “The 
average  length  of  time  it  takes  an  entire  train  to  cross 
this  grade  crossing  is  14  seconds — whether  your  car 
is  on  it  or  not!” 

This  just  about  summarizes  the  feeling  many  of  us 
have  about  medical  communications.  The  public  is 
learning  more  each  day  about  health  and  disease, 
whether  the  information  it  gets  is  or  is  not  “on  the 
track”. 

It  so  happens  that  in  this  irreversible  process  of 
increasing  public  health  education,  much  of  the  in- 
formation comes  from  news  sources  beyond  the  con- 
trol of  the  physicians,  from  whom  came — originally 
and  correctly — any  and  all  health  news  and  educa- 
tions. 

Health:  A Full-Time  Hobby 

It  comes  as  no  news  to  physicians  that  something 
has  happened  to  the  American  public  in  the  past  20 
years.  People  know  more  about  their  bodies  and  “the 
ills  that  flesh  is  heir  to”  than  anyone  would  once  have 
dreamed. 

This  is  not  to  suggest  that  they  understand  phy- 
siology or  that  they  really  care  about  the  difference 
between  a strain  and  a sprain,  but  they  do  hear  in  a 
flash  of  new  advances  in  diagnosis  and  therapy. 

. . . One  thing  is  certain,  the  mass  communications 
media  have  proved  the  public’s  appetite  for  medical 
news  and  opinion  to  be  insatiable. 

Government,  too,  has  participated  in  the  dissemina- 
tion of  medical  news;  and  since  the  thirties,  we  have 
seen  the  tremendous  development  of  public  relations 
on  the  governmental  level. 

Even  the  nation’s  major  professional  organizations 
have  come  to  take  a major  role  in  the  communications 
environment.  One  has  but  to  visit  the  press  room  of 
the  American  Medical  Association,  the  American 
Chemical  Society,  the  National  Education  Association, 
or  county  and  state  medical  societies’  fairs  and  forums 


to  realize  how  much  the  attitudes  of  professional  men 
and  women  have  also  changed. 

Snowballing  Public  Interest 

What  is  responsible,  however,  for  the  recent  snow- 
balling of  the  public’s  interest  in  health  and  disease? 
People  have  always  wanted  to  live  longer.  They  have 
never  wanted  to  die.  Perhaps  the  drama  of  the 
“miracle  drugs”  has  been  responsible.  All  we  know, 
however,  is  that  people  want  to  know  more  about 
themselves. 

But  how,  and  with  what  kind  of  knowledge,  is  the 
public  being  educated? 

Magazines  and  Newspapers 

. . . Let’s  start  with  magazines,  newspapers  and  the 
daily  press,  each  one  with  its  own  feature  articles  on 
health.  You  can  name  them  better  than  I:  Reader’s 
Digest,  Life,  Look,  Ladies  Home  Journal,  Cosmo- 
politan. Probably  the  Police  Gazette  has  a Section  on 
Preventive  Medicine. 

Current  examples:  Did  you  see  the  February  23, 
1957,  United  Press  dispatch  from  the  White  House 
regarding  a “wonder  drug”  shipment  sent  to  the  ailing 
President  of  West  Germany,  Theodore  Huess?  The 
dispatch  named  the  brand  name  of  a drug  available 
only  on  prescription. 

I’ll  take  in  preference,  a cartoon  from  the  February 
9th  issue  of  the  New  Yorker  showing  a psychiatrist 
with  a patient,  who  begins  his  interview  with,  “Now, 
Mrs.  Taylor,  let’s  understand  each  other.  You  haven’t 
been  to  medical  school,  you  haven’t  studied  five  years 
in  Vienna,  you  haven’t  practiced  psychiatry  for  the 
past  20  years,  and  I,  on  the  other  hand,  have  not  read 
those  articles  in  Life!” 

Radio  and  TV 

Then  comes  radio  and  television,  running  the  full 
gamut  from  the  fine,  professionally-  supervised  docu- 
mentary shows,  to  the  dramatic,  instantaneous  bullet- 
wound  cures  of  the  westerns. 

. . . The  mass  communications  media,  are  often 
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completely  out  of  professional  control.  In  short, 
they’re  highly  “unguided  missiles”. 

And  yet,  surprisingly,  the  Science  Information 
Bureau  recently  asked  approximately  3,000  physicians 
how  they  felt  about  television.  The  answer:  8 out  of 
10  physicians  approved  medical  television  programs, 
provided  they  are  supervised  by  nationally  known 
authorities.  This  “provided  they  are  supervised”  is 
the  key  to  the  solution. 

Soaking  Up  Education 

. . . The  public  is  soaking  up  education,  or  facts, 
to  the  maximum  of  its  blotting  capacity. 

The  Public  Health  Foundations 

John  Q.  Public’s  interest  in  health  is  further  whet- 
ted by  the  public  foundations  or  voluntary  health  or- 
ganizations which  have  a pronounced  effect  on  the 
laity’s  attitudes  on  health  and  disease.  They  must. 
Does  anyone  here  think  that  to  collect  $136,049,400 
in  1956  the  polio,  tuberculosis,  cancer,  heart,  cerebral 
palsy,  muscular  dystrophy  and  arthritis  foundations  did 
not  have  to  work  to  induce  John  to  open  his  pocket- 
book?  And  let’s  bear  in  mind  that  these  appeals,  al- 
though necessarily  competitive  and  largely  emotional- 
ly based,  are  educational  and  constantly  bring  disease 
and  its  recognition  before  the  minds  of  the  public;  and 
these  minds  work  fast  in  this  age. 

Government  In  Health 

. . . There  is  still  another  important  communications 
factor  influencing  the  mind  of  the  public,  and  it  is  our 
own  Government.  Too  few  of  us  realize  that  the  Na- 
tional Institutes  of  Health,  which  constitutes  most  of 
the  Government’s  medical  'research,  has  a budget  re- 
quest of  $211  million  for  fiscal  1958 — over  2 and 
one-half  times  as  much  money  as  the  Government 
took  in  the  first  year  of  the  income  tax.  This  1958 
figure  outshines  the  appropriation  of  $173  million  of 
1957 — when  Congress  appropriated  more  money  for 
research  than  the  Administration  has  asked! 

. . . So,  into  this  picture  comes  the  ever-present 
danger  of  too  much  political  control  of  medical 
thought,  with  an  annual  obligation  to  report  and 
justify  the  expenses  incurred. 

Voluntary  Health  Plans 

And  then  we  have  voluntary  health  plans,  insurance 
plans,  Blue  Cross  and  Blue  Shield  plans,  intimately 
affecting  the  worker’s  life  through  his  weekly  pay 
envelope.  The  brochures,  pamphlets  and  advertise- 
ments all  involve  reimbursement  for  medical  and  hos- 
pital care,  fees,  and  so  forth.  In  short,  the  public  is 
now  educated  on  how  to  be  sick,  for  how  long,  and 
at  the  least  possible  personal  expense. 

The  Science  Writer’s  Role 

A final  new  and  potent  factor  in  the  medical  com- 
munications field  is  the  lay  science  writer,  a highly- 
trained  specialist  who  knows  the  public’s  interest  in 
health  news  and  also  judges  for  himself  the  importance 
of  a professional  news  release.  He  may  cover  major 
clinics  on  his  own  and  is  well  acquainted  with  the 
public  relations  staffs  of  research  centers,  universities 
and  professional  societies.  He  must  get  facts,  sound 


facts,  because  half-told  tales  are  dangerous. 

Effects  of  Mass  Communications  Media 

. . . Does  this  twentieth  century  mass  communica- 
tion perform  a service  or  disservice  to  the  public?  No 
matter  how  you  answer  this  question,  the  fact  remains 
that  the  influence  of  mass  communications  media  is 
increasing  every  day;  and  it  is  our  responsibility  to 
help  them  perform  a service.  Our  present  situation 
involves  both  a public  need  and  the  technics  to  satisfy 
this  need. 

It  has  made  people  more  conscious  than  ever  of  the 
factors  in  good  health.  It  has  given  research  people 
and  pharmaceutical  manufacturers  an  opportunity  to 
explain  to  the  physician  as  well  as  to  a better-educated, 
medically-minded,  interested  public,  the  significance 
of  major  new  developments  in  the  research  centers  of 
the  universities  and  commercial  laboratories. 

Medicine  and  the  Pharmaceutical  Industry 

But  mixed  with  all  the  smorgasbord  of  health  inter- 
est, pressure-cooked  by  mass  medical  communica- 
tions, is  a fundamental  problem  involving,  on  one 
side,  the  various  segments  of  the  profession  and,  on 
the  other,  the  public.  Occasions  have  arisen  where  the 
profession  attributed  a misunderstanding  to  the  in- 
dustry, when,  actually,  some  of  the  mass  communica- 
tions media  outside  of  the  control  of  both  were  the 
underlying  factors. 

On  the  other  hand  I do  not  intend  to  imply  that  we 
in  the  pharmaceutical  industry  have  been  above  criti- 
cism with  respect  to  mass  communications.  There  have 
been  isolated  instances  where  unenlightened  self- 
interest  has  caused  information  leaks.  All  this  has  re- 
minded the  industry  of  the  power  of  mass  communica- 
tions and  the  necessity  for  controls. 

Some  of  the  leading  pharmaceutical  firms,  as  you 
well  know,  have  devoted  themselves  for  years  to  pub- 
lic service  through  health  education  and  have  helped 
physicians  with  their  own  public  relations  problems. 

The  majority  of  ethical  pharmaceutical  firms  co- 
operate with  the  physician  by  being  certain  to  retain 
all  news  of  new  medically-useful  compounds  until 
adequate  profession  introduction  is  achieved — even  if 
an  alert  reporter  should  learn  of  a new  experimental 
drug  through  a published  report  in  a medical  research 
journal. 

A highly  constructive  step  in  this  direction  is  the 
recent  formation  of  a liaison  committee  between  the 
medical  profession  and  the  pharmaceutical  industry 
which  will  attempt  to  interpret  correctly  many  of  the 
problems  of  the  medical  profession  to  those  who  sup- 
ply the  products  it  needs. 

Supplying  the  needs  of  the  medical  profession  in- 
volves a complex  relationship  between  physicians  and 
scientists  within  the  pharmaceutical  industry. 

. . . Interestingly  enough,  the  pharmaceutical  in- 
dustry supports  more  than  700  students  in  the  medical 
and  allied  sciences  through  scholarships  or  fellowships. 

The  Changing  Patient 

During  the  great  growth  of  the  ethical  pharma- 
ceutical industry  it  appears  that  there  have  been 
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marked  changes  in  the  physician’s  responsibilities  in 
a changing  social  picture.  We  are  getting  more  small 
towns;  and  suburbs  and  exurbs  are  vivisectioning  the 
large  cities. 

Better  transportation  has  changed  markedly  the 
distribution  pattern  of  specialists  and  general  practi- 
tioners. Regardless  of  the  location  of  the  practice  of 
medicine,  however,  the  patient  going  today  to  the 
physician  is  a patient  well-hammered  by  mass  com- 
munications media,  whether  it  be  television,  radio  or 
magazines. 

Medicine  is  still  a private  art.  The  physician’s  con- 
fidential patient  approach  is  the  same  as  ever.  The 
change  is  mainly  in  the  patient.  He  may  not  have  the 
faintest  idea  of  the  functional  relationships  within  his 
glandular  system,  but  at  least  he  is  aware  and  can  co- 
operate with  the  physician  in  his  treatment.  Even  if 
he  doesn't  understand  the  Reader’s  Digest  article,  he 
has  an  interest  which  must  be  put  to  good  use.  To  him, 
or  her,  medical  news  may  only  be  an  abstraction  or 
gossip,  but  the  physician — and  the  physician  alone — 
has  an  opportunity  to  convert  it  into  a promise  or  hope 
come  true. 

Guiding  the  Missile  of  Medical  Information 

. . . For  example,  let’s  establish  closer  liaison  to  in- 
crease understanding  among  all  those  involved  in 
medicine:  ethical  manufacturers,  prescription  phar- 
macists, hospital  personnel  and  physicians.  All  of  us 
concerned  with  one  segment  of  the  medical  picture 
need  to  create  time  to  spend  with  those  in  other  sec- 
tions, and  thus,  learn  their  viewpoints  and  understand 
their  problems. 

Let’s  recognize  the  effect  of  the  mass  communica- 


tions media  in  the  education  of  the  laity,  but  wherever 
possible,  keep  medical  news  under  the  supervision  of 
the  profession. 

Let’s  focus  the  public  interest  on  health  problems 
and  health  needs,  not  on  specific  products,  and  brand 
names  that  the  physician  uses  at  his  discretion  with 
his  individual  patient. 

Let’s  make  greater  use  of  such  sound  fact-find- 
ing and  information  sources  as  the  American  Medical 
Association’s  Bureau  of  Health  Education  and  the 
Health  Information  Foundation.  In  addition,  the  re- 
cently established  Health  News  Institute  is  specifically 
geared  to  provide  proper  professional  service  to  in- 
quiries from  the  lay  press. 

Manufacturers  should  continue  to  avoid  advertising 
to  the  laitv  brand  names  of  items  available  only  on 
prescription,  and  to  keep  “prescription-only”  literature 
from  the  public. 

. . . And  finally,  ethical  manufacturers  must  also 
make  every  effort  to  control  the  timing  of  news  re- 
leases to  conform  to  the  correct  professional  sequence 
of,  first,  perfecting  the  drug,  then  making  it  available 
for  the  physicians’  use  through  professional  distribution 
channels  and,  giving  the  physician  correct  as  well  as 
adequate  information  about  it. 

All  of  these  involve  medical  communications.  If 
they  are  handled  responsibly  and  intelligently  by  the 
medical  profession  and  the  pharmaceutical  industry, 
these  should  result  in  a better  balance  between  an 
increasingly  knowledgeable  public  and  a medical  pro- 
fession and  pharmaceutical  industry  dedicated  to  keep- 
ing people  well. 


“ THIS  IS  WHERE  WE  CAME  IN.”  That’s  the 
title  of  an  “Editor’s  Page”  editorial  in  the  Bulletin  of 
the  Los  Angeles  County  Medical  Association.  It  was 
written  by  Editor  William  F.  Quinn,  M.  D.,  and  deals 
with  a rehash  of  the  14-year-old  compulsory  health 
insurance  proposal  which  has  once  again  landed  in 
the  Congressional  hopper — thanks  to  Senators  Murray 
and  Dingell. 

Bill  Quinn  penned  a powerful  and  forthright  mes- 
sage, saying  among  other  things: 

“While  reasonable  men  might  assume  that  a record 
of  more  than  50  hearings,  filling  10  large  volumes  of 
testimony  by  competent  witnesses,  could  lead  to  the 
assumption  that  the  subject  had  been  thoroughly  ex- 


plored and  its  glowing  promises  exposed  for  the 
mirages  they  are,  unfortunately,  it  would  be  naive  to 
assume  that  this,  like  a second  marriage,  may  represent 
the  triumph  of  hope  over  experience.” 

Bill  explained  some  of  the  provisions  of  the  proposed 
compulsory  scheme.  “The  ultimate  authority  is  the 
Secretary  of  Health,  Education  and  Welfare,  who 
shall  make  rules  and  regulations,”  he  said.  Then  he 
added: 

“Dissatisfied  patients  may  complain  through  chan- 
nels and  ultimately  reach  the  Supreme  Court.  This 
might  be  analogous  to  receiving  permission  to  perform 
a therapeutic  abortion  eight  months  after  the  request 
was  made.” 
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Editorials 


A PLEA  FOR  A BETTER 
BASIC  EDUCATION 

It  has  been  my  privilege  to  give  a series  of 
lectures  to  the  junior  and  senior  classes  in 
medicine  at  the  Medical  College  of  South 
Carolina  since  1940.  Written  quizzes  and  ex- 
aminations have  been  given  from  time  to  time 
during  the  course  of  instruction  and  though 
the  comprehension  of  the  subject  matter  has 
been  satisfactory,  the  knowledge  of  spelling 
and  syntax  has  been  conspicuous  by  its  ab- 
sence. Unfortunately,  the  condition  appears 
to  be  growing  progressively  worse. 

In  trying  to  search  out  the  causes  for  this 
I was  interested  to  read  a recent  article  in 
the  U.  S.  News  and  World  Report  entitled 
“Back  To  The  Three  R’s”.  Apparently  the 
changes  in  the  public  schools  which  have  pro- 
duced this  deplorable  lack  of  knowledge 
about  the  basic  facts  of  education  started 
shortly  after  World  War  I.  A progressive  move- 
ment was  started  by  a Columbia  University 
philosopher,  the  late  John  Dewey  and  spread 
to  involve  all  the  public  schools  of  the  nation. 
Its  aim  was  to  provide  a watered-down  educa- 
tion for  everyone  and  by  so  doing  make  “every 
child  a happy  and  useful  citizen”.  This  phil- 
osophy discouraged  spanking  and  even  scold- 
ing. It  encouraged  the  inclusion  of  easy 
courses  in  the  curriculum  and  discouraged  the 
inclusion  of  difficult  subjects  as  a requisite  for 
graduation.  Automatic  promotions  became  the 
order  of  the  day.  Children  were  no  longer  re- 
quired to  learn  the  alphabet.  They  learned  bv 
the  sight  reading  method. 

Another  of  the  bad  effects  which  this  routine 
promotion  has  had,  along  with  laws  requiring 
attendance  at  schools  until  18  years  old  in 
some  states,  is  the  crowding  of  schools  and 
classes.  This  has  encouraged  the  Federal  Gov- 
ernment to  step  forward  and  make  some  at- 
tempt to  add  education  to  its  already  too-long 
list  of  enterprises. 

To  add  to  the  present  day  confusion  in  ed- 
ucation is  the  attempt  at  racial  integration; 
this,  plus  massive  shifts  in  the  population,  has 


brought  together  pupils  who  vary  widely  in 
background  and  potentialities. 

Some  of  the  children  have  functional 
difficulties  such  as  strephosymbolia  or  scram- 
bled syllables.  This  is  frequently  found  in  in- 
dividuals who  do  not  have  one  hemisphere  of 
the  brain  as  the  dominant  half.  For  instance 
most  of  us  are  right-handed  and  right  eyed. 
But  if  a person  is  right-handed  and  left-eyed 
or  left-handed  and  right-eyed  some  confusion 
in  the  blending  of  syllables  results  and  this 
shows  up  in  mirror-writing  and  ladder-writing 
and  eventually  in  an  inability  to  read  and  spell 
correctly.  The  October  1956  issue  of  Coronet 
carried  an  interesting  article  on  this.  This  type 
of  difficulty  is  obviously  quite  a different  thing 
from  that  resulting  from  a poor  basic  educa- 
tion. But  an  individual  with  this  trouble  could 
be  passed  over  and  promoted  routinely  in  the 
present  system  without  ever  having  his  diffi- 
culty diagnosed  correctly  and  having  appro- 
priate remedies  applied. 

Another  condition  which  can  produce  read- 
ing difficulties  is  aniseikonia  or  unequal  images 
as  seen  by  the  two  eyes.  This  can  be  remedied 
by  corrective  lenses. 

In  South  Carolina  our  legislature  is  even 
now  trying  to  solve  the  problem  of  how  to 
raise  teachers’  salaries  by  20%  and  avoid 
raising  taxes  to  cover  the  bill.  One  method  sug- 
gested was  to  eliminate  the  12th  grade.  This 
was  opposed  by  the  State  Superintendent  of 
Education.  While  the  resolution  of  these  prob- 
lems is  in  progress,  I woidd  like  to  add  the 
thought  that  I would  be  much  more  favor- 
ably inclined  to  a salary  raise  for  teachers  if 
I could  be  assured  of  an  improvement  in 
basic  education. 

Some  suggested  remedies  for  the  present 
difficulties  are: — 

1.  Lower  the  age  for  leaving  school  to  14 
years  in  those  states  requiring  attend- 
ance beyond  this  age.  This  would 
eliminate  backward  students  from  the 
upper  grades. 

2.  Group  pupils  according  to  ability  rather 


July,  1957 


261 


than  by  age  levels. 

3.  Return  to  emphasizing  the  funda- 
mentals of  learning. 

I am  encouraged  to  note  that  the  present 
U.  S.  Commissioner  of  Education,  Lawrence 
G.  Derthick,  favors  teaching  the  “Old-fash- 
ioned three  R's”  by  the  best  methods  old  and 
new.  I hope  that  this  change  will  produce 
a new  crop  of  medical  students  in  future  years 
which  will  be  better  prepared  in  the  funda- 
mentals of  learning. 

R.  W.  Hanckel,  M.  D. 


RECOMMENDATIONS  FOR  DRIVER 
LICENSING  AND  REEXAMINATION 
New  driver  licensing  requirements  have 
been  proposed  by  125  leading  medical  special- 
ists from  the  Lhiited  States  and  Canada  and 
traffic  safety  authorities  in  government  and 
industry,  who  met  at  New  York  University 
last  year  for  an  all-dav  workshop  conference 
on  Medical  Aspects  of  Motor  Vehicle  Accident 
Prevention.  These  recommendations;  together 
with  an  analysis  of  research  needs,  are  con- 
tained in  the  32  page  report  of  the  proceedings, 
contained  in  full  in  the  December  15  issue  of 
the  New  York  State  Journal  of  Medicine. 

Co-sponsored  by  the  University’s  Center  for 
Safety  Education  and  the  NYU-Bellevue 
Medical  Center,  this  pioneer  conference  was 
held  in  cooperation  with  the  New  York  Acad- 
emy of  Medicine’s  Committee  on  Public 
Health,  the  New  York  Industrial  Medical  So- 
ciety, and  several  county  medical  societies.  Dr. 
George  E.  Armstrong,  Vice  President  for  Medi- 
cal Affairs  at  New  York  University,  was  con- 
ference chairman,  while  Dr.  Herbert  J.  Stack, 
director  of  the  Center,  served  as  co-ordinator. 

Among  the  more  important  conclusions  and 
recommendations  arrived  at  by  the  conference 
participants  were  the  following: 

Driver  attitudes  and  personality  character- 
istics have  a major  role  in  the  causation  of 
traffic  accidents  and  the  research  in  this  area 
must  be  continued  and  intensified. 

Qualifying  medical  examinations  should  be 
mandatory  prior  to  the  first  issuance  of  a li- 
cense to  an  individual  and  a qualifying  ex- 
amination should  be  given  prior  to  each  re- 
newal of  the  license. 

Fourteen  cardiovascular  conditions,  ranging 


from  severe  diminished  cardiac  reserve  to  fixed 
hypertension  above  180,100,  were  specified  as 
disqualifying  for  motor  vehicle  operation. 

Individuals  subject  to  epilepsy  and  other 
conditions  which  bring  about  transient  lapse 
of  consciousness  or  loss  of  motor  control  should 
be  periodically  examined  to  determine  their 
fitness  to  drive,  and  the  motor  vehicle  com- 
missioner should  have  the  assistance  of  a panel 
of  specialists  for  purposes  of  evaluation. 

The  minimum  visual  requirements  for  pri- 
vate car  operation  should  be  a correctible 
visual  acuity  to  20/40  Snellen  in  one  (the  bet- 
ter) eye  and  a form  field  of  70°  in  the  hori- 
zontal meridian  in  each  eye,  or  140°  in  one  eye, 
with  vision  to  be  reexamined  every  three  years. 

Certain  conditions  of  the  head  and  neck,  dis- 
eases of  the  thoracic  cage,  limited  functions  of 
arms  and  legs,  and  certain  conditions  of  the 
spine  should  be  considered  as  precluding  the 
safe  operation  of  motor  vehicles. 

If  alcohol  is  detected  by  chemical  tests  when 
a driver  is  involved  in  an  accident,  or  if  he  re- 
fuses to  take  a test,  a demerit  mark  should  be 
placed  on  his  driving  record.  In  case  of  a 
second  accident,  if  alcohol  is  again  detected, 
or  if  he  again  refuses  to  take  a test,  the  driver’s 
license  should  be  indefinitely  suspended  while 
the  driver’s  drinking  habits  are  investigated  by 
a clinician  appointed  by  the  authorities. 

Reprints  of  the  proceedings  are  available  from  the 
Center  for  Safety  Education,  New  York  University, 
Washington  Square,  New  York,  at  $.50  per  copy  in 
quantities  of  10  or  more,  $.40  each. 


PSEUDO-EPONYMS 

The  perils  of  eponymous  designation  of  syn- 
dromes or  symptoms  of  various  sorts  in  medi- 
cine have  been  emphasized  many  times,  and 
the  feeling  has  become  rather  general  that  the 
use  of  eponyms  is  to  be  rather  discouraged. 
However,  as  fast  as  one  old  member  of  the 
eponyms  family  is  displaced  and  forgotten,  a 
new  one  springs  up  from  the  jargon  of  highly 
specialized  conversation  in  some  of  the  newer 
fields  of  medicine. 

Whatever  may  be  the  more  desirable  stand, 
certainly  one  should  not  let  himself  be  carried 
away  with  creating  names  which  appear  to  be 
eponymous  but  are  in  no  way  in  this  category. 
The  other  day  it  was  noted  on  a hospital  chart 
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that  the  patient  had  “Mittel  Schmerz’s  syn- 
drome”, and  on  another  masterpiece  was  found 
a reference  to  “Simian’s  Lines”  in  the  hand  of 
a mongolian  idiot,  ff  we  must  have  eponyms, 
let  us  have  names  which  are  names,  and  not 
create  weird  compounds  which  have  no  refer- 
ence to  any  individual. 


CORRESPONDENCE 


NEW  YORK  UNIVERSITY 
Division  of  General  Education 
CENTER  FOR  SAFETY  EDUCATION 
Washington  Square,  New  York  3,  N.  Y. 

January  4,  1957 


Dear  Dr.  Waring: 

We  are  proud  to  enclose  a complimentary 
copy  of  the  proceedings  of  our  Symposium  on 
the  Medical  Aspects  of  Motor  Vehicle  Accident 
Prevention — the  first  of  its  kind  in  the  nation. 
Convened  by  New  York  University’s  Rellevue 
Medical  Center  and  Center  for  Safety  Educa- 
tion, more  than  125  physicians,  psychiatrists, 
psychologists,  traffic  safety  specialists  and 
motor  vehicle  administrators  investigated  this 
crucial  problem  in  detail. 

The  publication  contains  the  findings  and 
recommendations  of  these  outstanding  authori- 
ties. Unique  in  nature  and  representing  the 
best  thinking  available  on  the  subject,  the  re- 
port covers  the  importance  to  safe  driving  of: 

Psychiatric-Psychologic  Disturbances 
Cardiovascular  Conditions 
Effects  of  Drugs  and  Chemicals 
General  Organic  Disorders 
Neurologic  Diseases 
Orthopedic  Disabilities 
Eye  and  Ear  Defects 
Effects  of  Alcohol 
Further  Research 

Since  we  are  sure  your  readership  will  be 
interested,  we  hope  that  you  will  find  it  pos- 
sible to  run  an  editorial  or  review. 


Cordially  yours, 
Herbert  J.  Stack,  Ph.D. 
Director 


Dr.  Joseph  I.  Waring 
Charleston,  South  Carolina 

May  15,  1957 

Dear  Dr.  Waring: 

We  appreciate  your  bringing  to  our  attention 
questions  about  the  interpretation  of  “Medical  Policy 
on  Pediatric  Care’’,  the  technical  points  of  which  were 
covered  in  ODMC  Letter  No.  3,  dated  February  4, 
1957,  which  was  distributed  to  the  physicians  of  South 
Carolina.  Since  South  Carolina  Blue  Shield  is  merely 
the  Fiscal  Agent  in  the  Medicare  program,  we  are 
somewhat  hesitant  to  comment  on  questions  of  policy. 
At  the  same  time  we  are  anxious  to  pass  along  in- 
terpretations and  help  define  problems  whenever  they 
arise. 

As  we  understand  it  your  question  has  two  parts: 
( 1 ) pediatric  care  for  well  babies  is  paid  under  Medi- 
care on  a per  visit  basis  rather  than  a per  case  basis, 
and  (2)  the  allowances  of  the  Medicare  Fee  Schedule 
seem  to  be  much  more  liberal  than  the  charges  of 
many  of  your  colleagues  doing  pediatric  work. 

To  answer  the  first  part  of  your  question  we  would 
suggest  that  you  take  your  usual  per  case  charge 
divided  by  the  number  of  visits  you  make  and  file  for 
reimbursement  on  the  basis  of  so  many  visits  at  a 
given  fee  per  visit.  We  recognize  that  this  may  not  be 
your  usual  method  of  setting  fees  for  this  type  care. 
At  the  same  time,  the  government  has  done  the  best 
that  it  could  to  permit  adequate  pediatric  fees  on  a 
basis  that  can  be  reviewed  statistically. 

It  would  seem  that  the  second  part  of  your  question 
has  to  do  with  principal  rather  than  mechanics.  I can 
only  review  for  you  the  spirit  and  intent  with  which 
the  Medicare  program  was  established  as  an  operating 
mechanism.  This  was  explained  thoroughly  to  the 
negotiating  team  from  South  Carolina  as  I am  sure  it 
was  to  representatives  from  other  areas.  Essentially  it 
amounts  to  this:  because  of  the  many  possible  com- 
plications involved  in  the  administration  of  such  a 
program  and  because  the  primary  purpose  is  to 
adequately  reimburse  local  physicians  for  the  care  of 
hospitalized  service  dependents  with  as  little  red  tape 
as  possible,  it  seemed  reasonable  to  leave  the  control 
of  the  program  just  as  near  the  local  level  as  possible — 
that  is  the  state  medical  societies  and  their  member 
physicians.  The  administrative  people  as  well  as  the 
medical  advisors  in  the  government  who  are  responsi- 
ble for  the  administration  of  this  program  recognize 
that  the  many  individual  situations  which  will  occur 
cannot  be  judged  fairly  from  an  “ivory  tower”.  For 
this,  as  well  as  other  reasons,  the  all  important  fee 
schedule  was  negotiated  with  the  understanding  that 
fees  and  allowances  would  be  maximum  amounts.  It 
is  presumed  that  each  individual  physician  will  make 
his  usual  charge  in  each  ease  and  at  the  same  time  be 
permitted  the  flexibility  of  setting  fees  for  unusual 
circumstances  which  arc  bound  to  be  encountered 
from  time  to  time.  If  the  fee  schedule  is  to  remain 
adequate  for  the  whole  sphere  of  services,  and  if  the 
cost  of  medical  care  for  service  dependents  as  well 
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as  tlie  public  in  general  is  to  be  kept  in  conformance 
with  the  rest  of  the  economy,  then  the  discretion  of 
each  physician  in  the  setting  of  fees  is  of  primary 
importance. 

The  success  of  the  Medicare  program  is  based  on 
intent,  cooperation  and  performance.  The  major  part 
of  control  is  in  the  hands  of  the  physician  rendering 


care  and  of  the  state  society. 

We  appreciate  your  deep  and  continued  interest  in 
the  Medicare  Program. 

Cordially  yours, 

A.  C.  Starin 

Director  of  Administration 


BLUE  CROSS  . 


. BLUE  SHIELD 


PRESIDENT'S  REPORT  TO  COUNCIL, 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Mr.  Chairman,  Gentlemen  of  the  Council: 

Since  the  publication  and  distribution  of  our  new 
manual  and  fee  schedule,  there  has  arisen  a wide- 
spread spirit  of  dissatisfaction,  criticism,  and  unrest 
throughout  the  State  in  regard  to  policies  of  the  South 
Carolina  Medical  Care  Plan.  In  some  areas,  this  has 
gone  so  far  as  a mass  revolt  and  a determination  of 
groups  of  doctors  to  disassociate  themselves  from 
participation  in  the  Plan. 

Inasmuch  as  this  criticism  has  brought  about  wide- 
spread discussion  of  its  objectives  and  its  policies,  it 
is  a good  thing  for  all  of  us.  The  Board  felt  itself 
rather  isolated  from  any  active  interest  in  it  by  the 
profession.  As  a first  step  in  correcting  this,  last  year 
it  requested  that  the  President  of  the  Association  and 
the  Chairman  of  the  Council  be  made  ex  officio  mem- 
bers of  the  Board.  This  action  has  now,  more  than 
ever,  proven  to  have  been  a wise  one.  Dr.  Cain  and 
Dr.  Prioleau  have  taken  an  active  interest  in  the  work 
of  the  Board  and  have  had  occasion  to  speak  out  as 
the  representatives  of  the  profession  and  of  the  Medi- 
cal Association. 

The  present  widespread  dissatisfactions  are,  I be- 
lieve, caused  by  several  factors,  not  all  operating  with- 
in every  group,  by  any  means.  First  of  all,  there  is  a 
large  segment  of  the  profession  who  have  no  under- 
standing or  a very  imperfect  understanding  of  Blue 
Shield — its  objectives  and  its  mechanisms.  To  these, 
it  is  simply  another  insurance  company.  Then,  there 
has  certainlv  been  a misunderstanding  of  the  intent  of 
certain  written  statements,  including  that  in  a letter 
sent  to  all  participating  physicians,  statements  in  a 
circulated  brochure,  and  certain  provisions  of  the  new 
manual  and  fee  schedule.  These  statements  were  ob- 
scure and  ambiguous. 

Perhaps  a more  insistent  and  extreme  degree  of 
dissatisfaction  has  been  expressed  in  regard  to  the 
new  preferred  contract  recently  offered  by  the  Plan. 
Relatively  few  of  these  contracts  have  been  sold,  but 
they  have  been,  and  are  being,  offered  actively  in  the 
highlv  competitive  market  for  new  industrial  groups 
which  contain  a high  percentage  of  workers  with 
family  incomes  of  more  than  $4000  a year.  These  pre- 
ferred contracts  offer  to  provide  full-pay  surgical 


service  benefits  toi  subscribers  with  family  incomes  up 
to  $6000  a year.  This  service-benefit  feature  presents 
a conflict  between  what  the  Board  and  the  administra- 
tion of  the  Plan  believe  to  be  a necessary  element  in 
successful  competition  with  commercial  insurance 
companies  for  the  business  of  such  industrial  groups, 
and  what  many  doctors  believe  to  be  their  pecuniarv 
interest.  Perhaps  even  greater  is  the  revolt  against  its 
restriction  of  the  right  of  individual  action  in  fixing 
charges  for  services. 

It  is  my  personal  belief  that  much  of  the  opposition 
to  the  preferred  contract  is  based  upon  erroneous 
thinking  in  regard  to  the  probable  impact  of  the 
service  benefit  feature  on  collected  income  from  prac- 
tice. 

Although  a family  income  of  $6000  a year  sounds 
large  as  so  stated,  it  is  actually  an  income  of  less  than 
$120  a week.  Such  an  income  in  these  inflated  limes 
is  certainly  not  great.  In  most  industries,  including  the 
proverbially  low-paid  textile  industry,  so  I have  been 
told,  more  than  50%  of  families  earned  that  much  or 
more.  Further,  in  this  time  of  installment  buying  and 
high  prices  for  all  of  the  necessities  of  life,  including 
the  necessary  business  car,  the  family  home,  home 
appliances,  etc.,  $120  a week  does  not  go  far  in  paying 
for  necessities  plus  the  making  of  payments  on  pur- 
chase contracts  already  made.  Actually,  there  is  little 
left  to  meet  the  costs  of  unbudgeted  expenses,  in- 
cluding those  of  illness. 

These  preferred  contracts  provide  for  an  increase 
in  indemnification  for  in-hospital  medical  care  from 
$4.00  to  $5.00  per  day  for  each  day  after  the  second 
that  the  doctor  visits  the  patient  in  the  hospital.  They 
also  increase  the  fee  allowance  for  obstetrical  delivery 
from  $50.00  to  $75.00.  Although  obstetrical  delivery, 
excluding  prenatal  care  and  postnatal  examinations 
and  treatment  after  the  lying-in  period,  is  a paid-in- 
full service  benefit,  obstetrical  care,  because  of  those 
two  exclusions,  is  not  strictly  a service  benefit.  The 
doctor  may  well  add  his  usual  charges  on  a per  visit 
or  some  other  basis  to  the  fee  allowed  for  obstetrical 
delivery  to  arrive  at  a quite  adequate  recompense  for 
complete  obstetrical  care. 

Finally,  I believe  that  an  examination  of  the  Rela- 
tive Value  Schedule,  converting  the  several  relative 
values  into  dollar  values  by  multiplying  the  relative 
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value  by  a coefficient  of  $3.00  will  convince  most  of 
you  that  the  resulting  fees  are  rather  adequate  as 
such,  and  when  considered  in  the  light  of  100%  col- 
lectibility as  compared  with  a varying  percentage  of 
uncollectibility  of  uninsured  fees,  that  they  are  highly 
satisfactory  to  the  average  surgical  specialist. 

It  is  my  opinion  that  if  all  of  these  things  that  I 
have  discussed  briefly  could  be  explained  to  the  pro- 
fession, there  would  result  a changed  attitude  toward 
our  program.  Management  would  have  welcomed  an 
opportunity  to  meet  with  physician  groups  to  discuss 
them.  Where  such  discussions  have  been  had,  hostile 
atmospheres  have  cleared  as  understanding  has  in- 
creased. There  have  been  too  few  invitations  extended 
and  too  many  requests  for  them  denied. 

It  is  the  prerogative  of  Council  to  review  a'l  of 
these  matters  which  I have  presented,  and  to  exercise 
the  advisory  function  which  is  provided  for  in  the 
Bylaws.  All  of  us  are  delighted  that  it  is  exercising 
that  prerogative  at  this  time. 

One  final  word:  It  has  been  our  intention  with  re- 
gard to  the  Relative  Value  Schedule,  which  certainly 
contains  at  least  a few  values  not  accurate  for  our 
situation  in  South  Carolina,  to  have  the  schedule  re- 
viewed critically  by  the  Executive  and  Medical  Direc- 
tors, then  to  submit  it  to  the  Central  Professional 
Service  Committee  for  further  review  and  correction 
of  inequities.  Only  press  of  time  and  the  imminent 
annual  meeting  of  the  Board  and  expected  changes  in 
the  personnel  of  the  Central  Professional  Service  com- 
mittees have  prevented  this  from  having  been  done 
already.  As  has  always  been  true  with  regard  to  items 
in  the  fee  schedule,  suggestions  and  criticisms  from 
participating  physicians  will  receive  cereful  considera- 
tion by  the  management  of  the  Plan. 

The  Board  has  agreed  to  relieve  me  this  year  of 
the  responsibilities  of  its  president.  The  imminent 
move  of  the  home  office  from  Greenville  to  Columbia 
will  of  necessity  relieve  me  of  the  duties  of  medical 
director  of  both  Blue  Cross  and  Blue  Shield.  Ten 
years  ago,  at  the  insistence  of  Council,  I undertook 
the  task  of  directing  a study  of  the  feasibility  of  or- 
ganizing a Blue  Shield  Plan  in  South  Carolina.  Two 
years  later,  I became  a member  and  the  president  of 
the  first  board  of  directors.  In  criticism,  it  has  recently 
been  charged  that  I and  the  Executive  Director  have 
run  the  Plan  ever  since  it  was  organized.  Perhaps  we 
have.  Our  Board  has  certainly  been  receptive  to  sug- 
gestions from  us  and  has  in  the  main  approved  our 
recommendations.  None  of  us  knew  anything  about 
insurance  principles  and  especially  those  of  under- 
writing. The  State’s  economy  has  improved  immensely 
in  seven  years.  The  pattern  of  medical  practice  has 
changed  tremendously  in  those  years.  We  are  now 
being  guided  by  a capable,  experienced  Executive 
Director,  who  is  imbued  with  the  philosphy  of  Blue 
Cross  and  Blue  Shield.  However,  both  Blue  Cross  and 
Blue  Shield  have  threatened  at  times  to  blow  up  in 
his  face  before  he  could  bring  about  recovery  from 
the  innumerable  mistakes  of  the  past.  Although  in 


ten  years,  I have  learned  far  more  about  Blue  Shield 
principles  of  operation  and  its  pitfalls  than  I wished 
to  sacrifice  the  time  to  learn,  I still  know  so  little,  I 
am  still  a practicing  doctor  with  the  same  sympathies 
and  jealousy  of  the  individual  prerogatives  of  a doctor 
as  you  have.  There  is  no  doubt  that  those  sympathies 
and  that  jealousy  of  prerogative  have  at  times  been 
exercised  by  me — and  by  the  Board  for  that  matter — 
to  the  detriment  of  the  best  financial  interest  of  the 
Plan  and  in  favor  of  the  doctor  reporting  services. 
There  were  many  times  when  I was  soft  in  my  de- 
cisions when  I should  have  been  hard.  I am  looking 
forward  with  relief  to  giving  up  my  executive  duties, 
and  with  enthusiasm  to  attempting  to  rebuild  friend- 
ships which  have  deteriorated. 

I bespeak  for  my  successor,  whoever  he  mav  be, 
the  whole-hearted  support  of  Council.  Remember  that 
your  knowledge  and  sympathies  are  medical  and 
medico-economic.  You  know  nothing  of  underwriting, 
actuarial  practice,  the  intricacies  of  insurance  selling, 
the  tremendous  financial  impact  of  what  individually 
minor  instances  of  wrong  utilization  have  upon  the 
delicate  balance  between  income  and  calculated  claims 
expense.  You  cannot  guess  the  extent  of  the  impact 
which  the  addition  of  only  $1.00  to  a scheduled  fee 
for  a service  frequently  repeated  will  have  upon 
claims  expense,  unless  you  know  from  the  experience 
of  the  Plan,  how  many  such  procedures  per  1000  con- 
tracts per  year  you  may  expect  to  be  reported.  You 
do  not  realize  the  impact  upon  selling  which  occurs 
when  only  a few  cents  a day  is  added  to  premium 
costs. 

So  please,  in  your  demands  for  changes  in  fee 
allowances  and  in  coverages,  consider  at  the  same 
time  actuarial  information  and  salability  factors 
which  only  the  Executive  Director  and  his  staff  can 
provide.  Only  by  careful  consideration  of  information 
of  this  type  can  you  wisely  exercise  your  prerogatives 
of  advisory  control. 

Respectfully  submitted 

J.  Decherd  Guess,  M.  D. 

President  of  the  Board 


REPORT  OF  THE  PRESIDENT  OF  BLUE  SHIELD 
TO  THE  CORPORATION  OF  THE 
SOUTH  CAROLINA  MEDICAL  CARE  PLAN 
Gentlemen  of  the  Corporation: 

Your  Blue  Shield  Plan  is  passing  through  a crisis. 
Analysis  of  the  operation  for  the  first  quarter  of  this 
year  showed  a proportionate  loss  even  greater  than 
was  experienced  last  year.  To  reverse  this  trend  cer- 
tain steps  were  taken  as  emergency  measures:  The 
fee  schedule  was  revised  and  published;  certain  ad- 
ministrative changes  were  made  and  published  in  a 
new  edition  of  the  Manual;  a new  contract  with  ser- 
vice benefits  for  subscribers  with  family  incomes  of 
not  over  $6000  was  written  and  put  upon  the  market; 
because  of  the  latter,  a new  participating  physician’s 
agreement  was  written  and  circulated. 

These  changes  have  not  been  universally  accepted 
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by  our  doctors  and  as  a result  there  has  occurred  wide- 
spread criticism  of  the  operation  of  the  Plan;  resolu- 
tions voicing  this  criticism  have  been  passed  and  many 
physicians,  singly  and  in  groups,  have  refused  to  sign 
the  new  participating  physicians’  contracts.  Much  of 
this  attitude  has  stemmed  from  lack  of  understanding 
or  misunderstanding  of,  first,  the  basic  philosophy  of 
Blue  Shield,  and  second,  the  impact  of  their  imnlica- 
tions  upon  our  system  of  medical  practice. 

Let  me  attempt  to  make  a projection  of  the  future, 
should  Blue  Shield  fail — and  in  doing  so,  to  indicate 
why  our  doctors  should  support  our  Plan  in  this  time 
of  crisis. 

The  greatest  single  step  to  date  toward  socialization 
of  medical  practice  was  the  inauguration  of  the  Medi- 
care Program.  This  program  provides  for  the  medical 
care  of  a great  mass  of  our  citizens  at  Government 
expense.  The  extent  of  benefits  and  the  operating 
regulations  were  determined  by  the  Government  and 
the  services  will  be  paid  for  by  the  Government.  It 
is  true  that  the  fees  allowed  for  the  several  services 
were  arrived  at  by  negotiations  between  the  Govern- 
ment and  representatives  of  the  several  State  associa- 
tions. In  most  instances  these  fee  allowances  are  quite 
adequate.  I lowever,  there  is  no  guarantee  that  these 
shall  continue.  They  are  subject  to  renegotiation  from 
time  to  time.  There  is  no  guarantee  that  the  fee  for 
service  basis  of  remuneration  shall  be  continued.  The 
present  system  will  certainly  prove  to  be  very  expen- 
sive and  it  well  may  be  that  Congress  will  revolt 
against  such  costs  and  attempt  to  lessen  them  by  some 
other  system  of  payment. 

The  commercial  insurance  companies  writing  sick- 
ness insurance  recognize  and  resent  the  successful 
competition  of  Blue  Cross  and  Blue  Shield,  and  this 
year  they  are  making  a concerted  and  admitted  effort 
to  destroy  them.  If  they  succeed,  commercial  com- 
panies will  be  free  to  increase  their  rates  and  select 
their  risks  as  they  please.  Coverage  of  small  groups 
and  of  individuals  are  not  profitable  except  at  very 
high  rates  and  after  very  careful  selection.  As  a result 
the  truly  medically  indigent  and  the  white-collar 
worker  will  be  unable  to  buy  protection  against  un- 
expected and  unprepared-for  sickness.  Still,  these 
people  cannot  and  will  not  be  denied  hospital  and 
medical  care.  There  will  result  a mass  of  uncollectible 
accounts  on  the  books  of  both  hospitals  and  doctors, 
as  there  were  in  1932  when  Blue  Cross  came  into 
being.  Help  will  have  to  come  from  some  source,  and 
the  only  source  will  be  the  Government.  The  great 
mass  of  the  people,  the  hospitals,  and  the  doctors  not 
only  will  not  fight  rescue  by  the  Government,  they 
will  actually  invite  it. 

Therefore  it  seems  to  me  that  it  is  not  only  a social 
obligation  but  it  is  also  in  the  personal  interest  of  doc- 
tors to  see  that  Blue  Shield  and  Blue  Cross  do  not 
fail.  They  will  fail  if  any  one  of  three  things  happens: 
if  they  are  priced  out  of  the  market,  if  hospitals  with- 
draw their  support  by  refusing  to  sponsor  Blue  Cross, 
if  doctors  withdraw  their  support  by  refusing  to  con- 


tinue as  participating  physicians. 

For  our  Plan  to  continue  to  operate  legally,  at  least 
50%  of  regularly  licensed  physicians  in  the  State 
must  be  participating  physicians.  Our  Standard  Blue 
Shield  Contract  does  not  appeal  to  people  of  family 
incomes  of  more  than  $4000  a year.  In  fact,  there 
seems  to  prevail  the  belief  that  instead  of  prosiding 
a fully  paid  service  benefit  for  these  people,  the  insur- 
ance benefit  becomes  a bonus  to  the  doctor,  who  adds 
it  to  his  regular  fee. 

The  Blue  Shield  program  cannot  be  maintained 
satisfactorily  when  supported  solely  by  those  with  in- 
comes of  less  than  $4000.  Accounts  made  up  of  people 
in  this  income  bracket  are  more  expensive  to  service, 
their  medical  needs  are  greater,  their  hospital  ad- 
missions are  more  frequent,  and  their  stay  is  longer. 
The  turn-over  in  the  group  is  greater,  leaving  an  in- 
creasingly proportionately  larger  residue  of  un- 
insurable  risks  on  our  books. 

Therefore,  it  is  the  belief  of  your  management  that 
we  must  broaden  our  appeal — especially  in  the  light 
of  increasing  industrialization  of  the  State.  As  new 
industries  move  in,  we  are  faced  with  increasing  num- 
bers of  workers  with  incomes  greater  than  $4000: 
witli  more  situations  where  industrial  management 
provides  sickness  insurance  as  a fringe  benefit,  after 
negotiations  by  management  and  labor;  with  more 
instances  where  the  insurance  of  local  workers  is  pro- 
vided by  contracts  negotiated  on  a national  basis  by 
management  located  in  a distant  State.  It  was  felt  by 
your  Executive  Director  and  your  Board  that  the  only 
way  to  meet  this  situation  without  losing  this  pros- 
pective business  by  default  was  to  provide  a contract 
with  more  liberal  income  limits  to  be  eligible  for 
paid-in-full  service  benefits. 

Why  the  changes  in  the  fee  schedule?  The  old  fee 
schedule  was  badly  out  of  balance.  The  top  fee  pro- 
vided was  $150.00.  This  was  further  abridged  by  a 
provision  that  the  maximum  liability  of  the  Plan  for 
the  treatment  of  any  one  accident,  injury,  or  disease, 
be  $200.00.  In  the  new  contracts,  both  standard  and 
preferred,  there  is  no  stated  maximum  liability.  The 
relative  value  schedule  of  California  which  had  been 
approved  by  the  House  of  Delegates  of  our  State 
Association  as  a basis  for  negotiation  for  Medicare 
fees  was  adopted,  and  the  unit  value  was  fixed  at 
$2.00  for  the  standard  contract  and  $3.00  for  the 
preferred.  By  this  action,  the  fee  schedule  for  the 
standard  contract  was  raised  to  a balanced  $200.00 
schedule  and  that  for  the  preferred  contract  became 
a $300.00  schedule.  Some  fees  of  the  old  schedule 
were  increased.  Others  were  decreased. 

The  question  has  been  asked,  Why  change  this 
schedule  under  the  standard  contract  since  it  was  so 
satisfactory?  The  fact  is,  it  was  not  satisfactory.  The 
Ob-Gyn  group  were  outraged  when  they  first  saw  the 
fees  allowed  for  their  work;  the  proctologists  have 
continually  griped  about  their  fees;  a radiologist 
quipped  that  the  schedule  must  have  been  written  by 
the  orthopods;  the  neuro-surgeons  ridiculed  the  fees 
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allowed  them;  few  ear,  nose  and  throat  men  signed 
participating  physician’s  agreements.  Perhaps  the  gen- 
eral practitioners  were  best  satisfied  with  the  sched- 
ule, because  the  fees  allowed  for  minor  surgical  pro- 
cedures were  comparable  with  those  of  a fee  schedule 
of  $300.00  or  more. 

Our  Plan  is  at  the  crossroads.  We  must  go  to  the 
right,  fighting  to  carry  on  with  the  basic  Blue  Shield 
concept  of  community  service  with  paid-in-full  ser- 
vice benefits  as  our  guide;  or  we  must  turn  to  the  left, 
deserting  those  concepts.  To  do  the  latter  will  sooner 
or  later  result  in  failure  of  the  Plan  or  its  conversion 
into  a commercial  type  of  organization.  We  cannot 
stand  still.  To  attempt  to  do  so  will  result  in  early 
demise. 

Respectfully  submitted, 

J.  D.  Guess,  M.  D. 

President  of  the  Board 


NEWS 


The  South  Carolina  Society  of  Anesthiology  met 
May  2 for  its  annual  meeting  and  elected  new  officers 
for  the  1957-58  year  as  follows. 

President — John  C.  Doerr,  Charleston 

Vice  President — James  L.  Duncan,  Spartanburg 

Secretary-Treasurer — J.  Ray  Ivester,  Charleston 


Dr.  Robert  Wilson  of  Charleston,  Secretary  of  the 
South  Carolina  Medical  Association  has  been  elected 
president  of  the  Poetry  Society  of  South  Carolina.  It 
is  supposed  that  from  now  on  the  minutes  of  the 
Association  will  be  written  in  iambic  pentameter. 


Public  health  workers  and  other  hundreds  of  her 
friends  throughout  the  State  will  be  proud  and  happy 
to  know  that  Dr.  Hilla  Sheriff’s  long  and  valuable 
service  in  the  field  of  medicine  and  public  health  is 
appreciated  not  only  in  this  country  but  also  in  other 
parts  of  the  world.  It  was  recently  announced  that  she 
has  been  elected  to  membership  in  the  Royal  Society 
of  Health  of  England. 


Dr.  Pierre  G.  Jenkins,  Chairman  and  Professor  of 
the  Department  of  Ophthalmology  of  the  Medical 
College  of  South  Carolina,  was  the  guest  of  honor  and 
principal  speaker  at  a banquet  given  by  the  Atlanta 
Eye,  Ear,  Nose  and  Throat  Society  at  the  Atlanta- 
Biltmore  Hotel,  Atlanta,  Georgia  on  the  evening  of 
April  29. 

This  event  inaugurated  a lecture  series  to  be  given 
by  this  Society. 


Dr.  John  R.  Paul,  Jr.,  associate  professor  of  pedi- 
atrics at  the  Medical  College  of  South  Carolina,  lias 


been  granted  leave  from  the  college  to  participate  in 
a research  project  at  the  University  of  Buffalo,  N.  Y. 

He  will  be  a visiting  member  of  the  university 
faculty  in  the  pediatrics  department  of  the  School  of 
Medicine  during  his  absence  from  Charleston.  In  this 
position  he  will  take  part  in  research  in  the  field  of 
medical  education.  His  absence  will  cover  the  aca- 
demic year  1957-58. 


Construction  of  a new  Clarendon  County  Health 
Center,  at  an  estimated  cost  of  $105,472,  has  been  ap- 
proved by  the  public  health  service.  South  Carolina 
Congressmen  were  informed. 

The  center,  to  be  at  Manning,  is  to  be  built  under 
the  Hill-Burton  matching  funds  program.  Subject  to 
final  approval  of  plans,  the  Federal  government  wall 
provide  $52,736  of  the  total  cost. 


POLIO  VACCINE  COMMENTS 
POLIO  VACCINE  AND  OTHER  IMMUNIZA- 
TIONS. It  has  recently  been  called  to  our  attention 
that  at  least  in  one  county  it  is  thought  that  polio 
vaccine  and  other  immunizations  could  not  be  given 
within  a month  of  each  other.  This  is  a mistaken 
impression. 

There  is  no  contraindication  for  giving  poliomyelitis 
vaccine  along  with  other  immunizations.  One  would 
normally  choose  giving  it  in  another  site,  such  as  the 
other  arm  or  leg.  Since  immunizations  of  any  kind 
may  cause,  in  some  children,  mild  reactions  of  fever, 
sore  arm,  etc.,  it  might  be  a wise  policy  to  allow  a 
few  days  between  immunizations.  It  would  not  be 
necessary,  however,  to  allow  more  than  a maximum 
of  a week. 

It  is  important  that  polio  immunizations  be  given 
to  younger  children  in  the  most  susceptible  age  group 
as  early  as  possible  before  the  beginning  of  the  cur- 
rent polio  season  but  it  is  not  intended  that  polio 
immunizations  should  delay  or  interfere  with  other 
routine  immunizations.  It  is  also  important  that  chil- 
dren be  immunized  against  diphtheria,  pertussis  and 
tetanus.  All  of  these  immunizations  may,  therefore, 
be  given  with  as  little  delay  as  is  necessary  or  ad- 
visable between  them.  Polio  vaccine  will  continue  to 
be  given  during  the  summer  months. 

G.  E.  McDaniel,  M.  D. 

Director,  Division  of  Disease  Control 
State  Board  of  Health  of  S.  C. 


Excerpts  From 

NURSES  FOR  A GROWING  NATION 
From  The  National  League  For  Nursing 
“In  this,  the  first  phase  of  a broader  plan,  we  at- 
tempt to  throw  light  upon  answers  to  only  a few  of 
the  many  pressing  questions  about  the  future  of 
nursing.  So,  the  rapidly  changing  patterns  of  health 
care  which  normally  will  affect  nursing  care  have  not 
been  considered. 
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“We  approach  quality  needs  in  nursing  primarily 
as  an  inherent  factor  in  quantity  needs.  We  leave  un- 
touched the  desperate  plight  of  some  of  our  hospitals 
for  nursing  staff,  especially  our  mental  institutions, 
and  the  way  in  which  changes  ahead  in  our  related 
professions  will  affect  and  even  direct  the  changes 
ahead  in  nursing.  An  estimate  of  the  need  for  practical 
nurses  and  the  auxiliary  nursing  workers  must  he  made 
if  we  are  to  have  real  perspective  on  the  future  of 
nursing  as  a service  to  society. 


“Some  may  take  issue  with  us  for  the  assumptions 
we  have  drawn,  and  this  we  welcome.  It  is  our  in- 
tention to  be  realistic. 


“Nursing  education,  as  is  true  of  education  for  many 
other  professions,  must  prepare  an  adequate  number 
of  highly  skilled  practitioners  so  that  nursing  service 
may  utilize  a large  and  growing  number  of  lesser  pre- 
pared personnel. 


“Even  with  expanding  nurse  power  it  is  known  that 
the  number  of  professional  nurses  does  not  meet  the 
demand  for  nursing  service  today.  Many  nursing  posi- 
tions remain  vacant.  Hospital  wards  continue  to  close 
for  lack  of  nurses.  In  many  areas  of  the  country  whole 
counties  are  without  any  public  health  nursing  service. 
Of  the  430,000  active  professional  nurses,  hospitals  re- 
port 42,000  working  part  time;  how  equate  their  con- 
tributions with  full-time  service? 


“Practical  nurses  and  auxiliary  nursing  workers 
trained  on  the  job  have  come  along  in  increasing 
numbers  to  fill  the  gaps.  The  scarcity  of  professional 
nursing  skills,  brought  about  by  demand  for  nursing 
service,  has  made  it  necessary,  even  desirable,  to 
transfer  many  of  the  less  complex  nursing  ta;ks  to 
persons  who  do  not  need  the  extensive  preparation  for 
professional  nursing. 


“Two  regions,  the  North  Atlantic  and  the  West, 
boast  a better  showing  than  the  national  ratio  with 
336  and  277  nurses  for  100,000  population  respective- 
ly. The  Midwest  hews  close  to  the  national  ratio  with 
254.  These  regions  have  a noticeably  better  profes- 
sional nurse  power  than  does  the  South,  which  has 
not  yet  arrived  at  200  nurses  for  100,000  of  its  people. 


“Society’s  idea  of  what  represents  desirable  nursing 
care  will  determine  the  ultimate  attainment  of  goals, 
whether  they  be  these  high  or  low  ones  or  some  other 
ratio  of  professional  nurses  to  population.  Related  to 
this  is  the  degree  of  dependence  society  places  upon 
professional  nurses  for  its  nursing  service. 


“What  do  nurses  do?  Does  basic  education  for 
nursing  prepare  nurses  for  the  responsibilities  they 


carry?  Why  is  more  than  one  type  of  professional 
nursing  education  prevalent?  Are  there  better  methods 
of  preparing  the  many  thousands  of  professional 
nurses  who  will  be  needed  for  the  future? 

“Such  questions  are  occupying  many  groups  con- 
cerned with  nursing’s  future.  Certainly  the  education 
of  the  mid-century  nurse  is  a complex  affair,  offering 
a choice  of  educational  patterns  found  in  few  other 
professions — post  high  school  diploma,  associate  de- 
gree and  baccalaureate  degree,  all  as  basic  prepara- 
tion. 


“If  nursing’s  educational  patterns — both  basic  and 
advanced — are  matched  with  responsibilities  for  which 
nurses  need  to  be  prepared,  the  earlier  mentioned 
logic  of  gradations  in  basic  preparation  for  the  pro- 
fession becomes  apparent. 


“The  job  responsibilities  for  professional  nurses, 
nevertheless,  indicate  for  the  future  a continuation  of 
at  least  two  types  of  basic  preparation  for  professional 
nurses — the  one  to  prepare  nurses  for  direct  patient 
care,  the  other  to  prepare  nurses  for  any  beginning 
nursing  responsibility  and  concurrently  to  lay  the 
educational  foundations  which  will  speed  selected 
students  on  to  advanced  preparation  for  top  level  re- 
sponsibility.” 


ATTENTION! 

SOUTHEASTERN  ALLERGY  ASSOCIATION 
ANNUAL  MEETING 
November  1-2,  1957 
Fort  Sumter  Hotel,  Charleston,  S.  C. 
Outstanding  speakers 
Interesting  locale 
Bring  your  wife 
Make  reservations  early 
Clarence  Bernstein,  M.  D.,  President 
Katharine  Baylis  Maclnnis,  M.  D.,  Sec’y-Treas. 
818  Albion  Road  Columbia,  S.  C. 


The  State  Senate  has  received  from  Gov.  Timmer- 
man his  appointments  to  the  board  of  trustees  re- 
cently created  by  legislative  act  for  Whitten  Village, 
the  state  institution  for  handicapped  children  at  Clin- 
ton. 

The  appointments  are; 

R.  L.  Plaxico  of  Clinton;  Dr.  Julian  Price  of  Flor- 
ence; W.  B.  Perrin  of  Greenville;  Dr.  W.  H.  Lacey  of 
Moncks  Comer;  Dr.  Edwin  R.  Wallace  of  Barnwell. 


Dr.  C.  E.  Ballard,  director  of  the  Pickens-Oconee 
Health  Departments,  was  nominated  president-elect  of 
the  South  Carolina  Public  Health  Association  at 
Myrtle  Beach  May  9-11. 
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Dr.  Martin  D.  Young,  director  of  the  Laboratory  of 
Tropical  Diseases  in  Columbia,  has  returned  from  a 
three-month  government  assignment  in  India. 

He  was  appointed  by  the  surgeon  general  as  a 
member  of  a three-man  international  team  to  evaluate 
the  accomplishments  of  India’s  first  five-year  nation- 
wide malaria  control  program  which  has  been  operated 
by  the  government  of  India  with  the  assistance  of  the 
United  States  International  Cooperation  Administra- 
tion. 


Dr.  W.  C.  Herbert,  Jr.  was  elected  chairman  of  the 
Executive  Committee  of  the  Medical  Staff  of  Spartan- 
burg General  Hospital  recently. 

He  replaces  Dr.  Allen  B.  Warren,  who  will  remain 
as  a member  of  the  Executive  Committee. 

Dr.  Charles  B.  Hanna  was  elected  vice  chairman 
and  Dr.  Francis  P.  Champion,  secretary. 

Other  members  of  the  Executive  Committee  are  Dr. 
Sam  B.  Reid  of  Chesnee  and  Dr.  David  Stack  of 
Spartanburg. 

The  Horrv  County  Health  Department  moved  into 
its  new  quarters  in  Conway,  May  16,  Dr.  Charles  L. 
Mattes,  county  health  officers,  announced. 

From  cramped  quarters  at  the  foot  of  4th  Avenue, 
they  are  moving  into  a fine  modern  brick  building  on 
lower  Elm  Street  beyond  the  County  Courthouse. 
Open  house  will  be  held  in  the  near  future  to  give 
the  public  an  opportunity  to  view  the  new  center 
along  with  its  facilities. 


Dr.  \V.  M.  Waters,  III,  native  of  Florence,  has 
accepted  a position  at  Anderson  Memorial  Hospital  as 
assistant  to  Dr.  J.  W.  McNleans,  pathologist. 

He  will  assume  his  new  duties  July  1,  according  to 
announcement  by  George  B.  Little,  Jr.,  hospital  ad- 
ministrator. 

Dr.  Waters  received  his  primary  education  in  the 
city  schools  of  Florence,  following  which  he  attended 
The  Citadel  from  1942  to  1943.  He  served  in  the 
U.  S.  Navy  from  1944  to  1946,  and  attended  Furman 
University  1946-43,  where  he  received  a B.  S.  degree. 

After  completing  his  work  at  Furman,  he  attended 
the  Medical  College  of  South  Carolina  from  1948  to 
1952,  receiving  his  M.  D.  degree,  following  which  he 
was  licensed  to  practice  medicine  in  this  state  in  1952. 

He  interned  at  Greenville  General  Hospital  during 
1952  and  1953,  and  was  resident  in  pathology  at  that 
institution  from  1953  to  1956. 

Following  his  tenure  at  Greenville  he  became  senior 
assistant  resident  in  pathology  at  the  School  of  Medi- 


cine of  the  University  of  North  Carolina,  and  the 
North  Carolina  Memorial  Hospital  at  Chapel  Hill, 
N.  C.,  where  he  is  now  located. 

Dr.  Waters  is  a member  of  the  South  Carolina  Medi- 
cal Association,  American  Medical  Association  and  the 
American  Society  of  Clinical  Pathologists. 


At  the  meeting  of  the  Executive  Committee  of 
the  State  Board  of  Health  on  May  1,  1957,  Dr.  Wal- 
lace called  attention  to  the  fact  that  the  term  of  Dr. 
R.  L.  Crawford  and  Dr.  T.  C.  McFall  on  the  Hospital 
Advisory  Council  had  expired.  It  was  the  unanimous 
opinion  that  Dr.  McFall  should  be  renominated  to 
succeed  himself,  and  that  Dr.  J.  C.  Harris  be  nom- 
inated to  succeed  Dr.  Crawford. 

Dr.  G.  S.  T.  Peeples  was  elected  as  State  Health 
Officer  for  a period  of  five  years,  on  motion  of  Dr. 
Owens,  seconded  by  several  members. 

It  was  moved  by  Dr.  Platt,  seconded  by  Dr.  Owens 
that  Doctors  Wallace  and  Mead  be  reelected  to  the 
positions  of  Chairman  and  Vice  Chairman,  respee- 
tixely. 

On  motion  of  Dr.  Camp,  seconded  by  Dr.  Owens, 
Dr.  C.  L.  Guyton  was  reelected  Assistant  State  Health 
Officer. 

It  was  moved  by  Dr.  Smith,  seconded  by  Dr.  Ilanc- 
kel,  that  Doctors  Owens  and  Platt  succeed  themselves 
on  the  Water  Pollution  Control  Authority.  Passed. 


Doctors  are  asked  by  PHS  to  be  on  the  alert  for  a 
new  type  A influenza  strain  expected  to  work  its  way 
into  this  country  from  the  Far  East.  Details  from  state 
health  departments. 


National  Library  of  Medicine  officials  were  still 
hopeful,  as  the  end  of  the  session  neared,  that  Con- 
gress would  vote  enough  money  to  start  constructing 
the  library’s  new  building  next  year. 


For  the  first  time  the  U.  S.  contribution  to  WHO 
this  year  is  expected  to  drop  to  a third  of  the  total 
WHO  budget.  In  dollars,  however,  the  U.  S.  share 
continues  to  go  up,  as  the  charges  to  other  countries. 


Two  fellowships  in  public  health  are  available.  One 
is  at  Harvard  University  on  the  subject  of  Maternal 
and  Child  Health.  The  stipend  is  $5,000.  The  other 
is  at  Johns  Hopkins  on  the  same  subject.  The  stipend 
is  also  $5,000  a year. 

Application  should  be  made  immediately  through 
Dr.  1 1 ilia  Sheriff,  State  Board  of  Health. 
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STANDING  COMMITTEES  1957-1958 

Committee  on  Scientific  Program 

Dr.  Robert  Stanley,  Chairman  Greenville 
Dr.  John  K.  Webb  Greenville 

Dr.  Willard  Hearin  Greenville 

Committee  on  Legislation  and  Public  Relations 
Dr.  Frank  Owens,  Chairman  Columbia 

Dr.  O.  B.  Mayer  Columbia 

Dr.  Joe  Converse  Greenville 

Dr.  George  Price  Spartanburg 

Dr.  Alton  Brown  Rock  Hill 

Dr.  Henry  Robertson  Charleston 

Dr.  George  Orvin  Charleston 

Committee  on  Public  Health 

Dr.  J.  C.  Harris,  Chairman  Lancaster 

Dr.  J.  W.  Chapman  Walterboro 

Dr.  Charles  May  Bennettsville 

Dr.  Ripon  LaRoche  Camden 

Dr.  John  Buchanan  Winnsboro 

Committee  on  Maternal  Welfare 

Dr.  L.  L.  Hester,  Chairman  Charleston 

Dr.  R.  C.  Horger  Orangeburg 

Dr.  Richard  Johnston  St.  George 

Dr.  W.  M.  Bryan  Columbia 

Dr.  Herbert  Black  Columbia 

Dr.  Swift  Black  Dillon 

Dr.  Frank  Geibel  Columbia 

Dr.  Lloyd  Luttrell  Spartanburg 

Dr.  Hilla  Sheriff  Columbia 

Memorial  Committee 

Dr.  William  Folk,  Chairman  Spartanburg 

Dr.  W.  A.  Smith  Charleston 

Dr.  Lonita  Boggs  Greenville 

Committee  on  Infant  and  Child  Health 

Dr.  Walter  Moore  Hart,  Chairman  Florence 
Dr.  Ethel  Madden  Columbia 

Dr.  J.  I.  Waring  Charleston 

Dr.  Hoi  ace  M.  Whitworth  Greenville 

Dr.  Fred  F.  Adams  Spartanburg 

Dr.  John  Bell  Greenwood 

Committee  on  Cancer 

Dr.  James  R.  Young,  Chairman  Anderson 
Dr.  Thomas  Pitts  Columbia 

Dr.  J.  M.  Fleming  Spartanburg 

Dr.  Edwin  Cochran  Spartanburg 

Dr.  Percv  Hay  Florence 

Dr.  H.  R.  Pratt-Thomas  Charleston 

Committee  on  Historical  Medicine 

Dr.  J.  I.  Waring,  Chairman  Charleston 

Dr.  Chapman  Milling  Columbia 

Dr.  R.  M.  Pollitzer  Greenville 

Dr.  Heyward  Gibbes  Columbia 

Committee  on  Medical  and  Hospital  Insurance 

Contracts 

Dr.  J.  P.  Cain,  Chairman  Mullins 

Dr.  R.  W.  Hanckel  Charleston 

Dr.  E.  D.  Guyton  Florence 


Dr.  Richard  Wilson  Spartanburg 

Committee  on  Rural  Health 

Dr.  Marshall  Bennett,  Chairman  Walterboro 
Dr.  Harold  Gilmore  Nichols 

Dr.  Robert  Solomon  Moneks  Corner 

Dr.  Virgil  Rinehart  Newberry 

Dr.  Keith  Sanders  Kingstree 

Committee  on  Indigent  Care 

Dr.  J.  A.  Siegling,  Chairman  Charleston 

Dr.  John  Brewer  Kershaw 

Dr.  Ben  N.  Miller  Columbia 

Dr.  Norman  Eaddy  Sumter 

Dr.  Stanley  Morse  Beaufort 

Advisory  Council  to  the  Woman’s  Auxiliary 
Dr.  T.  R.  Gaines,  Chairman  Anderson 

Dr.  M.  R.  Mobley  Florence 

Dr.  J.  D.  Guess  Greenville 

Dr.  R.  L.  Crawford  Lancaster 

Mr.  M.  L.  Meadors,  ex-officio  Florence 

Committee  on  the  Care  of  the  Patient 

Dr.  D.  L.  Nance,  Chairman  North 

Dr.  W.  L.  Byerly  Hartsville 

Dr.  E.  C.  Hood  Florence 

Committee  on  Coroners-Medical  Examiners 


Dr.  II.  R.  Pratt-Thomas, 

Chairman 

Dr.  M.  F.  Patton 

Dr.  R.  F.  Zeigler 

Dr.  Strother  Pope 

Dr.  D.  Gilland 


Charleston 

Spartanburg 

Florence 

Columbia 

Conwav 


Committee  on  School  Health 

Dr.  Henry  M oore.  Chairman  Columbia 

Dr.  Walter  Bristow  Columbia 

Dr.  John  R.  Paul  Charleston 

Dr.  Robert  Brownlee  Greenville 

Dr.  Hilla  Sheriff  Columbia 

Dr.  William  Hendrix  Spartanburg 

Committee  on  Medical  Education  Foundation 
Dr.  Howard  Stokes,  Chairman  Florence 

Dr.  R.  L.  Crawford  Lancaster 

Dr.  Keitt  Smith  Greenville 

Dr.  George  Durst  Sullivan’s  Island 

Committee  on  Civil  Defense 

Dr.  Charles  Wyatt,  Chairman  Greenville 

Dr.  Bachman  Smith  Charleston 

Dr.  R.  Y.  Wescoat  Lancaster 

Dr.  William  Herbert,  Jr.  Spartanburg 

Committee  on  Industrial  Medicine 

Dr.  John  M.  Perry,  Chairman  Hartsville 

Dr.  Leon  Poole  Spartanburg 

Dr.  James  Hughes  Greer 

Liaison  Committee  with  Allied  Professions 
Dr.  John  M.  Pratt,  Chairman  York 

Dr.  J.  R.  S.  Siau  Georgetown 

Dr.  Jack  C.  Scurry  Greenwood 

Dr.  J.  H.  Stokes  Florence 

Mr.  M.  L.  Meadors,  ex-officio  Florence 
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DEATHS 


DR.  SAMUEL  WHEELER 
Dr.  Samuel  Wheeler,  medical  director  of  the  Red 
Cross  Regional  Rlood  Center  at  Columbia  since  il  was 
founded  in  1950,  died  June  4.  He  was  67. 

A 1913  graduate  of  the  Medical  College  at  Charles- 
ton, Dr.  Wheeler  had  practiced  medicine  in  Columbia 
since  1915.  He  was  originally  of  Clarendon  County. 


DR.  WILLIAM  HALL  LYDAY 
Dr.  William  Hall  Lvday,  67,  died  May  3 in  Green- 
ville. 


DR.  A.  T.  HUTTO 

Dr.  A.  T.  Hutto,  73,  practitioner  of  Pelion  for  40 
years,  died  in  May  1957. 


BOOK  REVIEWS 


CURRENT  THERAPY : 1957.  Bv  304  American 
Authorities.  Edited  by  Howard  F.  Conn,  M.  D.  Pp 
731.  W.  B.  Saunders  Company,  Philadelphia.  Price 
$11.00. 

This  latest,  the  ninth,  volume  in  the  series  has  been 
brought  up  to  date  with  the  appearance  of  271  new 
treatments  and  articles,  by  some  79  new  contributors. 

A surprisingly  wide  range  of  diseases  and  disorders 
is  covered,  each  by  a contributor  especially  interested 
in  the  topic  discussed,  with  a modest  “method  of — ” 
preceding  the  article,  granting  at  once  that  there  are 
other  methods.  Properly  in  a reference  book  of  this 
sort,  controversy  is  avoided,  and  sane,  practical 
management  is  stressed. 

On  the  many  occasions  when  a library  is  not 
immediately  available,  or  a suitable  consultant,  and 
the  practitioner  is  alone  with  his  patient  and  an  un- 
familiar disorder,  and  time  is  running  out,  this  vol- 
ume may  well  prove  a wise  and  staunch  friend  in  time 
of  trouble. 

Jas.  O’Hear,  M.  D. 


THE  CARE  OF  THE  EXPECTANT  MOTHER 
By  Josephine  Barnes,  D.  M.,  F.  R.  C.  S.  (Eng.), 
E.  R.  C.  O.  G.  Cloth.  $7.50,  Illustrations,  260  pages. 
Philosophical  Library’,  Inc.,  New  York,  1956. 

The  author  was  educated  in  and  now  practices  in 
London.  Her  book  necessarily  reflects  attitudes  and 
conditions  of  practice  in  Great  Britain  under  the  Na- 
tional Insurance  Acts.  It  is  designed  to  be  of  value, 
so  she  states  in  the  preface,  to  obstetrical  consultants, 
general  practitioners,  local  authority  medical  officers 


(public  health  officials?),  midwives,  and  medical  stu- 
dents, and  is  based  largely  on  routine  teaching  given 
to  medical  students  and  pupil-midwives. 

Within  the  limits  of  265  pages,  the  author  attempts 
to  cover  the  whole  range  of  antenatal  care.  She 
divides  the  book  into  three  sections,  namely,  that  deal- 
ing with  normal  pregnancy,  that  dealing  with  ab- 
normal pregnancy,  and  that  dealing  with  diseases 
complicating  pregnancy.  The  first  section  includes 
descriptions  of  anatomy  and  physiology  of  pregnancy; 
clinical  examination;  special  investigations,  such  as 
pregnancy  tests,  urinalysis,  hemoglobin  determination; 
hygienic  advice  to  the  patient;  and  emotional  and 
physical  preparation  for  childbirth. 

The  author  has  experienced  difficulty  in  keeping 
her  material  in  good  balance.  Much  of  it  is  presented 
almost  in  skeletonized  outline,  while  other  parts  are 
unnecessarily  detailed.  The  chapter  on  the  embryology 
and  on  the  changes  in  anatomy  and  physiology  in  the 
mother  is  so  sketchy  as  to  suggest  a check  list.  In  con- 
trast, five  laboratory  tests  for  pregnancy  and  four  tests 
for  albuminuria  are  described  in  adequate  detail.  The 
significance  of  the  Rh  factor  in  pregnancy  is  beauti- 
fully presented,  and  clearly  states  all  of  the  details 
that  any  clinician  needs  to  know,  for  him  to  under- 
stand and  to  be  able  to  explain  the  problem  to  his  pa- 
tient. 

The  chapter  on  maternity  services  in  Britain  has 
no  practical  value  for  the  American  obstetrician,  but 
it  serves  to  impress  him  with  the  maze  of  non-medical 
information  the  British  physician  has  to  have  in  order 
to  serve  his  patient  best  and  to  protect  his  own 
monetary  rights. 

The  section  on  abnormal  pregnancy  includes  chap- 
ters on  multiple  pregnancy,  hydramnios,  malforma- 
tions, malpresentations,  cephalopelvic  disproportion, 
pregnancy  hemorrhages,  and  toxemias  of  pregnancy. 
The  author  describes  adequately  how  to  recognize 
and  to  differentially  diagnose  those  conditions.  Trial 
labor  is  defined  and  discussed,  as  is  induction  of 
labor.  Her  treatment  of  hypertensive  toxemia  of  preg- 
nancy is  hardly  up  to  date  by  American  standards,  as 
she  shows  little  familiarity  with  and  little  regard  for 
the  pressor  drugs  in  its  treatment. 

The  third  section  of  the  book  discusses  pregnancy 
complicated  by  pelvic  tumors,  cardiovascular  disease, 
the  anemias  and  leukemias,  respiratory  diseases,  and 
other  acute  and  chronic  conditions  which  are  really 
not  a part  of  obstetrics  and  which  are  rarely  treated 
by  obstetricians. 

The  book  is  pleasantly  written.  The  illustrations 
are  good.  It  would  have  a useful  place  in  the  library 
of  the  medical  student  and,  for  quick  reference,  in 
the  library  of  the  general  man  who  treats  pregnant 
women.  For  the  obstetrical  specialist,  it  is,  perhaps, 
too  abstractual. 

J.  D.  G. 
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THE  FIGHT  FOR  FLUORIDATION  by  Donald 
R.  McNeil.  Oxford  University  Press.  1957.  Price  $5.00. 

This  book  is  not  primarily  an  argument  for  fluorida- 
tion, but  gives  the  background  of  investigative  work 
in  the  various  efforts  which  have  been  made  to  pro- 
mote fluoridation  of  water  in  this  country.  It  gives  an 
interesting  account  of  the  earliest  recognition  of  the 
part  which  the  fluoride  content  of  water  plays  in  the 
prevention  of  dental  caries,  and  a summary  of  in- 
creasing knowledge  and  approval  of  the  artificial 
fluoridation  of  water.  It  describes  several  special 
aspects,  and  the  many  arguments  and  efforts  are 
described  at  some  length.  Some  of  the  discussions 
have  been  quite  hot,  there  are  a number  of  interesting 
incidents  included  in  this  story. 

As  there  are  still  a number  of  people  and  organiza- 
tions violently  opposed  to  the  use  of  fluoride  in  water, 
in  spite  of  the  convincing  arguments,  experience,  and 
endorsement  of  sound  medical  organizations,  this 
book  should  be  extremely  valuable  to  any  one  who 
has  any  interest  or  active  part  in  the  campaign  for 
promotion  of  fluoridation. 

It  is  well  written  and  makes  a very  good  reference 
book. 

J.I.W. 


EXPECTANT  MOTHERHOOD.  Nicholas  J.  East- 
man, M.  D.  Little,  Brown  and  Company,  Boston. 
Third  Edition,  1957.  $1.75. 

Since  this  little  book  was  first  published  in  1940,  it 
has  come  to  be  a medical  classic.  There  are  several 
reasons  for  this.  Its  author  is  a teacher  of  well  deserved 
renown,  on  the  faculty  of  Johns  Hopkins  University, 
lie  has  been  active  in  research  for  many  years.  lie 
keeps  abreast  of  the  advances  in  obstetrics.  He  writes 
with  an  easy,  interesting  stvle. 

The  book  was  written  for  expectant  mothers  and 
their  husbands,  but  it  is  so  new,  so  up  to  the  minute 
in  reflecting  modern  obstetrical  thinking  and  practice 
that  obstetrical  nurses,  midwives,  medical  students, 
and  full  fledged  practitioners  would  find  this  book 
interesting  and  instructive. 

Dr.  Eastman  seeks  to  give  the  expectant  mother 
information  by  which  to  guide  her  life  during  preg- 
nancy. He  also  gives  her  authenic  information  to 
satisfy  the  demands  for  understanding  and  for  satis- 
faction of  a natural  curiosity  relating  to  her  condition 
and  to  its  progressive  changes,  which  the  modern,  in- 
telligent woman  has.  It  is  written  so  that  she  may 
understand  what  she  reads. 

While  the  instruction  is  comprehensive  and  detailed, 
the  author  carefully  avoids  assuming  the  prerogative 
of  the  attending  physician.  When  opinion  and  practice 
are  divided,  he  so  states,  and  advises  consultation 
with  the  woman’s  physician.  This  is  not  a book  on 
self  treatment.  It  is  an  aid  to  the  attending  physician 
and  a source  of  comfort  and  help  to  the  patient  in 
that  she  may  refer  to  it  to  help  recall  her  physician’s 
instructions  or  to  get  an  elaboration  of  his  advice, 


and  to  find  explanation  of  minor  svmptoms  and  ap- 
prehensions which  may  arise  at  most  inconvenient 
times.  The  chapters  on  diet  and  weight  control  in 
pregnancy  alone  are  worth  more  to  the  busy  doctor 
than  the  price  of  the  book. 

The  intelligent  and  inquiring  woman  will  be  greatly 
interested  in  the  chapter  on  “Painless  Childbirth.”  The 
last  two  pages  of  this  chapter  discuss  “Natural  child- 
birth," which  the  author  defines  as  “An  attempt  to 
make  labor  easier  through  the  elimination  of  fear,” 
and  he  closes  the  discussion  with  the  statement,  “Pro- 
vided your  doctor  thinks  that  medication  is  desirable, 
there  is  no  more  sense  or  glory  in  a ‘do  or  die’  de- 
termination to  go  through  labor  without  pain  relief 
than  there  would  be  to  refuse  anesthesia  for  a tooth 
extraction” — to  which  the  reviewer  adds  a fervent 
amen. 

J.  D.  Guess 


DORLANDS  ILLUSTRATED  MEDICAL  DIC- 
TIONARY. Editorial  Board:  Leslie  Brainerd  Arey, 
Ph.  D„  William  Burrows,  Ph.  D„  J.  P.  Greenhill, 
M.  D.,  and  Richard  M.  Hewitt,  M.  D.  Including: 
Modern  Drugs  and  Dosage:  by  Austin  Smith,  M.  D. 
Fundamentals  Medical  Etymology  by  Lloyd  W.  Daly, 
A.  M.  Ph.  D.  Physiological  Consultants:  Paul  I.  Alex- 
ander, Ph.  D.,  Harry  C.  Messenger,  M.  D.  Edition: 
23rd — with  more  than  700  illustrations  and  50  plates. 
1957.  W.  B.  Saunders  Co.,  Philadelphia.  Price  $12.50. 

The  fact  alone  of  persistence  to  a veritable  old  age 
of  twenty-three  editions  should  recommend  this  dic- 
tionary to  the  reader.  The  list  of  editors  and  contribu- 
tors should  convince  him  that  it  should  be  a fine  pro- 
duction. The  sturdy  handiness  of  the  volume  and  its 
legible  print  recommend  it  to  the  active  user.  In  brief, 
it  is  an  excellent  medical  dictionary. 

J.I.W. 


Disorders  of  the  heart,  blood  vessels  and  related 
organs  caused  over  850,000  deaths  last  year — more 
than  half  the  total  number  of  deaths  in  this  country, 
Health  Information  Foundation  reports. 


Carlson  School  for  Cerebral  Palsy  an- 
nounces two  informal  summer  sessions 
for  ambulatory  Cerebral  Palsy  patients. 
First  session:  June  15-August  1 ; second 
session:  August  1-September  15. 
Located  on  ocean ; swimming  pool ; 
supervised  therapy. 

For  information  write  to  Carlson 
School,  Pompano  Beach,  Florida. 
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WOMANS  AUXILIARY 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

President:  Mrs.  B.  J.  Workman,  Woodruff  Bulletin  Editor:  Mrs.  Leon  Banov.  Jr.,  Charleston 


MRS.  B.  ].  WORKMAN , President 


New  officers  were  installed  by  the  Woman’s  Auxil- 
iary in  closing  sessions  at  Myrtle  Beach. 

Taking  over  the  gavel  of  the  presidency  was  Mrs. 
B.  J.  Workman,  who  received  the  symbol  of  her  posi- 
tion from  Mrs.  E.  Gordon  Able  of  Newberrv,  retiring 
Auxiliary  president. 

Also  installed  were  Mrs.  George  Orvin  of  Charles- 
ton, president-elect;  Mrs.  John  Martin,  Anderson,  first 
vice  president;  Mrs.  George  W.  Smith,  Columbia, 
second  vice  president;  Mrs.  C.  F.  Higgins,  Easley, 
third  vice  president;  Mrs.  Fritz  N.  Johnson,  Mullins, 
fourth  vice  president;  Mrs.  James  Allgood,  Inman,  re- 
cording secretary;  Mrs.  Macnmrry  Wilkins,  Greenville, 
treasurer;  and  Mrs.  Hipon  La  Roche,  Camden,  his- 
torian. 


The  new  officers  were  installed  by  Mrs.  Robert 
Flanders,  Manchester,  N.  II.,  president  to  the  Wo- 
man’s Auxiliary  to  the  American  Medical  Association. 

Mrs.  Able  opened  the  sessions  Wednesday  morning 
when  the  executive  board  met  at  the  Ocean  Forest 
Hotel.  Mrs.  T.  A.  Pitts  of  Columbia  began  with  a1 
morning  prayer.  Serving  as  pages  were  Misses  Emily 
Martin  and  Christy  Livingston  of  Newberry  and  Miss 
Ann  Bell,  Lancaster,  niece  of  Mrs.  Able. 

Mrs.  O.  W.  Robinson,  Paris,  Texas,  President  of  the 
Southern  Medical  Auxiliary  brought  greetings  and  an 
invitation  to  the  convention  to  be  held  November  1 1 
through  14  at  Miami  Beach  concurrently  with  that  of 
the  Southern  Medical  Association. 

Reports  of  the  work  of  the  Auxiliary  began  with 
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that  of  Mrs.  E.  H.  Thomason,  Olanta,  chairman  of  the 
American  Medical  Education  Foundation,  who  re- 
ported a total  of  $2,324.61  collected  by  the  various 
counties,  with  Richland  being  the  largest  contributor, 
collecting  $1,286.61. 

Mrs.  John  T.  Cuttino,  Charleston,  chairman  of  the 
Jane  Todd  Crawford  Loan  Fund  and  Nurse  Recruit- 
ment, reported  seven  loans  outstanding  to  assist  stu- 
dent nurses  and  five  county  auxiliaries  who  give 
nurses’  scholarships. 

Reports  from  other  officers  indicated  the  growth  and 
progress  of  the  Auxiliary,  with  four  new  counties, 
Berkeley,  Lancaster,  Barnwell,  and  Laurens,  85  new 
members  swelling  the  total  roll  to  878. 

After  the  meeting  a buffet  luncheon  was  served  at 
the  Dunes  Club  honoring  the  past  state  presidents. 
Those  attending  with  the  executive  board  were:  Mrs. 
T.  A.  Pitts,  Columbia;  Mrs.  W.  H.  Folk,  Spartanburg; 
Mrs.  Alfred  F.  Burnside,  Columbia;  Mrs.  K.  D.  Shealy, 
Columbia;  Mrs.  W.  O.  Whetsell,  Orangeburg;  Mrs. 
A.  T.  M oore,  Columbia;  and  Mrs.  C.  R.  May,  Ben- 
nettsville. 


A PICTURE  OF  THE  WOMAN’S 
AUXILIARY  MEMBERSHIP 

Here  is  a state-wide  view  of  the  Woman’s  Auxiliary 
to  the  South  Carolina  Medical  Association.  Our  group 
is  widely  dispersed  over  the  State.  Yet  there  are  a 
number  of  counties  which  should  still  form  local 
auxiliaries  and  become  a part  of  this  active  state-wide 
organization.  In  the  majority  of  unorganized  counties, 
e\  idence  of  interest  in  the  Auxiliary  is  shown  by  the 
Members  at  Large  and  others  who  belong  to  organized 
groups  in  nearby  counties.  One  new  auxiliary  was 
organized  in  1956  in  Berkeley  County,  and  since  this 
map  was  made,  Sumter  and  Clarendon  County  mem- 
bers have  joined  together  as  the  Sumter-Clarendon 
Auxiliary. 

In  addition  to  the  combining  of  Sumter  and 
Clarendon  Counties,  three  more  auxiliaries  have  been 
organized  since  this  map  was  made — Laurens,  with 
Mrs.  Sarah  Dixon  DeLoach  as  President;  Lancaster, 


with  Mrs.  Harvey  McConnell  as  President  and  Barn- 
well County  whose  President  is  Mrs.  Wallis  Cone  of 
Williston. 


AUXILIARY  ADOPTS  INSIGNIA 

The  Board  has  selected  a round  design  with  a pal- 
metto tree  in  the  background  and  the  date  of  found- 
ing at  its  base. 

The  central  motif  is  a staff  around  which  is  en- 
twined a serpent,  the  symbol  of  Asklepios,  the  Greek 
God  of  Medicine.  He  was  the  son  of  Apollo  and  Cor- 
onis  and  is  mentioned  by  Homer  as  a skilful  physician. 
1 le  is  commonly  represented  as  standing,  dressed  in 
a long  cloak  with  a club-like  staff  about  which  is 
coiled  a single  serpent. 

He  is  often  accompanied  by  Telesphorus,  the  boy 
genius  of  healing,  and  by  his  daughter,  Hygieia,  the 
Goddess  of  Health. 

This  was  chosen  instead  of  the  Cadueeus  with  two 
serpents  and  wings  which  was  the  symbol  of  Hermes 
or  Mercury,  the  Messenger.  Hermes’  connection  with 
the  art  of  healing  was  almost  non-existent,  except  that, 
according  to  one  legend,  he  married  Hygieia. 


Although  heart  and  circulatory  disorders  cause  more 
deaths  than  all  other  diseases  combined,  great  progress 
has  been  made  against  certain  forms  of  heart  disease, 
according  to  Health  Information  Foundation.  Thanks 
to  new  methods  of  fighting  rheumatic  fever  and  rheu- 
matic heart  disease,  for  example,  the  number  of  heart 
disease  deaths  among  children  1-14  has  decreased  by 
95  percent  since  1900. 

FOR  SALE 

To  settle  estate  for  doctor’s  widow — 
Medical  furniture  and  equipment 
Phone  or  write  E.  C.  Johnson, 

616  Greenway  Drive,  Florence,  S.  C. 

Telephone  2-4060 
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BROAD  ANTICHOLINERGIC  BLOCKADE 


Pro-Banthinee  Relieves  Pain, 

Accelerates  Peptic  Ulcer  Healing 


The  efficiency  of  Pro-BanthTne  (brand  of 
propantheline  bromide)  in  inhibiting  the 
chemical  substance  which  mediates  para- 
sympathetic gastric  activity  explains  the 
success  of  the  drug  in  ulcer  therapy.  Pro- 
BanthTne  blocks  acetylcholine  at  both  the 
ganglia  and  parasympathetic  effector 
sites.  This  dual  action  controls  excess 
neural  stimulation  of  both  gastric  secre- 
tion and  motility. 

The  therapeutic  benefits  of  this  anti- 


cholinergic blockade  consist,  as  many 
clinical  investigators  have  noted,  in 
prompt  relief  of  ulcer  pain  and  pro- 
nounced acceleration  of  ulcer  healing. 

The  suggested  initial  dosage  is  one  15- 
mg.  tablet  with  meals  and  two  tablets  at 
bedtime.  Two  or  more  tablets  four  times 
a day  may  be  indicated  in  severe  manifes- 
tations. G.  D.  Searle  & Co.,  Chicago  80, 
Illinois.  Research  in  the  Service  of 
Medicine. 
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MANAGEMENT  OF  HEAD 
INJURIES* 


Edgar  F.  Finchei 
Emory  Univi 

Be  they  “unwilling  shoulders”,  or  not, 
every  member  of  the  medical  profession 
must  be  equipped  to  know  certain  basic 
clinical  concepts  of  the  patient  with  head  in- 
jury. With  fundamental  considerations,  any 
physician  should  be  in  a position  to  evaluate 
such  a clinical  problem.  He  can,  on  these  medi- 
cal objective  recordings,  advise  the  family.  If 
he  is  not  equipped  to  actually  handle  the 
problem,  conservatively  or  otherwise,  he  at 
least  can  recognize  the  potentialities  and  re- 
quest such  assistance  as  the  patient  demands. 

It  is  not  the  common  thing  that  such  an 
astute  physician  needs  consultation.  If  he 
keeps  in  mind  and  insists  on  certain  periodic 
recordings  of  the  clinical  activities  of  his  “head 
injuried  patient”.  He  will  not  go  wrong  in 
evaluating  what  is  developing  in  that  patient 
for  the  better  or  the  worse.  He  must  insist  on 
the  basic  recordings  of  the  vital  signs  of  such 
a traumatic  problem.  On  these  chartered  re- 
cordings, he  is  able,  from  one  period  of  time 
to  another,  to  evaluate  clinically  such  a pa- 
tient’s status.  Thus  from  these  recordings,  the 
attending  doctor  can  keep  the  family  mem- 
bers informed  from  hour  to  hour  of  the  pa- 
tient’s status.  This,  I believe  in  the  manage- 
ment of  acute  head  injuries,  is  one  of  the  more 
important  responsibilities. 

The  primary  consideration  in  these  traumata 
is  the  injury  to  the  brain  tissues  and  the  other 

“Informal  Discussion  — 6th  Annual  Post-Graduate 
Session,  Self  Memorial  Hospital,  Greenwood,  South 
Carolina,  August  25,  1956. 


M.  D.,  F.  A.  C.  S. 

■rsity,  Georgia 

contents  within  the  skull.  In  neurologic  evalua- 
tions, due  attention  and  thought  of  the  signifi- 
cance of  skull  fractures  must  claim  a share  of 
the  overall  clinical  evaluation.  The  potentiali- 
ties which  the  ramifications  of  a skull  fracture 
may  suggest  or  the  problems  presented  by  de- 
pressed bone  fragments  may  not  immediately 
be  manifested  by  central  nervous  system 
deficits.  Although  these  bony  damages  may  be 
of  secondary  importance  in  the  management 
of  the  acute  head  injury,  perhaps  a discussion 
of  such  should  precede  the  appraisal  of  the 
development  of  what  occurs  when  the  con- 
tents within  the  skull  are  physically  wounded. 

The  skull  is  an  irregular  rather  solid  sphere. 
Just  as  a golf  ball  or  a baseball  does,  when 
intensely  struck,  the  cranium  momentarily 
changes  its  shape.  Thus,  the  cerebral  contents 
may  likewise  suffer  a contour  alteration. 
Whether  or  not  a skull  fracture  occurs  from 
physical  violence  is  dependent  on  the  extension 
of  the  normal  elasticity  of  the  skull.  A force  of 
small  mass  and  great  velocity,  such  as  a bullet 
wound  or  a hammer-head,  is  likely  to  result  in 
a localized  depressed  or  a penetrating  skidl 
fracture.  A force  of  great  mass  and  lesser  veloc- 
ity is  more  likely  to  produce  a linear  separation 
of  the  bones  of  the  head.  Such  fractures  may 
radiate  from  the  point  of  the  scalp  contact  and 
disunions  of  the  skull  bones  may  occur  more  or 
less  remote  from  the  site  of  the  skull  where 
the  impact  was  received.  These  are  the  so- 
called  contra-coup  types  of  fractures.  Fracture 
lines  which  traverse  the  anatomical  locales  of 


underlying  dural  venous  sinuses  or  arteries 
should  alert  one  to  the  possibilities  of  hemor- 
rhagic activities  from  these  blood  vessel  chan- 
nels. The  middle  meningeal  artery  being 
extradural,  channelling  the  inner  table  of  the 
skull,  is  anatomically  available  for  external 
trauma.  Compounded  skull  fractures  which 
implicate  the  longitudinal  or  lateral  dural 
sinuses,  must  in  these  types  of  open  head 
wounds,  be  given  due  anatomical  and  physio- 
logical considerations  in  the  neurologic  ex- 
aminations of  such  a victim.  Fracture  lines, 
linear  or  depressed,  which  cross  hypertrophied 
medullary  venous  sinuses  between  the  inner 
and  outer  tables  of  the  skull,  must  be  viewed 
with  the  possibility  of  an  extradural  hematoma. 
Skull  fractures,  be  they  simple  or  compounded, 
which  involve  frontal,  paranasal  or  mastoid 
sinuses  must  be  thought  of  in  terms  of  opening 
avenues  for  infection.  The  radiologic  or  physi- 
cal observation  of  such  a skull  defect  justifies 
the  early  administration  of  prophylactic  chem- 
ical or  antibiotic  medications. 

The  Vital  Signs 

It  is  not  necessary  that  one  have  an  elaborate 
neurosurgical  setup  for  the  care  of  head  in- 
juries. The  evaluation  of  these  patients  in  one’s 
office,  in  the  home,  in  the  emergency  clinic, 
the  x-ray  room,  in  the  hospital  or  even  by  the 
roadside,  can  be  made  on  the  recording  of 
certain  vital  clinical  activities.  Upon  these 
“vital  signs’’  one  can  rely  accurately  for  a cor- 
rect evaluation  of  the  intracranial  damage. 
Upon  these  observations,  the  status  of  such  a 
patient  can  be  appraised  properly  from  one 
period  of  time  to  the  next.  These  paramount 
considerations  in  order  of  importance  are: 
( 1 ) state  of  consciousness,  ( 2 ) pulse  rate,  ( 3 ) 
blood  pressure,  (4)  respirations,  (5)  body 
temperature.  Such  observations,  obviously,  re- 
quire no  elaborate  radiologic  equipment,  ex- 
tensive laboratory  equipment,  or  a certified 
hospital.  In  ratio  to  the  degree  of  the  disturb- 
ance of  these  physiologic  activities  will  be  the 
severity  and  gravities  of  such  a patient’s  brain 
damage.  As  an  illustration,  an  unconscious 
patient,  exhibiting  definite  evidence  of  motor 
function,  with  a normal  pulse  rate,  no  ab- 
normal alteration  in  blood  pressure,  a smooth 
regular  respiratory  activity  and  a satisfactory 
body  temperature,  permits  the  doctor  an 


opinion  that  no  serious  intracranial  changes  are 
in  force.  On  the  other  hand,  a wholly  un- 
conscious patient,  non-responsive  to  even  pain- 
ful stimulation,  with  a rapid  feeble  or  extreme- 
lv  slow  pulse  rate,  a variable  blood  pressure, 
irregular  respirations  (depth,  rate  and  rhy- 
thm ) whose  body  temperature  is  a different 
elevation  with  each  recording  is,  an  eighty  odd 
percentile  fatality.  As  each  vital  function  levels 
toward  normality,  the  mortal  percentage 
lessens.  Now,  hastily,  the  evaluation  of  these 
vital  activities: 

I.  Consciousness.  This,  1 feel,  is  the  one 
cerebral  activity  which  must  have  overall 
precedence  in  the  clinical  evaluation  of  a head 
injury.  If  the  patient  is  cooperative,  responsive 
and  reliably  alert,  there  may  be  minor  changes 
on  other  of  his  charted  “vital  signs”,  but  as 
long  as  the  conscious  contacts  are  maintained 
with  the  examining  physician,  such  a victim 
is  tolerating  his  cerebral  trauma  without  any 
undue  significance.  A person  who  suffers  a so- 
called  “concussion”  will  have  a very  transitory 
interruption  of  cerebration  but  the  events  pre- 
ceding and  his  physical  status  promptly  there- 
after will  likely  be  quite  vivid  in  his  history  of 
such  an  experience.  If  the  patient  has  suffered 
structural  damage  to  any  of  the  contents  with- 
in the  skull,  cerebral  compression,  as  an  anal- 
ogy of  the  state  of  consciousness,  may  be 
divided  into  four  stages. 

The  first  of  these  may  be  classed  as  Mental 
Dullness.  Here,  there  is  confusion,  disorganiza- 
tion of  thought,  and  while  this  sufferer  may 
be  reasonably  cooperative,  such  behavior  is 
not  totally  reliable.  Irritability,  characterizes 
the  second  stage  of  cerebral  compression. 
Speech,  orientation,  judgement  and  reasoning 
are  not  trustworthy.  Headaches,  restlessness, 
apprehension  and  dizziness  further  differen- 
tiate this  state  from  the  other  three  groupings. 
Medullary  Compensation  is  a serious  phase  of 
cerebral  compression.  This  intracranial  dam- 
age is  compatible  with  survival.  These  patients 
are  wholly  unconscious.  There  are  no  vocal 
contacts.  There  may  be  hopeful  reactions  to 
painful  or  reflex  stimulations.  There  are  cer- 
tain physiologic  responses  to  acutely  increasing 
intracranial  pressure  (not  seen  in  chronic 
pressure).  Cerebral  anemia  from  severe  cere- 
bral compression  stimulates  the  medullary 
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centers  to  react  in  a compensatory  effort  to 
restore  cerebral  circulation  by  means  of  the 
rising  blood  pressures  noted  in  these  patients. 
With  this  elevation  in  circulation  the  medul- 
lary centers  resume  an  approximately  normal 
function.  These  stimulant  physiologic  re- 
sponses may  be  repetitive.  If  this  acute  intra- 
cranial pressure  response  is  spontaneously, 
medically,  or  surgically  rectified  patient  sur- 
vival can  be  expected.  If  such  a response  is  not 
forthcoming,  then  the  fourth  stage  of  cerebral 
compression  ensues  and  this  is  the  phase  of 
Medullary  Exhaustion.  This  situation  may  be 
an  immediate  one,  either  as  the  result  of  the 
over-all  problem  of  shock,  (commonly  from 
concomitant  injuries  to  other  parts  of  the 
bodv,  blood  loss,  etc.)  or  from  direct  medullary 
or  tentorial  brain  stem  contusion,  whereby 
normal  physiologic  responses  to  acutely  in- 
creasing intracranial  pressure  are  rendered 
functionally  impossible.  Medullary  exhaustion 
may  be  manifested  as  a slightly  prolonged 
third  stage  of  cerebral  compression  and  allow 
one  an  erroneous  prognosis.  One  often  asks, 
“Where  is  the  seat  of  consciousness”?  This  is 
in  academic  dispute  but  as  a neurosurgeon, 
if  I may  be  so  bold,  I believe  that  it  is  a func- 
tion of  the  brain  stem  and  medulla.  Cerebral 
hemispheric  removals,  the  sacrifices  of  the 
cerebellar  lobe  or  lobes,  or  even  the  removal 
of  the  para-subthalamic  brain  areas  by  trauma 
and  by  surgery  have  been  followed  by  full 
restoration  of  consciousness.  The  victim  of 
head  injury  who  never  regains  consciousness, 
deferred  or  acute  as  the  situation  may  have 
been,  exhibits  gross  or  microscopic  physical 
destruction  of  the  pons  or  the  medulla.  Clinic- 
ally, J am  of  the  opinion  that  the  conscious 
“head  injured”  does  not  have  tentorial  damage 
but  the  completely  unconscious  victim,  ex- 
hibiting the  decerebrate  phenomenon  will 
universally  reveal  major  contusion  and  hemor- 
rhage in  his  brain  stem. 

II.  Pulse — Now,  a word  or  so  about  the 
activities  of  our  vital  recordings  in  the  observa- 
tion of  the  victim  who  has  suffered  head 
trauma.  Increase  in  rate  may,  of  course,  be 
that  of  excitement,  shock  or  latently,  dehydra- 
tion or  infection.  Such  may  be  the  result  of 
medullary  or  pontine  damage,  and  if  so,  the 
activity  is  likely  a rapid  thready  one  and  at- 


tended by  other  evidences  of  such  a territorial 
damage.  At  either  extreme,  bradycardia  (40- 
50  per  minute  rate)  or  tachycardia  (120-140) 
should  be  viewed  with  prognostic  precautions. 

III.  Blood  Pressure — What  about  these  re- 
cordings? Experimentally,  this  pressure  rises 
as  the  acute  intracranial  pressure  is  elevated. 
The  intracranial  damage  may  be  too  extensive 
or  so  vitally  placed  as  to  obviate  this  physio- 
logic response.  A rising  blood  pressure  with 
an  attending  bradycardia  denotes  increasing 
pressure  within  the  skull.  Intracranial  arterial 
bleeding  is  one’s  most  common  consideration 
in  those  with  acute  cranial  trauma.  A rapidly 
falling  blood  pressure  interpreted  in  the  ab- 
sence of  shock  or  blood  loss  is  most  likely  the 
result  of  medullary  exhaustion. 

IV.  Respiration — As  for  respiratory  activities 
in  the  patient  who  has  suffered  a head  injury, 
one  should  promptly  ascertain  the  presence  or 
absence  of  concomitant  thoracic  damage.  This 
excluded,  the  respiratory  activity  “in  shock”, 
as  all  of  you  know  is  a shallow  excursion  with 
an  increased  rate.  With  increasing  intracranial 
pressure,  rate  is  slowed  and  breathing  becomes 
heavy  and  stertorous.  Direct  medullary  hemor- 
rhage may  not  permit  a rate  over  2 to  4 per 
minute.  This  results  in  severe  cyanosis  and 
edema  of  the  lung  is  usually  present.  A second- 
ary return  to  shallow  respiration  of  irregular 
rate  is  a grave  symptom. 

V.  Temperature — In  regard  to  body  tempera- 
ture recordings,  as  is  generally  recognized;  in 
a state  of  shock,  the  thermal  reaction  may  be 
subnormal.  On  a practical  basis,  one  can  be 
reasonably  accurate  in  realizing  that  the 
higher  the  body  temperature  the  more  severe 
the  brain  damage.  A daily  temperature  eleva- 
tion in  the  person  with  head  injury  may  be  the 
result  of  brain  stem  contusion,  subarachnoid 
blood  or  a complicating  infection.  Dehydra- 
tion must  not  be  forgotten  as  a clinical  ther- 
mometer elevator. 

Classification  of  Head  Injuries.  In  the 
management  and  treatment  of  head  injuries, 
one’s  various  experiences  begin  to  simulate 
others.  Even  the  histories  of  the  cranial  insults 
may  be  somewhat  alike;  their  vital  charted  be- 
haviors are  patterned  in  a singular  manner  and 
even  the  skull  radiograms  remind  one  of  a like 
past  observation.  Thus,  from  a small  number 
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of  cases,  one  learns  to  group  head  injuries  into 
diagnostic  pigeon  holes.  Thus,  a head  injury 
classification  evolves.  Such  a grouping  is  de- 
sirable. It  permits  earlier  proper  treatment 
for  each  group,  it  allows  a reasonable  accuracy 
for  prognosis  and  didactically  it  qualifies  for 
an  orderly  presentation  of  a most  important 
responsibility,  even  for  the  beginner  in  our 
profession.  The  following  classification  was  set 
forth  by  the  late  Doctor  Charles  Dowinan, 
fortunately  for  me,  my  preceptor,  and  pioneer 
neurological  surgeon  in  this  area.  The  practica- 
bility of  this  grouping  has  been  such  that  onlv 
minor  alterations  have  been  necessary  for  my 
needs.  The  advent  of  chemotherapy,  our  better 
understanding  of  bodv  chemical  imbalances 
and  the  cerebral  anoxic  sequelae  have  com- 
manded additions. 

GROUP  I (A) — The  first  of  these  groupings 
is  listed  as:  massive  brain  damage  evidencing 
rapid  medullary  exhaustion.  This  is  quite 
descriptive.  There  are  commonly  extensive 
physical  evidences  of  deprivations  of  the 
scalp,  skull,  dura,  dural  venous  sinuses,  the 
brain  and  its  blood  vessels.  Commonly,  there 
are  also  thoracic  as  well  as  abdominal  injuries 
and  more  commonly  fractures  of  an  extremity 
or  of  the  vertebral  skeleton.  Patients  with  these 
injuries  are  profoundly  and  totally  uncon- 
scious. Their  blood  pressures  are  initially  poor, 
may  rise  to  pathologic  heights,  but  rapidly 
descend  to  negligible  low  levels.  Respiratory 
activities  are  characteristically  slowed  and 
stertorous.  Pulse  recordings  are  slow,  irregular 
or  may  be  feeble  and  very  rapid.  Flaccid  ex- 
tremities and  absence  of  reflex  activities  are 
objective  evidences  of  the  gravity  of  the 
irreparable  cerebral  destruction.  Life  is  in- 
compatible with  such  brain  traumata  or  the 
other  attending  body  injuries.  The  treatment 
is  symptomatic  and  supportive  and  unless 
these  persons  stabilize  to  fall  into  a more 
hopeful  group,  death  is  inevitable. 

GROUP  I (B) — A similar  assemblage  of 
one’s  experience  resolves  itself  into:  massive 
brain  injury  evidencing  medidlary  compensa- 
tion. One  will  see  in  these  patients  the  classical 
physiologic  responses  to  increasing  intra- 
cranial pressure.  In  these  patients  one  has  a 
better  opportunity  for  professional  help.  Even 
though  they  may  have  extensive  damage  from 


skull  fracture,  multiple  or  single  scalp  lacera- 
tions or  even  intracranial  hemorrhagic  mani- 
festations, this  type  of  patient  may  be  the  one 
who  may  well  benefit  from  a subtemporal  de- 
compression. Such  a procedure,  I believe,  re- 
lieves the  tentorial  herniation.  You  are  all 
familiar  with  the  recognized  “herniation  of  the 
cerebellum”  following  a spinal  puncture  when 
severely  increased  intracranial  pressure  is 
present.  There  is  pathologic  evidence  in  recent 
years  that  similar  damage  does,  and  can  occur 
when  the  cerebral  structures  are  “rammed”  as 
it  were  through  the  tentorial  dural  partition 
which  divides  the  cerebral  cavity  from  the 
cerebellar  domicility.  Jack  Spear  asked  me  a 
few  minutes  ago  to  theorize  as  to  how  he  ac- 
complished a rather  dramatic  revival  in  a 
child  aged  30  months  last  evening  in  this  com- 
munity. This  child,  he  related,  had  a slow 
respiratory  rate,  was  totally  irresponsive  to 
any  form  of  stimulation,  had  a dilated  and  un- 
reactive pupil.  On  the  side  of  the  pupillary  ab- 
normality, he  processed  a temporal  osteoplastic 
skull  flap.  He  said  he  found  no  brain  contusion 
or  hemorrhage.  Thinking  there  might  be  trau- 
matic injury  more  posteriorly,  which  was  the 
site  of  the  traumatic  contact  with  the  head,  he 
was  in  the  process  of  making  another  trephine, 
when  this  child’s  respiration  returned  to  nor- 
mal. He  said  that  consciousness  returned 
promptly,  to  such  a degree,  that  wound 
closure  necessitated  vigorous  restraint.  The 
child  today  has  no  neurologic  or  vital  clinical 
basic  handicaps.  I would  postulate  that  the 
temporal  decompression  permitted  “an  un- 
cinate recession.”  The  most  common  site  for 
pupillary  dilatation  in  a head  injury  is  at  the 
tentorial  level.  This  occurs  as  the  uncinate 
gyrus  of  the  cerebrum  is  “jammed”  against  the 
third  cranial  nerve.  Each  surgeon’s  mortality 
rate,  in  his  management  of  head  injuries,  will 
be  in  ratio  to  the  number  of  patients  falling 
into  Class  A of  Group  1 who  come  under  his 
care  and  will  depend  on  how  able  and  adept 
he  is  in  recognizing  Group  2 of  this  sub- 
division. 

GROUP  II — The  second  group  of  Dowman’s 
classification  was:  definite  brain  injury — no 
evidence  of  increased  intracranial  pressure. 
These  injured  patients  have  been  rendered 
unconscious  from  their  traumatic  encounters. 
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They  are  not  totally  or  profoundly  so,  when 
you  examine  them.  They  are  in  the  second  or 
third  phases  of  cerebral  compression  as  before 
described.  They  may  be  irritable,  restless  and 
moving  their  extremities.  Some  may  have  a 
suggestion  of  a cerebral  motor  dysfunction, 
either  as  an  objective  motor  weakness  or  a 
pathologic  reflex  alteration.  A minor  pupillary 
inequality  should  not  be  too  disturbing.  Pulse 
rates  of  90  to  100  characterize  this  group. 
There  may  be  a minor  elevation  of  their  blood 
pressure.  If  one  does  routine  spinal  punctures 
on  this  group,  some  blood  mixed  with  their 
spinal  fluid  is  common.  There  may  be  a spinal 
fluid  pressure  a bit  higher  than  the  normal 
average.  Patients  with  this  type  of  head  injury 
may  be  a bit  confused  and  uncomfortable  for 
a few  days.  During  these  3 or  4 days  their 
vital  activities  are  receding  to  normal  levels. 

GROUP  III.  The  third  grouping  includes: 
depressed  fractures,  simple  or  compounded. 
Persons  in  this  group  may  present  localized 
neurologic  handicaps  in  keeping  with  the  site 
at  which  the  depression  of  the  skull  occurred. 
To  the  rear  or  forward  on  most  areas  of  the 
skull  there  may  be  no  evident  cerebral  dys- 
functions. Unless  arterial  bleeding  of  severity 
is  in  force,  their  vital  clinical  signs  are  likely 
to  be  very  stable.  In  the  management  of  the 
depressed  fractures,  I feel  that  all  of  these 
bonv  indentures  should  be  elevated.  In  the 
simple  linear  cases,  where  the  fracture  lines 
extend  into  the  mastoid,  frontal  or  paranasal 
sinuses  one  should  be  alert  to  possibility  of 
spinal  fluid  leakages.  If  such  is  the  problem, 
the  sooner  the  institution  of  prophylactic 
chemotherapy  and  antibiotic  therapy  the  bet- 
ter. Thus  the  patient  is  protected  against 
serious  infectious  complications.  In  the  simple 
depressed  fractures  where  there  is  no  con- 
nection with  the  outside  world,  the  time  for 
operative  treatment  can  be  an  early  elective 
one.  I still  feel,  even  with  protective  agents 
against  infectious  complications  in  the  com- 
pounded injuries,  be  they  linear  or  depressed 
fractures,  that  the  sooner  after  the  accident 
that  these  wounds  are  treated  by  debridement 
and  properly  closed,  the  better  for  the  victim. 

GROUP  IV — A fourth  group  of  head  in- 
juries, third  in  frequency  to  the  massive  cate- 
gory, includes  the  people  who  suffer  linear 


fractures  of  the  skull,  simple  or  compounded, 
hut  without  evidence  of  brain  damage.  There 
is  the  history  of  the  injury  and  the  diagnosis 
is  more  commonly  made  in  the  x-ray  laboratory 
but  in  the  rarer  compounded  instances,  the 
fracture  may  be  seen  or  felt.  Many  of  the 
simple  cases  are  seen  in  the  little  folks.  These 
are  aged  8 months,  12  months  or  a year  and 
a half  in  age.  These  babies  fall  off  the  window 
sill,  out  of  the  sink,  out  of  ill  protected  cribs, 
bureau  drawers,  out  of  automobile  doors  or 
down  steps.  They  are  usually  perfectly  all 
right.  They  cry.  They  vomit.  They  are  usually 
a bit  irritable  and  they  may  vomit  more  than 
once.  They  may  be  a bit  drowsy,  from  parental 
descriptions.  If  handled  or  medically  ex- 
amined, drowsiness  is  commonly  anything  but 
laying  with  their  eyes  closed.  In  these  young- 
sters, some  one  insists  upon  a roentgenogram. 
That  puts  the  fat  in  the  fire.  Papa  has  to  come 
home  from  work,  mama  starts  crying  and  one 
or  two  grandmamas  appear  on  the  scene  and 
the  specialist  must  be  called. 

It  is  the  usual  that  there  is  much  ado  about 
nothing  of  serious  moment.  There  is  no  specific 
treatment  for  these  children.  Observation,  a 
close  check  on  their  vital  signs  should  be  kept, 
and  as  long  as  they  are  responsive  to  stimula- 
tions, moving  their  extremities,  one  should 
have  no  fears  of  any  impending  gravity.  Vomit- 
ing may  be  to  such  a degree  as  to  invite  an 
acidotic  state  and  before  such  an  imbalance 
develops,  intravenous  fluid  and  dextrose  ad- 
ministration is  indicated.  For  cerebral  cases, 
2.5  percent  dextrose  in  half  strength  normal 
saline  is  the  better  apportionment.  What  is 
said  regarding  these  babies  is  likewise  ap- 
plicable to  adults.  A linear  fracture  of  the 
skull  by  itself  is  of  no  serious  moment.  Such 
bone  damage  gives  one  some  concept  of  the 
force  of  the  blow.  The  region  of  this  osseous 
disruption  can  be  of  importance.  If  the  de- 
parture traverses  the  middle  fossa  of  the  skull 
or  crosses  the  meningeal  artery  groove  or  some 
of  the  other  vascular  channel  areas,  one 
should  be  alert  to  intracranial  hemorrhagic 
possibilities.  In  this  group  of  head  injuries,  as 
long  as  pulse  rates,  blood  pressure  checks  are 
satisfactory,  with  no  noteworthy  change  in 
body  temperature  or  respiratory  rates  and  a 
decent  maintenance  of  consciousness,  one  can 
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feel  that  the  patient  is  doing  all  right.  In  many 
of  these,  there  are  latent  legal  aspects  which 
may  be  more  worrisome  than  the  care  and  re- 
sponsibility of  the  original  acute  trauma. 
Again,  a most  important  need  for  the  recording 
of  accurate  clinical  observations. 

GROUP  V — Now,  like  any  clinical  classifica- 
tion in  medicine,  there  are  always  the  unusual 
experiences!  So  these  rarer  types  will  have  to 
be  put  into  the  miscellaneous  group.  These  are 
the  persons  who  suffer,  (a)  Concussion,  (b) 
Tentorial  - brain  stem  contusion,  (c)  Chronic 
subdural  hematoma,  (d)  Cerebro-spinal  fistu- 
lae,  (e)  Middle  meningeal  hemorrhage,  (f) 
Intracerebral  hematoma. 

Webster  defines  concussion  as  “a  condition 
of  lowered  functional  activity  without  visible 
structural  change  produced  in  an  organ  by  a 
shock,  as  by  a fall  or  a blow.”  You  and  I talk 
about  patients  who  have  suffered  a “con- 
cussion". I am  talking  about  some  one,  almost 
dead  from  head  trauma,  you  are  talking  about 
some  one  who  had  a suitcase  fall  on  his  head. 
In  the  court  room  and  in  the  newspapers,  we 
hear  of  these  severely  damaged  people  who 
are  suffering  the  residuals  of  “concussion”  or 
who  have  actually  died  as  the  result  of  such  a 
cerebral  insult.  Perhaps  we  should  adhere  to 
Noah  Webster  and  not  take  professional  lib- 
erties with  his  book.  There  are  no  therapeutic 
indications  in  this  lot,  beyond  assurance  of  the 
individual’s  immediate  welfare  and  for  latent 
sequelae. 

As  for  the  (b)  Tentorial  Contusions:  This  is 
a mid-brain-stem  damage.  Time  does  not  per- 
mit theorizing  as  to  the  mechanics  and  physical 
explanations  of  this  intrinsic  damage.  Here 
one  sees  the  most  profound  upheavals  of  the 
vital  signs  with  the  patient.  Wholly  and  totally 
unconscious,  sensory  stimulations  commonly 
precipitate  decerebrate  reactions.  Pathologic  or 
areflexive  neurologic  responses  characterize 
these  patients.  The  treatment  is  symptomatic 
and  supportive.  The  prognosis,  after  the  initial 
24  hours,  is  related  to  age  and  the  concom 
mitant  body  injuries.  It  is  in  this  group  that 
tracheotomy  has  proved  its  greatest  usefulness 
in  the  management  of  head  injuries. 

Now  the  (c)  Chronic  Subdural  Hematomas. 
These  are  the  head  injuries  that  are  usually 
secondary  to  the  “trivial  blows”  to  the  head. 


These  traumata  are  commonly  polar,  either 
frontal  or  occipital,  for  the  site  of  the  physical 
impact.  A common  history  is  a frontal  contact 
with  the  windshield  of  an  automobile  or  the 
head  is  struck  against  an  overhead  beam. 
Another  frequent  story  is  a fall  backward,  a 
slip  from  an  overturned  chair  when  these 
people  strike  their  occiputs  against  the  avail- 
able physical  setup.  Nothing  is  thought  of  the 
incident  or  they  may  in  retrospect  describe 
“a  concussion".  Headaches  promptly  ensue. 
This  complaint  and  the  history  of  an  insignifi- 
cant injury  are  the  only  two  things  that  I know 
that  characterize  subdural  hematomas.  Other 
neurologic  deficits  which  these  patients 
may  have  could  fill  a neurological  textbook. 
The  common  clinical  course  is  patterned  as  one 
of  personality  change;  forgetfulness,  dis- 
orientation, toilet  carelessness.  If,  while  you 
are  sitting  on  the  patient’s  bed,  quizzing  him 
or  her  and  you  are  suddenly  aware  of  a urinary 
indifference  on  the  part  of  the  patient,  a sub- 
dural diagnosis  can  be  suspected.  I was  wet 
three  times,  by  three  such  patients,  before  I 
realized  the  clinical  significance  of  this  evi- 
dence. The  other  lead  on  these  neurologically 
handicapped  persons  is  the  vacillation  of  their 
symptoms.  One  visit  to  their  bedside  and  they 
are  cooperative,  recognize  their  family  mem- 
bers and  conversationally  make  their  wishes 
known.  You  turn  your  back,  they  are  rowdy, 
headstrong  or  stupefied  to  a state  of  uncon- 
sciousness. As  an  illustration,  I saw  a practic- 
ing physician  a year  or  so  ago,  who  dressed 
himself  but  for  his  trousers.  Leaving  his  paja- 
mas trunks  on  with  his  bedroom  slippers,  he 
started  for  his  patient  responsibilities.  He  had 
casually  mentioned  headaches  to  his  wife. 
When  I saw  him  in  consultation,  he  was  co- 
operative, alert  and  as  sharp  as  I had  known 
him  as  a medical  student.  After  his  hematoma 
had  been  drained,  it  was  learned  that  he  had, 
three  weeks  previously  struck  against  the 
heavy  door  of  a sterilizer  in  the  operating 
room.  People  with  such  injuries  famously  di- 
late a pupil  and  exhibit  an  ipsolateral  hemi- 
'ares's.  The  pupil  dilatation  represents  a com- 
'ression  of  the  uncinate  gyrus  against  the 
third  cranial  nerve.  The  hemiplegia  is  the  re- 
sult of  the  compression  of  the  cerebral  ped- 
uncle at  its  anatomical  juxta-position  with  the 
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tentorial-dural  structure.  Since  this  level  is 
above  the  decussation  of  the  cortical  motor 
fibers,  paralysis  on  the  side  of  the  hematoma 
occurs.  The  treatment  of  these  patients  is 
usually  simple.  Bilateral  skull  trephines 
should  be  performed  in  all  patients  with  such 
suspected  damage.  Almost  50  percent  of  these 
persons  will  have  bilateral  hematogenous  or- 
ganizations. It  has  been  my  practice  for  years 
to  make  bifrontal  trephine  openings;  if  no  sub- 
dural disease  is  encountered,  I prefer  to  inject 
air  into  the  cerebral  ventricles  and  send  these 
patients  for  routine  ventriculographic  roent- 
genograms. I think  this  is  better  than  “pecker- 
wood  surgery  where  one  makes  trephine  skull 
holes  here,  there  and  elsewhere,  hoping  to  en- 
counter a subdural  lesion.  I have  had  to  resort 
to  ventriculography  in  only  two  instances  in  a 
reasonably  large  number  of  surgically  treated 
subdural  hematomas.  Clinically  suspected, 
properly  treated,  I know  of  no  more  dramatic 
results  which  neurosurgery  nets,  than  from 
these  victims  who  usually  suffer  trite  cranial 
insults.  In  the  ages  prior  to  closure  of  the 
suture  lines  of  the  skull  bones,  insiduous 
hydrocephalic  developments  must  prompt  the 
pediatrician  to  inquire  about  head  traumata. 
The  management  of  these  babies  is  surgically 
different  from  those  of  adult  age. 

(d)  The  incidence  of  Middle  Meningeal 
Hemorrhage  is  very,  very  rare.  This,  in  spite 
of  the  fact  that  every  medical  student  re- 
members this  development  in  its  entirety. 
There  is  the  history  of  the  injury,  usually  of 
such  severity  as  to  render  the  patient  un- 
conscious. He  regains  consciousness,  is  clear, 
cooperative  and  has  a progressive  headache. 
Projectile  vomiting  attending  to  the  unilateral 
headache  distress  is  common.  If  roentgeno- 
grams arc*  made  in  the  lucid  interval  one  may 
visualize  a linear  fracture  traversing  the  men- 
ingeal groove  or  its  anatomical  position.  Short- 
ly after  the  lucidity,  acute  intracranial  pressure 
phenomena  develop.  These  are  those  previous- 
ly delineated,  namely,  rising  blood  pressure, 
slowing  of  the  pulse  and  respiratory  rates, 
diminution  of  consciousness,  etc.  Not  everyone 
is  in  a position  to  perform  a craniectomy,  but 
there  is,  in  every  community,  an  able  general 
surgeon  who  can  perform  a ligation  of  the  ex- 
ternal carotid  artery.  This  will  help  in  the  con- 


trol of  the  extradural  hemorrhage.  I have 
amongst  my  definitive  temporal  efforts  several 
instances  in  which  our  former  general  surgical 
house-officers  have  done  such  neck  ligations 
and  in  one  or  so  instances,  following  such 
initial  efforts  they  have  trephined  the  skull. 
This  allows  the  clotted  blood  to  exude  and 
then  these  patients  have  been  sent  for  further 
neurosurgical  toileting.  Life  saving  in  every 
instance!  This,  because  the  affair  is  arterial 
bleeding,  action  is  imperative,  and  if  the  con- 
dition is  promptly  and  properly  recognized, 
death  should  not  occur. 

(e)  Cerebro-Spinal  Fistula.  This  type  of 
drainage  of  subarachnoid  fluid  may  be  otic  or 
rhinorrheic,  depending  on  the  locale  of  the 
skull  fracture  ramifications.  It  means  that  the 
skull,  the  dura  and  the  arachnoid  tissues  have 
been  torn  and  that  there  is  a connection  with 
the  outside  world.  This,  of  course,  is  a patho- 
logic situation,  but  not  as  dangerous  now  as 
it  was  prior  to  the  time  of  chemotherapy  and 
antibiotic  prophylactic  therapy.  As  a strict 
entity,  it  is  likely  that  this  is  not  a subdivision 
of  head  injuries  but  more  commonly  occurs  as 
an  objective  part  of  any  one  of  the  major 
groupings.  The  situation,  however,  may  per- 
sist after  the  acute  symptoms  characterizing 
the  didactic  divisions  have  cleared.  In  a 
relatively  high  number  of  cases,  the  spinal 
fluid  drainage  may  cease  spontaneously  after 
a few  days.  A persistant,  constant  flow  of 
cerebro-spinal  fluid  of  2 to  3 weeks  duration 
is  indicative  of  a well  established  “arachnoid 
tract"  and  surgical  eradication  of  this  com- 
munication is  indicated. 

(f)  As  for  Intracerebral  Hematomas,  these 
are  most  unusual  and  are  more  likely  recog- 
nized on  careful  neurologic  examination  after 
the  acute  symptoms  of  the  head  injury  have 
subsided.  The  temporal  lobes  are  common  sites 
for  these  isolations.  Aphasia,  a visual  range  de- 
fect or  a central  type  of  facial  paresis  may  give 
the  medical  examiner  a lead  for  such  a hemor- 
rhagic occupancy.  These  persons  may,  on  fur- 
ther neurologic  evaluation,  reveal  a suppres- 
sion of  their  contralateral  superficial  reflexes 
with  a contralateral  Babinski  response.  These 
persons  exhibit  a modified  pattern  of  acutely 
increased  intracranial  pressure,  in  that  there 
is  a bradycardia  (50-60  pulse  rate),  blood 
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pressures  simulating  a mild  hypertension  ( 150- 
160  systolic)  and  the  respiratory  rate  may  be 
that  which  results  from  a good  dose  of  mor- 
phine. These  suspects  are  to  be  confirmed  on 
ventriculography.  Surgical  evacuation  of  these 
intracerebral  hematomata  results  in  prompt 
neurologic  clearance  but  the  morbidity  of  sub- 
sequent post-traumatic  epilepsy  is  common. 

General  Management 

A few  things  in  general,  concerning  the 
overall  management  of  head  injuries,  may  not 
be  amiss.  The  era  of  dehydration  is  well  re- 
membered by  some  of  the  senior  members 
here  present.  The  limitation  of  the  total  fluid 
intake  of  the  adult  with  head  injury  to  a pint 
in  24  hours  was  of  course  a lot  of  “poppy- 
cock . We  know  now  that  in  the  “chemical 
maintenance”  of  the  ill,  be  they  injured  or  the 
victim  of  an  illness,  it  is  far  more  important 
that  they  be  in  “balance”  rather  than  in  a 
state  of  dry-skin,  sparse  urinary  output  and 
thirst.  For  the  traumatic  cases  who  come  under 
my  care,  2.5  percent  dextrose  concentration  in 
half  strength  normal  saline  is  routine  where 
oral  fluids  are  not  possible.  In  the  average 
adult,  3 to  4 pints  of  such  fluid  in  24  hours  has 
been  a maintenance  adequacy.  Blood  losses 
from  hemorrhage,  chloride  depletion  from 
body  fluid  losses  and  starvation  must  be  given 
due  evaluation  in  the  general  care  of  these 
victims. 

It  still  remains  that  spinal  lumbar  punctures 
may  have  a place  in  cases  of  cerebral  trauma. 
One  should  have  something  definite  in  mind, 
rather  than  this  should  be  a routine  in  head 
injuries.  You  have  a potential  medico-legal 
problem,  you  have  not  been  able  to  establish 
any  evidence  of  brain  injury.  This,  on  your 
clinical  examination,  x-ray  evidence  and  a few 
day’s  observation  of  the  patient.  A clear  spinal 
fluid,  with  a normal  manometeric  pressure 
reading,  gives  you  some  objective  diagnostic 
basis  for  your  opinion  that  no  worthy  brain 
damage  has  occurred.  In  the  subdural  hema- 
tomas, a normal  spinal  fluid  pressure,  with  no 
increase  in  the  fluid  protein  content  does  not 
exclude  such  a lesion.  A spinal  fluid  pressure 
of  300  to  400  mm.  of  water  pressure,  in  such 
a suspected  case,  should  prompt  immediate 
trephination  to  prevent  a cerebellar  tonsillar 
herniation  and  a post-puncture  catastrophe. 


Spinal  fluid  drainage  may  be  a therapeutic 
measure.  In  instances  where  neck  rigidity, 
headaches  and  temperature  elevations  persist, 
a chemical  meningitis  may  possibly  be  dis- 
pensed with  by  a single  lumbar  tap.  Thus,  a 
spinal  lumbar  needle  should  be  used  in  head 
injuries  for  therapeutic  or  diagnostic  reasons 
and  not  as  routine  procedure. 

The  indications  for  chemotherapy  or  anti- 
biotic therapy  need  no  elucidation  before  an 
intelligent  audience.  Involvement  of  the  para- 
nasal or  mastoid  sinuses  in  the  skull  fractures 
certainly  demands  such  prophylactic  measures. 
The  postponement  of  definitive  surgery  in  the 
compounded  wounds,  where  shock,  blood  loss 
or  other  concomitant  body  injuries  delav  the 
neurosurgical  indications,  justify  preventive 
medical  efforts.  If  these  patients  are  seen 
promptly  after  they  have  been  injured  and 
where  surgical  measures  are  the  treatment  of 
choice,  the  administration  of  anti-infectious 
drugs  is  “the  dealer’s  choice”. 

Wars  tend  to  net  something  worthwhile  in 
surgery,  if  nothing  else.  World  War  II  netted 
tracheotomy  as  a common  help  for  the  head 
injury.  The  indication  for  such  is  when  you 
begin  to  question  in  your  mind  as  to  whether 
it  should  or  should  not  be  done.  The  fact  that 
your  surgical  experience  “hunches  such”  is  the 
indication.  The  stupified  patient  with  spon- 
taneous vomiting,  unable  to  exercise  a cough 
reflex,  with  a “moist  chest”,  and  respiratory 
irregularity  may  with  proper  oxygenation  and 
repeated  clearance  of  his  bronchial  secretions 
make  a complete  recovery  due  solely  to  an 
adequate  airway. 

A word  or  so  about  ambulation.  I have  al- 
ways felt  that  the  sooner  a patient  with  a 
head  injury  could  care  for  himself,  the  better 
off  he  was!  This  is  physical  and  may  be  more 
important,  psychologically  so.  Cushing,  in  his 
pioneer  days  with  tumor  craniotomies,  moved 
these  patients  as  quickly  postoperatively  as 
their  physical  conditions  permitted.  Why,  then 
did  certain  medical  neurologists  insist  on  4 
to  6 weeks  complete  bed  rest  in  a person  who 
suffered  a concussion?  From  the  patient’s  view 
point,  earlv  ambulation  means  the  doctor  has 
no  serious  concern  over  the  patient’s  trauma. 
The  members  of  the  family  are  convinced  of 
the  patient’s  return  to  normal,  and  when  a 
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patient  can  go  to  the  bathroom,  use  the  toilet 
and  bathe  himself,  he  is  well  convinced  that 
the  doctor’s  opinion  of  his  welfare  is  correct, 
and  it  is! 

Now,  as  you  have  so  attentively  listened, 
you  realize  I have  said  nothing  new.  I hope  I 
have  been  of  help  in  crystallizing  your  experi- 
ences. So  that,  at  the  bedside,  the  roadside,  or 
in  your  offices,  if  vou  keep  in  mind,  conscious- 


ness, blood  pressure,  pulse  rates,  respiratory 
and  body  thermal  recordings;  each  and  all  of 
us  can,  with  a real  degree  of  accuracy,  at  any 
time  in  the  career  of  “the  head  injured  pa- 
tient” know  at  any  interval  just  how  the  vic- 
tim is  and  for  the  family  qualms,  this  seems  to 
be  more  important  than  what  may  be  the 
altered  cerebral  physiology. 


The  Obstipation-Prolapse  Syndrome  in  Infants.  By: 
W.  Clough  Wallace,  M.  D.  Am.  J.  Surg.  93-1:82-85, 
Jan.  1957. 

The  title  applies  to  the  condition  seen  in  children 
from  a few  months  to  six  or  more  years  of  age  who 
have  been  constipated  all  their  lives  and  have  failed 
to  respond  to  dietary  measures,  treatment  of  anorectal 
disease,  training  programs  or  laxatives.  The  stools 
have  a gummy  consistency;  the  child  strains  markedly 
at  stool  and  has  considerable  discomfort,  cries  and 
appears  to  hold  back  rather  than  perform  the  act  of 
defecation.  At  times  there  may  be  some  bleeding,  lead- 
ing to  a diagnosis  of  hemorrhoids  or  other  proctologic 
disease. 

The  diagnosis  is  made  from  the  history  and  from  the 
findings  of  gummy  stools,  bulging  of  the  rectal  mucosa 
on  straining  and  normal  sigmoidoscopic  examination. 

Treatment  consists  of  painless  injections  of  the 
bulging  mucosa  with  sclerosing  solution  weekly  until 
it  is  stabilized;  a training  program  of  12  to  24  ounce 
plain  water  enemas  given  after  breakfast  each  morn- 
ing, with  the  patient  jackknifed  across  the  mother’s 
lap,  for  two  to  three  weeks,  and  then  every  second 
morning  if  the  patient  has  not  had  a stool;  and  a 
dietary  program. 

The  dietary  program:  (1)  Elimination  of  whole 
milk  and  substitution  of  buttermilk  in  older  children 
and  skimmed  milk  in  nursing  infants  if  they  will  not 


take  buttermilk.  (2)  Marked  restriction  of  bread, 
crackers,  cake,  ice  cream,  Irish  potatoes,  chocolate, 
chocolate  candy  and  carbonated  beverages.  (3)  Meat 
or  fish  should  be  eaten  twice  a day.  (4)  Feeding  be- 
tween meals  is  necessary  in  children  but  should  be 
limited  to  fruits  or  fruit  juices  with  one  small  cookie 
or  cracker.  (5)  Cooked  leafy  vegetables  and  cooked 
or  canned  fruits  in  good  portion  should  be  fed  twice 
daily.  ( 6 ) Citrus  juices  and  canned  apple  juice  should 
be  freely  available,  and  fluids  taken  in  generous 
quantities.  ( 7 ) Unconcentrated  standard  cod  liver 
oil  before  meals,  in  doses  of  one  teaspoonful  to  one 
tablespoonful  depending  on  age,  proves  salutary  and 
beneficial. 

Incidental  treatment:  Maiden  aunts,  uncles,  grand- 
parents and  domestic  help  are  no  substitute  for  in- 
telligent and  cooperative  parents.  No  child  will 
starve.  They  eat  when  hungry. 

This  program  has  been  eminently  successful  in  the 
author’s  hands,  and  its  efficacy  is  explained  on  the 
basis  of  correcting  a mechanically  unfavorable  con- 
dition that  causes  tugging  on  the  bowel  at  stool  causing 
pain,  correcting  dietary  peculiarities  that  cause  ab- 
normal fecal  texture,  and  in  older  children  overcoming 
a psychologic  condition,  present  almost  from  birth,  of 
considering  defecation  an  unpleasant  experience. 
Under  the  embarrassment  of  the  injection  procedures 
these  latter  decide  they  had  rather  have  a stool  than 
an  injection. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 

First  Degree  A-V  Block 

Dale  Groom,  M.D. 

Department  of  Medicine 

Case  Record— Shown  here  are  excerpts  from  two  elec- 
trocardiograms taken  a few  days  apart  on  a patient 
with  acute  rheumatic  fever.  Site  was  a young  mother 
who  had  had  at  least  three  recurrences  of  rheumatic 
fever  since  her  original  attack  in  early  childhood. 
When  seen  on  this  admission  at  the  age  of  twenty-one 
she  was  again  acutely  ill  with  a migratory  type  of 
polyarthritis  and  fever.  Examination  revealed  auscul- 
tatory and  roentgenograph ic  evidence  of  mitral  in- 
sufficiency. Her  erythrocyte  sedimentation  rate  was 
markedly  elevated. 

Following  the  tracing  on  the  left  she  was  given 
cortisone  in  decreasing  dosage  beginning  with  300  mg. 
the  first  day.  Four  days  later  when  the  tracing  on  the 
right  was  recorded  she  was  afebrile  ami  all  joint  symp- 
toms had  disappeared. 


ducted  from  the  atria  to  the  ventricles  in  first  degree 
block  but  their  passage  through  the  node  is  unduly  de- 
layed. P-R  intervals  in  excess  of  0.20  sec.  are  generally 
considered  abnormal  (although  slightly  longer  in 
tervals  may  occur  normally  at  limes  with  very  slow 
heart  rates).  Delays  of  as  much  as  0.6  sec.  or  more  have 
been  reported  in  first  degree  block  but  commonly  the 
P-R  interval,  measured  from  the  onset  of  the  P wave 
to  the  beginning  of  its  associated  QRS  complex,  in 
creases  to  only  about  .2  to  .3  sec.  Careful  notation  ol 
this  interval  should  be  part  of  the  systematic  review  of 
every  electrocardiogram. 

Anatomically  the  heart  is  made  up  of  two  main 
muscle  masses,  the  atrial  and  the  ventricular  myocard- 
ium, both  of  which  attach  to  a fibrous  skelton— the 
annuli  fibrosi— at  the  coronary  sulcus.  Except  for  a 
small  band  of  specialized  conduction  tissue  bridging 
this  attachment  the  two  muscle  masses  are  electrically 
isolated  from  each  other,  each  capable  of  independent 
activity.  Obviously  for  mechanical  reasons  it  is  de- 
sirable that  the  atria  contract  before  the  ventricles, 
and  doubtless  there  is  an  optimum  time  interval  be- 
tween the  two  contractions  to  allow  optimum  ventri- 
cular filling.  It  would  seem  that  the  normal  delay  of 
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electrocardiogram— Lead  II  illustrates  the  pertinent 
electrocardiographic  abnormality  in  this  case,  namely, 
prolongation  of  the  P-R  interval.  In  the  tracing  of 
February  9th  it  measures  0.26  sec.,  while  on  the  13th 
it  has  shortened  to  0.18  sec.  A difference  in  the  Q-T 
intervals  is  also  evident  hut  this  is  attributable  to  the 
dillerence  in  heart  rates  from  93  down  to  60  per  min- 
ute. The  apparent  decrease  in  voltage  of  the  QRS 
complexes  in  this  lead  could  be  seen  on  the  complete 
electrocardiograms  to  reflect  only  a slight  change  in 
electrical  axis,  of  no  real  significance. 

Discussion— The  most  common  type  of  atrioventricular 
block  is  simply  an  abnormally  long  delay  in  conduction 
of  impulses  through  the  A-V  node.  This  is  called  “first 
degree  block”  to  distinguish  it  from  the  partial  (second 
degree)1  and  the  complete  (third  degree)2  types  which 
have  already  been  discussed.  All  impulses  are  con- 


the  excitation  wave  at  the  A-V  node  might  serve  this 
purpose.  Nevertheless  reasonably  good  mechanical 
function  of  the  heart  is  maintained  without  this  time 
delay  and  without  even  an  effective  atrial  contraction, 
as  evidenced  in  cases  of  atrial  fibrillation.  Displace- 
ment of  the  cardiac  pacemaker  from  the  sino  atrial 
node  to  the  A-V  node  may  completely  reverse  the 
normal  sequence  of  atrial  and  ventricular  contractions 
without  any  great  impairment  of  cardiac  reserve.  How- 
ever when  the  bridge  of  conduction  tissue  is  interrupted 
altogether  as  it  is  in  complete  heart  block  there  is  no 
synchronization;  mechanical  function  of  the  heart  is 
seriously  impaired— not  because  of  loss  of  synchroniza- 
tion but  because  of  the  very  slow  rate  characteristic  of 
a ventricular  pacemaker  and  the  loss  of  physiological 
controls  which  regulate  cardiac  action.  Abnormal  de- 
lay of  A-V  conduction  generally  produces  no  alteration 
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of  circulatory  dynamics  which  is  clinically  demon- 
strable. 

Unlike  the  second  and  third  degree  types  which  us 
nally  are  accompanied  by  organic  heart  disease,  first 
degree  block  often  is  due  to  functional  disturbance  of 
the  A-V  node.  Digitalis  is  probably  the  most  comomnly 
observed  cause.  Increased  vagal  tone  or  carotid  sinus 
stimulation  can  also  give  rise  to  transient  prolongation 
of  the  P-R  interval  (which  may  revert  to  normal 
following  administration  of  atropine).  Quinidine  oc- 
casionally delays  A-V  conduction  though  it  is  a far  less 
common  cause  than  digitalis.  The  same  type  of  block 
which  is  seen  with  tachycardias  such  as  atrial  flutter  or 
paroxysmal  atrial  tachycardia  has  been  explained  as 
due  to  a “fatigue"  mechanism  in  which  the  node  be- 
comes more  refractory  under  repeated  rapid  stimulation 
from  above.  Prolongation  of  the  P-R  interval  is  the 
most  consistent  electrocardiographic  sign  of  acute  rheu- 
matic fever  and  does,  in  fact,  occur  as  a transient 
phenomenon  in  many  types  of  acute  infectious  disease 
where  its  regression  provides  a helpful  indication  of 
subsidence  of  the  infection. 

A first  degree  heart  block  which  persists  is  often 
associated  with  advanced  coronary  heart  disease,  pre- 
sumably due  to  ischemic  damage  to  the  node  or  junc- 
tional conduction  tissues.  Congenital  heart  blocks  are 
usually  of  higher  degree. 

The  rapid  clinical  improvement  that  follows  ad- 
ministration of  cortisone  to  patients  with  acute  rheu- 
matic fever  was  one  of  the  earliest  observations  in  the 
use  of  this  hormone.  Whether  steroid  therapy  during 
the  acute  stage  of  the  disease  actually  retards  rheu- 
matic damage  to  the  heart,  or  merely  holds  it  in 
abeyance,  remains  to  be  proven. 

REFERENCES: 
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HYDATIDIFORM  MOLE 

A Case  Report 

W.  R.  GRIFFIN,  M.D.  and  I..  I..  HESTER,  JR.,  M.D. 

Department  of  Obstetrics  and  Gynecology 
A 30  year  old  colored  female  gravida  10,  para  8, 
abortus  1,  whose  last  menstrual  period  was  January 
17,  1957  and  expected  date  of  confinement  October  24, 
1957  was  admitted  to  Roper  Hospital  on  April  26,  1957 
with  the  chief  complaint  of  vaginal  bleeding.  The 
present  illness  began  one  month  prior  to  admission 
with  intermittent  vaginal  spotting  of  bright  red  blood. 
Two  hours  prior  to  admission  she  noted  a gush  of 
bright  red  blood  estimated  to  be  150  to  200  ml.  Bleed- 
ing continued  moderately  until  admission.  A history  of 
the  passage  of  tissue  by  vagina  was  not  obtained. 

Her  past  obstetrical  history  was  negative.  Physical 
examination  on  admission  revealed  a blood  pressure  of 
120/90,  there  was  some  enlargement  of  her  breasts  with 
glands  of  Montgomery  present  suggesting  pregnancy, 
and  abdominal  examination  showed  uterine  enlarge- 


ment to  approximately  22  weeks  gestation.  On  pelvic 
examination  the  cervix  was  soft,  blue  and  clean;  the 
external  cervical  os  was  closed  but  with  a slight  amount 
of  bright  red  bleeding  coming  from  it.  The  size  of  the 
uterus  to  22  weeks  gestation  was  confirmed  and  the 
adnexa  were  negative.  The  impression  on  admission 
was  that  of  a threatened  abortion.  The  hemoglobin 
was  10  gm,  and  a white  blood  count  was  9,650  with  a 
normal  differential.  A catheterized  specimen  was  es- 
sentially negative  except  for  10-12  pus  cells  per  high 
power  field.  A flat  plate  of  the  abdomen  was  nega- 
tive and  a Friedman  test  was  inconclusive  since  the 
rabbit  died  after  the  first  injection.  This  patient  was 
placed  on  penicillin,  300,000  units  every  4 hours  and 
streptomycin  500  mg.  twice  daily  alternating  with 
500  mg.  di hydrostreptomycin,  since  there  was  a low- 
grade  fever.  She  was  observed  until  May  3,  1957  at 
which  time  she  passed  spontaneously  a mass  of  tissue 
roughly  6 x 10  cm.  in  diameter.  Associated  with  this 
was  a temperature  spike  to  104  degrees  F.  which  24 
hours  later  returned  to  normal.  The  report  on  the 
tissue  was:  “Bulky  portions  of  grape-like  structure 
showing  chorionic  villi  with  edematous  necrotic  stromal 
centers  with  cyst  production  and  associated  tropho- 
blastic proliferation.” 

A therapeutic  dilatation  and  curettage  was  done  on 
May  6,  1957  and  revealed  a large  amount  of  foul,  ne- 
crotic decidual  tissue,  but  no  gross  recognizable  evi- 
dence of  hydatidiform  mole.  The  patient’s  post-opera- 
tive course  was  uneventful  and  she  was  discharged  on 
May  8,  1957,  afebrile,  asymptomatic  and  with  no 
vaginal  bleeding. 

Discussion:  Hydatidiform  mole  appears  grossly  as  a 
mass  of  grape-like  vesicles  attached  by  stems  of  con- 
nected tissue.  The  vesicles  vary  much  in  size  depending 
upon  the  degree  of  the  edema  and  the  presence  or 
absence  of  degenerative  changes.  Microscopic  character- 
istics of  a mole  are  hydropic  degeneration  of  the  villous 
stroma,  a result  of  the  avascularity  of  the  bleb.  This 
feature  is  in  marked  contrast  to  the  numerous  capil- 
laries present  in  the  young  villi  of  a normal  placenta. 
There  may  be  also  active  trophoblastic  proliferation. 

This  case  exhibits  the  usual  history  of  a benign 
hydatidiform  mole  in  that  there  was  vaginal  bleeding 
for  one  month  prior  to  her  hospital  admission.  The 
uterus  was  also  enlarged  beyond  the  period  of  gesta- 
tion and  a flat  plate  of  the  abdomen  did  not  reveal  a 
fetal  skeleton.  Toxemia  of  pregnane)  occurring  early 
is  very  suggestive  of  a hydatidiform  mole.  The  signs  of 
hyperemesis  gravidarum  may  occur  with  a mole,  but 
the  diagnostic  significance  of  this  is  not  known. 

The  treatment  of  a mole  consists  in  its  surgical  re- 
moval. Individual  considerations  are  given  in  that  a 
hydatidiform  mole  in  a very  elderly  patient  may  be 
treated  best  by  total  abdominal  hysterectomy.  Hysier- 
otomy  is  indicated  if  there  is  marked  uterine  enlarge- 
ment and  an  unfavorable  cervix.  In  the  vast  majority  of 
cases  vaginal  delivery  is  preferred,  followed  by  uterine 
curettage  immediately  or  after  the  infection  is  con- 
trolled, but  always  before  the  patient  is  discharged. 
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At  uterine  curettage  an  effort  is  made  to  obtain  super- 
ficial and  deep  uterine  scrapings  which  are  placed  in 
separately  labeled  specimen  bottles.  This  may  be  of 
some  help  in  determining  whether  or  not  the  mole 
is  malignant. 

The  important  point  in  treatment  of  a hydatidiform 
mole  is  the  follow-up  examination.  A Friedman  preg 
nancy  test  should  be  made  every  two  weeks  until  nega- 
tive, then  every  two  months  until  tests  have  been  nega- 
tive for  one  year.  Chorionic  gonadotrophin  assay,  if 
available,  is  helpful  in  the  follow-up  examination  of 
a hydatidiform  mole  particularly  as  related  to  treat- 
ment since  it  gives  an  idea  of  the  status  of  trophoblastic 


growth.1 

The  importance  of  not  becoming  pregnant  during 
this  follow-up  period  should  be  stressed  to  tbe  patient. 
If  the  pregnancy  test  becomes  positive  after  being 
negative,  or  if  irregular  vaginal  bleeding  occurs,  then 
another  dilatation  and  curettage  is  mandatory.  If  fol- 
lowing this  a positive  pregnancy  test  persists,  then 
hysterectomy  is  indicated. 

Summary:  A case  of  hydatidiform  mole  is  presented 
The  importance  of  the  routine  follow-up  examination 
is  stressed. 

Reference 

I Delfs,  E.  : Obst.  C.ynec.  9:1,  1957. 


PRESIDENT’S  PAGE 

File  total  number  of  doctors  in  the  United  States  is  over  215,000.  This  figure 
includes  151,000  engaged  in  private  practice;  6,700  engaged  in  research  and 
teaching;  28,000  interns,  residents  and  physicians  engaged  in  hospital  administra- 
tion; 8,000  physicians  retired  or  not  in  practice  and  20,000  in  government  service. 

There  is  one  practicing  physician  for  each  8-14  people.  Each  year  over  6,000 
additions  to  the  medical  profession  as  compared  to  3,000  deaths  shows  a physician- 
population  increase  of  3,000. 

In  Dr.  O.  B.  Mayer’s  analysis  of  physicians  in  1956,  he  showed  the  physician- 
patient  ratio  in  the  Piedmont  area  of  South  Carolina  to  be  1: 1400,  in  the  Pee  Dee 
section  1:1265,  and  the  Coastal  area  1:1196.  It  is  obvious  that  this  deficiency  in 
our  state  must  be  met  by  graduating  more  doctors.  Our  medical  school  wisely 
foresaw  this  need  and  is  now  graduating  80  doctors  per  year.  Better  care  of  our 
patients  can  also  be  had  by  more  efficient  organization  of  the  individual  practice 
and  this  will  be  discussed  next  month. 

Since  we  are  so  far  behind  in  our  percentage  of  doctors,  it  behooves  us  to 
encourage  especially  our  own  local  young  men  to  enter  medicine  and  to  give 
our  personal  support  to  our  medical  and  pre-medical  colleges. 

D.  L.  Smith,  M.D.,  Pres. 

South  Carolina  Medical  Association 
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Editorials 


THE  ASIAN  INFLUENZA 

Influenza,  called  by  a variety  of  national 
names  over  the  centuries,  has  taken  its  latest 
descriptive  title  from  the  country  in  which  it 
has  appeared  recently,  and  seems  to  be  on  the 
way  to  reaching  us.  Perhaps  it  destined  to 
achieve  pandemic  proportions.  By  good  for- 
tune the  current  variety  appears  to  be  less 
formidable  than  that  disease  which  some  of  us 
remember  unhappily  as  the  scourge  of  1918 
and  thereabouts. 

Public  health  officials  urge  us  to  lie  on  the 
lookout  for  the  vanguard  of  cases,  and  promise 
us  later  help  from  vaccines.  The  symptoms  as 
described  abroad  are  somewhat  indefinite,  and 
it  may  be  hard  to  distinguish  our  usual  spor- 
adic cases  from  the  first  real  Asian  invasion, 
but  we  should  be  alert  to  the  coming  of  the 
enemy. 

If  this  epidemic  materializes  and  even  if  the 
severity  of  the  infection  increases,  we  can  feel 
some  security  in  the  promising  and  promised 
vaccine,  and  in  the  virtues  of  the  antimicrobial 
drugs  for  complications.  For,  the  uncompli- 
cated infections  the  latter  have  no  value,  and 
indiscriminate  use  would  probably  do  great 
harm  in  producing  resistant  secondary  in- 
vaders. 

If  the  epidemic  comes,  we  would  do  well  to 
withhold  our  powerful  drugs  until  they  are 
really  needed,  and  we  would  do  well  to  call 
the  disease  “influenza”,  not  “the  flu”,  nor  “the 
virus”.  The  public  is  a bit  scornful  and  skepti- 
cal of  both  of  these  overworked  terms. 


DR.  CLARK  OF  LOUISIANA 
Out  of  the  recent  news  of  the  catastrophic 
storm  that  struck  Cameron,  Louisiana,  comes 
the  heroic  story  of  Dr.  Cecil  Clark.  Dr.  Clark 
administered  continuously  for  over  twenty- 
four  hours  to  the  sick  and  injured  in  a make- 
shift hospital,  not  knowing  the  fate  of  his 
family,  although  he  had  good  reason  to  be- 
lieve that  they  might  have  perished  in  the  tidal 
wave  that  struck  the  town.  Later,  he  was  to 
learn  that  three  of  his  children  had  been  lost 


and  his  wife  had  miracuously  survived  after 
having  been  swept  twenty  miles  away  by  flood 
waters. 

Rarely  does  a doctor  have  to  undergo  the 
double  ordeal  of  rendering  emergency  treat- 
ment under  hazardous  conditions  over  a pro- 
longed period  of  time  and  at  the  same  time 
know  his  family  is  in  dire  peril  almost  within 
his  reach.  To  us.  Dr.  Clark  exemplified  the 
highest  degree  of  medical  integrity  that  we 
know  anything  about.  The  noble  qualities  of 
duty,  devotion,  and  sacrifice  of  a long-time 
medical  practice  were  telescoped  into  the 
space  of  two  days. 

We  think  that  Louisiana  has  an  excellent 
candidate  in  Dr.  Clark  for  the  American  Medi- 
cal Association  award  to  the  “General  Prac- 
titioner of  the  Year.” 

The  people  of  Louisiana,  and  the  medical 
profession  of  this  country,  can  justly  be  proud 
of  Dr.  Clark’s  performance.  Long  may  the 
likes  of  him  exist  in  the  medical  profession. 

H.  S.  Gilmore,  M.D. 


DECHERD  GUESS 

Somewhat  over  ten  years  ago,  following  in- 
tensive study  by  the  Committee  on  Medical 
Service  of  this  Association,  Dr.  Dechard  Guess, 
Chairman,  the  concept  of  Blue  Cross  Insurance 
was  accepted  and  a bill  was  introduced  in  the 
South  Carolina  legislature  to  enable  the  es- 
tablishment of  a non-profit  insurance  organiza- 
tion. In  1948  the  bill  was  passed  and  arrange- 
ments were  proceeding  toward  a final  form.  In 
the  following  year  details  were  arranged,  and 
a plan  was  set  up,  and  in  April  1950  the  first 
member  was  enrolled.  At  this  same  time  the 
Blue  Shield  organization  was  added  to  the 
plan. 

During  all  this  time  the  man  behind  the 
scheme,  the  man  at  the  helm,  and  the  man  in 
advance,  has  been  Dr.  Decherd  Guess  of 
Greenville.  He  has  been  the  spirit  and  force 
in  the  whole  development.  In  the  process  of 
fighting  for  what  he  has  conceived  as  a most 
valuable  contribution  to  medicine  in  our  state. 
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he  has  not  unnaturally  come  against  opposi- 
tion from  various  quarters,  and  in  adhering 
to  his  convictions,  has  no  doubt  antagonized 
many  people  who  did  not  see  eye  to  eye  with 
him.  Throughout  this  whole  time  Dr.  Guess 
has  rendered  the  most  unselfish  service  at  no 
small  cost  to  himself.  He  has  held  up  the  prin- 
ciples of  plans  with  constant  fairness  and  clar- 
ity. Decisions  which  may  have  caused  com- 
plaint among  some  of  the  subscribing  physi- 
cians have  always  been  made  with  the  general 
benefit  of  the  patient  and  the  profession  in 
mind,  and  never  have  been  based  on  any  per- 
sonal prejudice.  Those  people  who  have  been 
associated  with  him  on  the  several  boards  and 
in  the  details  of  operation  have  the  highest 
opinion  of  his  dedicated  service  and  his  ener- 
getic perseverance  toward  accomplishing  what 
we  have  today. 

At  the  end  of  these  ten  years  and  more  of 
wise  and  energetic  handling  of  a situation 
which  has  not  always  appeared  happy  or  satis- 
factory, Decherd  Guess  is  now  stepping  down 
from  the  position  of  Medical  Director.  His 
successor  must  be  an  able  man  to  fill  his  shoes. 
The  Association  and  those  outside  of  the  As- 
sociation owe  a great  debt  to  him  for  what  he 
has  done  to  bring  these  non-profit  insurance 
plans  to  their  present  state.  Through  the  years 
many  changes  have  become  necesary,  and  no 
doubt  changes  will  be  required  periodically 
to  keep  things  abreast  of  the  times.  It  is  doubt- 
ful that  anyone  could  have  done  a better  job 
over  the  past  years  than  has  the  retiring  di- 
rector, and  it  is  hoped  that  his  wise  presence 
will  be  available  in  the  background  for  those 
who  are  to  carry  on  his  work. 


FIFTY  YEARS  OF  SERVICE 
li  happens  that  several  of  our  members  have 
arrived  at  that  point  on  the  long  road  of  serv- 
ice to  their  profession  and  to  their  patients 
where  fifty  years  lies  behind  them  and  years 
of  useful  activity  before  them.  These  are  truly 
veterans  of  the  hard  fight,  of  times  when  they 
had  ter  adjust  themselves  to  a new  kind  of 
medicine,  and  to  physical  difficulties  which 
now  have  passed  largely  from  the  scene.  Theirs 
are  lives  devoted  to  their  work,  and  full  of 
achievement.  In  their  several  communities 
they  have  been  honored  heartily  and  fully. 


There  is  Dr.  j.  L.  Valley  of  Pickens,  who 
came  from  Michigan  to  live  with  us,  beginning 
practice  May  1,  1907.  Dr.  G.  P.  Vincent  of 
Laurens,  a graduate  of  the  University  of  Mary- 
land has  reached  the  fifty-year  mark  in  prac- 
tice. Dr.  E.  H.  Moore  of  Newberry,  a native 
of  Spartanburg  county  started  his  work  in 
1907,  and  went  through  the  hardships  of  a 
rural  area  where  bridges  and  roads  were  scarce 
and  bad.  Dr.  j.  1.  Bedenbaugh  cal  Prosperity 
is  another  of  the  semi  centennial  practitioners. 
Dr.  James  W.  Davis,  a native  and  resident  of 
Clinton,  has  exceeded  the  others  in  the  dura- 
tion of  his  01  years  of  practice. 

Long  may  they  till  live  and  prosper  in  the 
sunshine  of  their  careers. 


THE  LOSING  EIGHT  FOR  LIBERTY 

On  page  25  of  the  J.A.M.A.  for  May  18,  1957 
appears  an  article  with  the  fascinating  title, 
“Report  to  the  Chamber  of  Commerce  of  the 
United  States  and  the  National  Association  of 
Manufacturers”  by  William  L.  McGrath.  The 
writer  will  wager  that  if  you  did  not  know 
who  Mr.  McGrath  was  and  knew  nothing 
about  the  ILO,  this  was  exactly  as  far  as  you 
got  in  reading  the  article,  which  is  a pity  since 
it  is  probably  the  most  important  article  in 
this  issue  of  the  J.A.M.A.  both  as  regards  medi- 
cine and  freedom.  This  article  is  to  try  to 
furnish  background  for  those  who  are  not 
familiar  with  the  situation  in  the  Internation- 
al Labor  Organization. 

The  International  Labor  Organization, 
commonly  called  the  ILO,  is  an  old,  compara- 
tively unknown,  and  utterly  frustrating  battle- 
ground for  those  who  fight  for  personal  free- 
dom. The  ILO  was  founded  in  1919  under  the 
authority  of  the  Versailles  Treaty  and  the 
League  of  Nations.  It  was  set  up  by  charter  as 
a tripartite  body.  Its  members  were  to  be 
nations,  and  each  nation  was  to  have  4 repre- 
sentatives, 2 representing  government,  1 rep- 
resenting management,  and  1 representing 
labor.  The  government  representatives  were 
obviously  nominated  by  the  government  in 
power,  the  management  representative  was  to 
be  nominated  by  free  industry,  and  the  labor 
representative  was  to  be  nominated  by  free 
labor  organizations.  The  purpose  of  the  ILO 
as  originally  stated  was  to  work  for  improved 


290 


The  Journal  of  the  South  Carolina  Medical  Association 


working  conditions  for  laboring  men  through- 
out the  world,  and  in  particular  for  merchant 
seamen.  Since  the  death  of  the  League  of  Na- 
tions, the  ILO  has  become  associated  with  the 
United  Nations  in  a rather  peculiar  way  which 
leaves  it  an  independent  body  with  head- 
quarters in  Geneva  where  it  has  a permanent, 
full  time  professional  staff.  It  has  greatly  ex- 
panded its  activities  so  that  they  are  now 
world-wide,  and  no  longer  devotes  itself  ex- 
clusively to  working  conditions  but  to  govern- 
mental activities  of  all  sorts  leading  in  general 
to  socialization  of  industry  in  all  nations  and 
to  uniformity  of  conditions  in  general 
throughout  the  world.  It  does  this  by  means  of 
“recommendations”  and  “conventions”,  the 
latter  of  which  are  submitted  to  the  member 
nations  for  ratification  as  treaties;  and  in  the 
case  of  the  United  States,  if  ratified,  have  the 
force  of  treaties  and  therefore  override  our 
own  Constitution  should  there  be  conflicts. 

The  scope  of  subjects  now  covered  defies  the 
imagination.  The  writer  would  simply  cite 
two  instances  dealing  with  medicine.  Three 
or  four  years  ago  one  committee  debated  all 
day  on  the  subject  of  milk  for  nursing  babies. 
It  was  first  decided  that  each  company  should 
allow  a nursing  mother  to  nurse  her  baby  one 
hour  a day,  on  company  time,  of  course.  The 
debate  that  took  all  day  was  whether  she 
should  have  two  one-half  hour  periods  or  one 
hour  period  to  nurse  her  baby.  It  was  also 
determined  that  mothers  should  be  given  a 
subsidy  for  their  nursing  babies,  and  since  it 
would  be  unfair  to  penalize  a mother  for  hav- 
ing her  own  milk,  all  mothers  would  receive 
the  subsidy  whether  their  baby  was  on  the 
bottle  or  one  the  breast. 

Another  item  which  will  only  be  mentioned 
had  to  do  with  “minimum  standards  of  medi- 
cal  care”.  This  expressed  the  opinion  that 
each  member  nation  should  provide  the  ncces- 
sities  of  life  for  all  of  its  inhabitants  under 
“every  biological  contingency”.  The  writer 
would  merely  like  to  call  attention  to  the  fact 
that  the  word  used  was  inhabitants  and  not 
citizens,  and  that  the  phrase  “every  biological 
contingency"  is  quite  a broad  one.  If  our  Sen- 
ate should  ratify  this  proposed  convention,  we 
would  have  socialized  medicine  right  then. 

The  reader  will  understand  that  the  two 


instances  cited  are  in  no  way  a typical  or  un- 
usual, but  are  characteristic  of  the  proposals 
advanced  by  the  ILO.  A great  deal  of  the 
debating  time  is  devoted  to  vilifying  the  pri- 
vate system  of  free  enterprise,  and  government 
and  management  representatives  from  other 
countries  state  openly  that  they  are  working 
for  socialism  and  do  not  understand  free 
enterprise. 

Because  of  this  position,  the  United  States 
management  delegate,  Mr.  McGraft,  for  sev- 
eral years  had  advocated  that  we  should  with- 
draw from  the  ILO  it  things  did  not  change 
for  the  better.  In  December  1955  he  plainly 
recommended  that  we  should  withdraw.  The 
immediate  cause  for  this  was  that  Russia, 
which  had  formerly  been  a member  of  the 
ILO  had  resigned  through  failure  to  pay  its 
tines,  returned  to  membership  in  1954  bring- 
ing with  it  3 satellite  countries.  Because  the 
USSR  is  considered  to  be  3 countries,  with  3 
sets  of  delegates,  these  6 sets  of  delegates  ob- 
viously outvoted  the  United  States  hands 
down.  The  United  States  employer  and  em- 
ployee delegations  took  the  position  that  it  was 
perfectly  proper  to  seat  the  Russian  govern- 
ment delegates,  but  that  the  Russian  employer 
and  employee  delegates  were  not  representa- 
tive of  free  industry  and  free  labor  and  there- 
fore were  not  entitled  to  be  seated.  This  matter 
was  referred  to  a committee  and  was  debated 
for  a year  and  a half.  Mr.  McGrath’s  report  in 
the  JAMA  discloses  that  at  the  end  of  a year 
and  a half  the  committee  refused  to  take  ac- 
tion on  the  proposition  and  recommended 
further  investigation  of  an  issue  that  is  crystal 
c lear.  He  also  mentions  that  while  the  United 
States  employer  delegate  voted  in  principle 
for  the  disqualification  of  the  Russian  em- 
ployer and  employee  delegates,  the  United 
States  labor  delegate  voted  to  scat  them  and 
(he  United  States  government  both  spoke  and 
voted  to  seat  them. 

Mr.  McGrath’s  report  is  technically  a report 
to  the  National  Association  of  Manufacturers 
and  the  United  States  Chamber  of  Commerce 
because  they  choose  the  employer  delegate.  He 
recommends  that  we  get  out.  He  recommend- 
ed this  last  year  and  both  of  the  above  organ- 
izations wrote  most  remarkable  resolutions 
stating  that  the  ILO  was  no  good  and  other 


August,  1957 


291 


things  but  that  we  should  try  for  one  more 
year.  According  to  Dan  Smoot,  this  was  be- 
cause the  United  States  government  put  the 
pressure  on  them  that  they  should  not  get 
out  because  if  they  did  they  would  embarrass 
the  government  in  its  foreign  relations. 

This  is  a fascinating  subject  and  if  you  are 
sufficiently  interested  you  can  get  much  more 
information  by  writing  to  Mr.  William  I,. 
McGrath  who  is  the  President  of  the  William- 
son Heating  Company,  3500  Madison  Road, 
Cincinnati,  Ohio. 

Thomas  Parker,  M.D. 


DRUGS  ARE  NOT  ENOUGH 

During  the  past  two  years  an  important 
scientific  achievement  has  been  made  in  the 
fight  against  mental  illness— the  successful  use 
of  drugs  in  the  treatment  of  the  mentally  ill. 
These  drugs  have  been  hailed  as  a valuable 
adjunct  in  the  treatment  of  mental  disorders. 
With  them  patients  who  were  not  amenable 
to  psychotherapy  because  they  were  “out  of 
touch  with  reality”  can  now  be  reached  by 
psychiatrists.  Once  disturbed  wards  are  now 
quiet.  Little  restraint  is  now  needed.  Reports 
have  come  is  which  tell  of  the  recovery  of  pa- 
tients with  whom  all  other  treatment  methods 
had  failed. 

Hut  a note  of  caution  is  issued  with  these 
reports.  They  point  out  that  these  drugs  are 
not  effective  with  all  mental  illnesses,  that 
they  don't  work  on  all  patients,  and  that  they 
do  only  part  of  the  job.  To  be  effective,  they 
must  be  accompanied  by  psychotherapy. 

So  these  drugs  are  not  a “cure-all”  or  an 
“end-all”  to  mental  illness,  even  though  they 
do  present  a hopeful  picture  for  the  treatment 
of  the  mentally  ill. 

More  research  is  needed  to  fully  explore 
the  use  and  limitations  of  these  drugs— because 
some  side  effects  have  been  reported  in  their 
use.  More  research  is  needed  to  develop  new 
treatment  methods.  More  personnel  is  needed 
(in  the  thousands)  to  administer  techniques 
we  already  know.  But  more  than  that,  thous- 
ands of  additional  psychiatrists  are  needed 
to  treat  patients  and  to  carry  on  research. 

The  need  for  these  measures  is  urgent  and 
it  can  only  be  met  through  public  interest  and 
action.  In  an  effort  to  meet  this  need,  during 


the  month  of  May,  500  state  and  local  affiliates 
of  the  National  Association  for  Mental  Health 
conducted  a campaign  for  members  and  funds. 

The  mentally  ill  can  come  back.  But  to  do 
so  they  need  our  help— desperately.  Let’s  help 
them  by  joining  and  supporting  the  organiza- 
tions working  in  their  behalf. 

Medical  Advisory  Board  to  the  Crippled  Chil- 
dren’s Society'  of  S.  C. 

3 year  terms 


Dr.  J.  T.  Green,  Chairman 

Columbia 

Dr.  J.  I.  Waring,  Co-chairman 

Charleston 

Dr.  J.  A.  Siegling 

Charleston 

Dr.  W.  Weston,  Jr. 

Columbia 

Dr.  Charles  Hanna 

Spartanburg 

2 year  terms 

Dr.  Julian  Price 

Florence 

Dr.  F.  E.  Kredel 

Charleston 

Dr.  G.  D.  Johnson 

Spartanburg 

Dr.  Guv  Castles 

Columbia 

Dr.  H.  Mims 

Charleston 

1 year  terms 

Dr.  Sam  Lowe 

Bock  Hill 

Dr.  J.  Bell 

Greenwood 

Dr.  W.  O.  Whetsell 

Orangeburg 

Dr.  T.  M.  Goldsmith 

Greenville 

Dr.  T.  lL  Gaines 

Anderson 

Dr.  D.  L.  Smith,  ex-officio 

Spartanburg 

REPORT  ON  ACTIONS  OF 
THE  HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
106th  ANNUAL  MEETING 
JUNE  3-7,  1957 
NEW  YORK  CITY 

New  York,  June  7 — Revision  of  the  Principles  of 
Medical  Ethics,  relations  with  the  United  Mine 
Workers  of  America  Welfare  and  Retirement  Fund, 
the  federal  government’s  Medicare  program,  new 
standards  for  medical  schools,  a new  statement  on 
occupational  health  programs  and  the  issue  of  Social 
Security  benefits  for  physicians  were  among  the  wide 
variety  of  subjects  acted  upon  by  the  House  of  Dele- 
gates at  the  American  Medical  Association’s  106th 
Annual  Meeting  held  June  3-7  in  New  York  City. 

Dr.  Gunnar  Gundersen  of  La  Crosse,  Wis.,  member 
of  the  A.M.A.  Board  of  Trustees  since  1948  and  chair- 
man for  the  past  two  years,  was  unanimously  chosen 
president-elect  for  the  year  ahead.  Dr.  Gundersen, 
who  also  was  first  chairman  of  the  Joint  Commission 
on  Accreditation  of  Hospitals  from  1951  to  1953,  will 
succeed  Dr.  David  B.  Allman  of  Atlantic  City. 

The  House  of  Delegates  voted  the  1957  Dis- 
tinguished Service  Award  of  the  American  Medical 
Association  to  Dr.  Tom  Douglas  Spies,  head  of  the 
department  of  nutrition  and  metabolism  at  North- 
western University  Medical  School,  Chicago,  and 
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director  of  the  nutrition  clinic  at  Hillman  Hospital, 
Birmingham,  Ala.,  for  his  outstanding  contributions  to 
the  science  of  human  nutrition.  For  only  the  third 
time  in  A.M.A.  history,  the  House  also  voted  a special 
citation  to  a layman  for  outstanding  service  in  ad- 
vancing the  ideals  of  medicine  and  contributing  to  the 
public  welfare.  Recipient  of  this  award  was  Henry 
Viscardi,  Jr.  of  West  Hempstead,  N.  Y.,  founder  and 
president  of  Abilities,  Inc.,  which  employs  only 
severely  disabled  persons. 

New  Principles  of  Medical  Ethics 

The  House  approved  the  long-discussed  revision  of 
the  Principles  of  Medical  Ethics,  originally  submitted 
at  the  1956  annual  meeting  in  Chicago.  The  final  ver- 
sion, presented  by  the  Council  on  Constitution  and 
Bylaws  and  then  amended  by  reference  committee  and 
House  discussions  in  New  York,  now  reads  as  follows: 
“PREAMBLE 

“These  principles  are  intended  to  aid  physicians 
individually  and  collectively  in  maintaining  a high 
level  of  ethical  conduct.  They  are  not  laws  but  stand- 
ards by  which  a physician  may  determine  the  pro- 
priety of  his  conduct  in  his  relationship  with  patients, 
with  colleagues,  with  members  of  allied  professions, 
and  with  the  public. 

“Section  1. — The  principal  objective  of  the  medical 
profession  is  to  render  service  to  humanity  with  full 
respect  for  the  dignity  of  man.  Physicians  should  merit 
the  confidence  of  patients  entrusted  to  their  care, 
rendering  to  each  a full  measure  of  service  and  de 
votion. 

“Section  2. — Physicians  should  strive  continually  to 
improve  medical  knowledge  and  skill,  and  should 
make  available  to  their  patients  and  colleagues  the 
benefits  of  their  professional  attainments. 

“Section  3. — A physician  should  practice  a method 
of  healing  founded  on  a scientific  basis;  and  he  should 
not  voluntarily  associate  professionally  with  anvone 
who  violates  this  principle. 

“Section  4. — The  medical  profession  should  safe- 
guard the  public  and  itself  against  physicians  deficient 
in  moral  character  or  professional  competence.  Physi- 
cians should  observe  all  laws,  uphold  the  dignity  and 
honor  of  the  profession  and  accept  its  self-imposed 
disciplines.  They  should  expose,  without  hesitation, 
illegal  or  unethical  conduct  of  fellow  members  of  the 
profession. 

“Section  5. — A physician  may  choose  whom  he  will 
serve.  In  an  emergency,  however,  he  should  render 
service  to  the  best  of  his  ability.  Having  undertaken 
the  care  of  a patient,  he  may  not  neglect  him;  and 
unless  he  has  been  discharged  he  may  discontinue  his 
services  only  after  giving  adequate  notice.  He  should 
not  solicit  patients. 

“Section  6. — A physician  should  not  dispose  of  his 
services  under  terms  or  conditions  which  tend  to  inter- 
fere with  or  impair  the  free  and  complete  exercise  of 
his  medical  judgment  and  skill  or  tend  to  cause  a de- 
terioration of  the  quality  of  medical  care. 

“Section  7. — In  the  practice  of  medicine  a physician 


should  limit  the  source  of  his  professional  income  to 
medical  services  actually  rendered  by  him,  or  under 
his  supervision,  to  his  patients.  His  fee  should  be  com- 
menurate  with  the  services  rendered  and  the  patient’s 
ability  to  pay.  He  should  neither  pay  nor  receive  a 
commission  for  referral  of  patients.  Drugs,  remedies  or 
appliances  may  be  dispensed  or  supplied  by  the  phv- 
ician  provided  it  is  in  the  best  interests  of  the  patient. 

“Section  8. — A physician  should  seek  consultation 
upon  request;  in  doubtful  or  difficult  cases;  or  when- 
ever it  appears  that  the  quality  of  medical  service  may 
be  enhanced  thereby. 

“Section  9. — A physician  may  not  reveal  the  con- 
fidences entrusted  to  him  in  the  course  of  medical  at- 
tendance, or  the  deficiencies  he  may  observe  in  the 
character  of  patients,  unless  he  is  required  to  do  so 
by  law  or  unless  it  becomes  necesary  in  order  to  pro- 
tect the  welfare  of  the  individual  or  of  the  com- 
munity. 

“Section  1 0. — The  honored  ideal  of  the  medical  pro- 
fession imply  that  the  responsibilities  of  the  physician 
extend  not  only  to  the  individual,  but  also  to  society 
where  these  responsibilities  deserve  his  interest  and 
participation  in  activities  which  have  the  purpose  of 
improving  both  the  health  and  the  well-being  of  the 
individual  and  the  community.” 

In  approving  the  new  Principles  of  Medical  Ethics, 
the  House  of  Delegates  also  reaffirmed  the  “Guides 
for  Conduct  for  Physicians  in  Relationships  with  In- 
stitutions,” adopted  in  1951,  and  requested  the  Board 
of  Trustees  to  devise  and  initiate  a campaign  to 
educate  both  physicians  and  the  general  public  to  the 
dangers  inherent  in  the  illegal  corporate  practice  of 
medicine  in  its  various  forms. 

Guides  for  Relations  with  UMWA  Fund 

In  a key  action  on  the  basic  issue  of  third-party 
intervention,  as  it  affects  the  patient’s  free  choice  of 
physician  and  the  physician’s  method  of  remuneration, 
the  House  adopted  the  “Suggested  Guides  to  Relation- 
ships Between  State  and  County  Medical  Societies  and 
the  United  Mine  Workers  of  America  Welfare  and 
Retirement  Fund,”  which  were  submitted  by  the 
A.M.A.  Committee  on  Medical  Care  for  Industrial 
Workers.  In  approving  the  guides,  the  House  also 
recommended  that  the  Board  of  Trustees  study  the 
feasibility  and  possibility  of  setting  up  similar  guides 
for  relations  with  other  third-party  groups  such  as 
management  and  labor  union  plans. 

The  statement,  which  outlines  both  medical  society 
and  UMWA  responsibilities,  contains  these  “General 
Guides”: 

“1.  All  persons,  including  the  beneficiaries  of  a 
third-party  medical  program  such  as  the  UMWA 
Funds,  should  have  available  to  them  good  medical 
care  and  should  be  free  to  select  their  own  physicians 
from  among  those  willing  and  able  to  render  such 
service. 

“2.  Free  choice  of  physician  and  hospital  by  the 
patient  should  be  preserved: 

“a.  Every  physician  duly  licensed  by  the  state 
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to  practice  medicine  and  surgery  should  be 
assumed  at  the  outset  to  be  competent  in 
the  field  in  which  he  claims  to  be,  unless 
considered  otherwise  by  his  peers. 

“b.  A physician  should  accept  only  such  terms 
or  conditions  for  dispensing  his  serv  ices  as 
will  insure  his  free  and  complete  exercise 
of  independent  medical  judgment  and  skill, 
insure  the  quality  of  medical  care,  and 
avoid  the  exploitation  of  his  services  for 
financial  profit. 

“c.  The  medical  profession  does  not  concede  to 
a third  party  such  as  the  UMWA  Welfare 
and  Retirement  Fund  in  a medical  care 
program  the  prerogative  of  passing  judg- 
ment in  the  treatment  rendered  by  physi- 
cians, including  the  necessity  of  hospital- 
ization, length  of  stay,  and  the  like. 

“3.  A fee-for-service  method  of  payment  for  physi- 
cians should  be  maintained  except  under  unusual  cir- 
cumstances. These  unusual  circumstances  shall  be  de- 
termined to  exist  only  after  a conference  of  the  liaison 
committee  and  representatives  of  the  Fund. 

“4.  The  qualifications  of  physicians  to  be  on  the 
hospital  staff  and  membership  on  the  hospital  staffs  is 
to  be  determined  solely  by  local  hospital  staffs  and  by 
local  governing  boards  of  hospitals.” 

The  Medicare  Program 

'I'he  House  considered  three  resolutions  dealing 
with  the  federal  government’s  Medicare  program  for 
the  dependents  of  servicemen.  The  delegates  adopted 
one  resolution  condemning  any  payments  under  the 
Medicare  program  “to  or  on  behalf  of  any  resident, 
fellow,  intern  or  other  house  officer  in  similar  status 
who  is  participating  in  a training  program.”  Govern- 
ment sanction  of  such  payments,  the  House  declared, 
would  give  impetus  to  the  improper  corporate  practice 
of  medicine  by  hospitals  or  other  nonmedical  bodies. 
Such  proposals,  the  House  added,  would  violate  tradi- 
tional patterns  of  American  medical  practices,  seriously 
aggravate  problems  of  hospital-physician  relationships, 
encourage  charges  by  hospitals  for  residents’  services 
to  patients  not  under  the  Medicare  program,  and 
create  a variety  of  additional  problems  in  such  areas 
as  medical  licensure  and  health  insurance. 

In  another  action  on  Medicare,  the  House  recom- 
mended that  the  decision  on  type  of  contact  and 
whether  or  not  a fee  schedule  is  included  in  future 
contract  negotiations  should  be  left  to  individual  state 
determination.  In  this  connection,  however,  the  House 
restated  the  A.M.A.  contention  that:  the  Dependent 
Medical  Care  Act  as  enacted  by  Congress  does  not 
require  fixed  fee  schedules;  the  establishment  of  such 
schedules  would  be  more  expensive  than  permitting 
physicians  to  charge  their  normal  fees,  and  fixed  fee 
schedules  would  ultimately  disrupt  the  economics  of 
medical  practice. 

The  House  also  suggested  that  the  A.M.A.  attempt 
to  have  existing  Medicare  regulations  amended  to  in- 
corporate the  Association’s  policy  that  the  practice  of 


anesthesiology,  pathology,  radiology  and  physical 
medicine  constitute  the  practice  of  medicine,  and  that 
fees  for  services  by  physicians  in  these  specialties 
should  be  paid  to  the  physician  rendering  the  services. 

New  Statement  on  Medical  Schools 

To  replace  the  “Essentials  of  an  Acceptable  Medical 
School,”  initially  approved  by  the  House  of  Delegates 
in  1910  and  most  recently  revised  in  1951,  the  House 
adopted  a new  statement  entitled  “Functions  and 
Structure  of  a Modern  Medical  School.”  Presentation 
oi  the  document  followed  a year  of  careful  studv  by 
the  Council  on  Medical  Education  and  Hospitals  in 
collaboration  with  the  Association  of  American  Medi- 
cal Colleges. 

Occupational  Health  Programs 

'Fhe  House  also  approved  a new  statement  on  the 
"Scope,  Objectives  and  Functions  of  Occupational 
Health  Programs,”  submitted  through  the  Board  of 
Trustees  by  the  Council  on  Industrial  Health.  The 
Board  report  to  the  House  said:  “The  statement  de- 
scribes and  defines  orthodox  in-plant  medical  programs 
as  understood  in  this  country  today  and  distinguishes 
clearly  between  such  programs  and  the  various  plans 
lor  comprehensive  medical  care  of  the  sick.  It  should 
help  to  resolve  misunderstandings  concerning  the 
specialty  of  occupational  medicine.” 

Social  Security  for  Doctors 

Two  resolutions  favoring  compulsory  inclusion  of 
physicians  in  the  federal  Social  Security  system  and 
another  one  calling  for  a nationwide  referendum  of 
A.M.A.  members  on  the  issue  were  rejected  by  the 
House.  The  delegates  reaffirmed  their  opposition  to 
compulsory  coverage  of  physicians  under  the  Old  Age 
and  Survivors  Insurance  provisions  of  the  Social 
Security  Act.  They  also  recommended  a strongly  step- 
ped-up informational  program  of  education  which  will 
reach  every  member  of  the  Association,  explaining  the 
reasons  underlying  the  position  of  the  House  of  Dele- 
gates on  this  issue.  The  House  at  the  same  time  re- 
affirmed its  support  of  the  Jenkins-Keogh  Bills. 

Miscellaneous  Actions 

In  considering  66  resolutions  and  many  additional 
reports  from  the  Board  of  Trustees,  councils  and  com- 
mittees, the  House  also: 

Urged  a more  careful  screening  of  television  and 
radio  patent  medicine  advertisements; 

Directed  the  Board  of  Trustees  to  investigate  the 
indiscriminate  use  of  stimulants  such  as  amphetamine, 
particularly  in  relation  to  athletic  programs; 

Commended  the  Law  Department  for  its  special 
report  on  professional  liability  and  urged  state  and 
county  medical  societies  to  establish  claims  prevention 
programs  and  to  show  the  new  film,  “The  Doctor  De- 
fendant”; 

Opposed  tlie  establishment  of  any  further  veterans’ 
facilities  for  the  care  of  non-service-connected  illnesses 
of  veterans; 

Condemned  the  compulsory  assessment  of  medical 
men  and  staff  members  by  hospitals  in  fund-raising 
campaigns; 
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Commended  the  television  program,  Dr.  Hudson's 
Secret  Journal,  its  producers  and  its  star,  Mr.  John 
Howard,  for  an  outstanding  contribution  to  the  public 
interest  and  welfare. 

Opening  Session 

At  the  Monday  opening  session  Dr.  Dwight  Murray, 
retiring  A.M.A.  president,  stressed  the  triple  theme  of 
the  personal  touch  in  medicine,  the  necessity  for  free- 
dom in  medical  practice  and  the  need  for  professional 
unity.  Dr.  Allman,  then  president-elect,  warned  against 
the  dangers  of  third-part  contractual  agreements  in- 
volving fixed  fee  schedules.  The  Goldberger  Award  in 
nutrition  research  was  presented  to  Dr.  Paul  Gyorgv 
of  Philadelphia.  An  A.M.A.  citation  was  awarded  to 
Parke-Davis  & Company  for  its  continuing  series 
of  institutional  advertisements  telling  the  story  of 
medicine  and  medical  progress.  Dr.  H.  G.  Weiskotten, 
who  retired  after  many  years  as  chairman  of  the  Coun- 
cil on  Medical  Education  and  Hospitals,  received  two 
bound  volumes  of  letters  of  appreciation  and  also  an 
ovation  from  the  House  of  Delegates. 

Inaugural  Ceremony 

Dr.  Allman,  in  his  Tuesday  night  inaugural  address, 
declared  that  the  physician  is  constantly  striving  for 
a balance  between  personal,  human  values,  scientific 
realities  and  the  inevitabilities  of  God’s  will.  The  in- 
augural ceremony,  which  was  telecast  over  Station 
WABD-TV  in  New  York,  included  presentation  of  the 
Distinguished  Service  Award  to  Dr.  Spies  and  the 
special  layman’s  citation  to  Mr.  Viscardi.  Also  taking 
part  in  the  program  was  the  United  States  Army 
Chorus  of  Washington,  D.  C. 

At  the  Wednesday  session  of  the  House  the  Illinois 
State  Medical  Society  made  a record  state  society  con- 
tribution to  the  American  Medical  Education  Founda- 
tion by  turning  over  $170,450  to  Dr.  Louis  H.  Bauer 
of  New  York,  foundation  president. 


MEDICAL  CIVIL  DEFENSE  REPORT 

by  SAMUEL  H.  FISHER,  M.D. 

Member  of  Council,  Greenville,  South 
Carolina  Civil  Defense  Committee 
The  fifth  annual  National  Medical  Civil  Defense 
Conference  sponsored  by  the  Council  on  National  De- 
fense of  the  American  Medical  Association  was  held 
in  New  York  City  on  June  1,  1957  in  conjunction  with 
the  June  meeting  of  the  American  Medical  Association. 

Chairman  Harold  S.  Diehl  of  the  Council  on  Na- 
tional Defense  spoke  urging  medical  groups  to  take 
leadership  in  planning  programs  for  Civil  Defense, 
especially  at  the  state  and  local  levels.  Congressman 
Chet  Holificld  of  California  spoke  about  the  work  his 
congressional  sub-committees  have  been  doing  partic- 
ularly in  evaluating  the  effectiveness  of  the  Federal 
Civil  Defense  Administration.  Fie  stated  that  before 
the  days  of  the  hydrogen  bomb,  Civil  Defense  meant 
protecting  selected  groups  of  the  population,  but  in 
the  new  era  Civil  Defense  means  protection  for  the  en- 
tire population  and  Civil  Defense  has  a hard  job  in 
keeping  up  with  atomic  technology'.  It  is  his  opinion 


that  the  preservation  of  the  safety  of  our  people  is  a 
constitutional  responsibility  of  the  Federal  Government 
and  under  this  responsibility  the  F.  C.  D.  A.  has  an 
important  task. 

Mr.  Jack  C.  Greene,  Director  of  the  Radiologic  De- 
fense Division  of  the  Health  Office  of  F.  C.  D.  A. 
spoke  on  radiation  hazards  and  the  changing  concept  of 
F.  C.  D.  A.  responsibilities.  He  presented  the  findings 
worked  out  under  a hypothetical  multiple  atom  and 
hydrogen  bomb  attack  on  the  United  States,  stating 
that  while  the  attack  was  hypothetical  it  could  be 
considered  a minimum  attack.  He  stated  that  he 
thought  movement  of  people  during  the  period  of 
fall-out  deposition  should  not  be  done  because  of  the 
difficulty  of  knowing  where  to  move  them.  Under  a 
multiple  attack  it  was  his  feeling  that  some  places  in 
the  country  will  not  be  habitable  for  months,  or 
years  depending  on  factors  of  decay,  weathering,  and 
decontamination  of  radioactive  fall-out.  In  considering 
the  food  situation,  he  felt  planning  must  include  ag- 
ricultural divisions  because  the  agricultural  situation 
would  certainly  be  affected  by  a multiple  bomb  attack. 
The  factors  affecting  agriculture  and  food  supply, 
would  be  health  of  the  farmer,  of  his  stock,  and  sus- 
ceptibility of  plant  life.  Animals  are  usually  not  well 
protected  and  plants,  while  not  primarily  affected,  serve 
to  carry  radiation  to  animals  and  to  man.  It  was  his 
feeling  that  each  organization  of  Civil  Defense  must 
have  radiation  sections  and  that  each  of  these  must 
be  inter  related. 

Considering  radiation  measurement,  Mr.  Greene  felt 
that  radiation  measurement  of  fall-out  should  be 
thought  to  be  about  as  inaccurate  as  trying  to  measure 
the  amount  of  snowfall  by  making  just  a few  selected 
measurements.  He  pointed  out  that  radioactive  fall- 
out behaves  very  much  like  snow  with  the  fall-out 
piling  up  in  places  much  like  snow  drifts.  In  addition 
to  local  and  state  monitoring,  fixed  station  and  area 
monitoring  is  needed.  All  Air  Force  bases  have  fixed 
monitoring  stations  and  Civil  Defense  is  trying  to 
bring  weather  stations  into  the  picture  for  constant 
monitoring. 

Mr.  John  Lynch  of  F.  C.  1).  A.  discussed  public 
shelters.  It  was  his  feeling  that  a great  many  lives  can 
be  saved  by  adequately  built  public  shelters.  Even 
considering  large  thermonuclear  devices,  Mr.  Lynch 
felt  shelters  will  save  many  lives  of  the  three-fifths  of 
the  population  under  danger  of  direct  blast.  Forty-five 
to  sixty  per  cent  of  people  in  blast  areas  could  be 
saved  with  a public  shelter  program  if  people  could 
get  into  the  shelters  within  a fifteen  minute  warning 
time.  In  the  case  of  a 20  megaton  bomb,  people  in 
shelters  could  probably  be  evacuated  within  a week  if 
rapid  transportation  were  available  and  if  adequate 
support  teams  of  engineers  for  clearing  the  way  could 
be  brought  into  action. 

Dr.  M.  M.  Van  Sandt,  Director  of  the  Medical  Care 
Division  of  the  Health  Office  of  F.  C.  D.  A.  described 
the  old  plans  of  Civil  Defense  concerned  with  20 
kiloton  bombs.  Under  these  plans  one  could  expect 
eight  million  total  casualties  with  a 70  area  bombing. 
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With  20  megaton  bombs  in  one  trial  pattern  it  was  es- 
timated that  twenty-four  million  casualties  would  be 
seen.  He  pointed  out  that  Ci\il  Defense  hospitals  must 
take  into  consideration  the  care  of  casualties  as  well  as 
non-casualty  illnesses  because  most  civilian  hospitals 
would  probably  be  put  out  of  commission  by  such 
bombing.  Considering  the  time  necessary  to  allow  de- 
cay and  weathering  to  reduce  the  r output  and  allow 
"stay  times”  which  would  not  be  above  the  minimum 
for  personnel  health,  C.  D.  medical  installations  must 
be  placed  far  away  from  where  the  bombing  is  apt  to 
take  place.  With  a 20  kiloton  bomb  the  hospital  could 
be  set  up  five  miles  from  ground  zero,  with  a 20  mega- 
ton bomb  air-burst  the  distance  could  be  ten  to  fifteen 
miles,  and  with  a 20  megaton  bomb  ground  burst  the 
distance  would  have  to  be  at  least  forty  miles  from 
ground  zero.  The  figures  he  gives  do  not  consider 
downwind  variations  of  fall-out  which  would,  of 
course,  make  the  distances  considerably  greater.  To 
show  the  size  of  the  problem  he  states  that  in  case  of 
total  bombing  at  least  28,000  two  hundred  bed  units 
of  Civil  Defense  hospitals  would  be  necessary  in  spite 
of  strict  restrictions  in  hospital  admissions,  and  rapid 
hospital  discharges. 

Dr.  Van  Sandt  discussed  the  present  thinking  of 
F.  C.  D.  A.  about  medical  care  plans  and  described  the 
various  units.  These  are,  (1)  the  emergency  treatment 
station  whose  function  is  first  aid  anti  essential  surgery, 
and  as  a holding  place  for  non-effective  casualties; 
(2)  the  C.  D.  emergency  hospital  which  provides  a 
minimum  of  medical  and  surgical  equipment  for 
emergency  care,  (3)  an  expansion  unit  whose  function 
is  to  provide  out-patient  care,  further  emergency  surgi- 
cal and  medical  care,  and  diagnostic  services,  and 
(4)  specialty  units  for  the  function  of  dental,  G.  U., 
gastrointestinal,  EENT,  neurosurgical  and  chest  care. 
It  is  Dr.  Van  Sandt’s  feeling  that  emergency  treatment 
stations  should  be  put  at  the  least  twenty  miles  from 
target  sites  and  preferably  25  to  45  miles  radius  from 
target  sites  in  places  which  are  protected  from  blast  and 
thermal  effects. 

Dr.  Eugene  P.  Cronkite  of  the  Brookhaven  National 
Laboratory  described  the  effects  of  radiation  and  of  the 
possibilities  of  survival.  Generally  the  large  doses  of 
radiation  (in  the  neighborhood  of  6,000  r received 
in  a short  time)  affect  the  central  nervous  system  pro- 
ducing nausea,  vomiting,  ataxia,  respiratory  difficulty, 
and  convulsions;  this  amount  of  radiation  is  fatal 
within  a few  hours.  Lesser  doses  produce  effects  upon 
the  gastrointestinal  system  and  are  fatal  within  three 
to  seven  days.  Still  lower  doses  produce  slight  nausea 
and  vomiting  and  then  the  patients  feel  well,  only 
later  to  develop  a pancytopenia.  He  felt  that  with  more 
than  800  r received  in  a short  time  survival  is  im- 
probable; with  200  to  800  r,  survival  is  possible  but 
there  is  an  untreated  mortality  in  this  group  of  about 
50  per  cent.  With  less  than  200  r being  received  sur- 
vival is  probable. 

Dr.  Cronkite  pointed  out  that  vast  compromises 
would  have  to  be  made  in  taking  care  of  the  casualties 
of  nuclear  warfare.  He  feels  medical  care  will  be  very 


primitive  and  the  public  should  be  trained  in  medical 
care  so  that  they  can  help  themselves  and  each  other. 

Major  General  James  P.  Cooney,  Deputy  Surgeon 
General  of  the  Department  of  the  Army  spoke  of  the 
need  for  first  aid.  self  aid  and  "buddy  aid”  in  the  army 
in  case  of  atomic  warfare.  He  feels  that  austere  medical 
services  will  be  the  order  of  the  day  and  that  primi- 
tive medicine  will  be  a necessity.  He  spoke  of  the 
great  need  for  moderation  in  equipment  and  supplies, 
feeling  that  the  refinements  of  civil  medical  care  are 
not  applicable  in  this  kind  of  warfare.  General  Cooney 
stated  that  the  lessons  learned  in  World  War  II  con 
cerning  the  care  of  wounded  would  be  even  more  ap 
plicable  in  a future  war  which  involved  atomic  weapons 
and  would  also  be  applicable  as  far  as  civilian  popula- 
tion is  concerned.  Lite  concept  of  taking  care  of  the 
less  seriously  wounded  or  sick  people  first  so  they  can 
return  to  their  jobs,  while  making  the  seriously  wound- 
ed anil  the  seriously  ill  patients  more  comfortable,  is  a 
philosophy  of  treatment  which  the  army  accepts  but 
which  civilian  authorities  probably  would  have  diffi- 
culty accepting.  He  feels  that  in  case  of  national  dis 
aster  the  best  surgeons  available  would  spend  their 
time  deciding  which  patients  should  be  treated  im- 
mediately and  which  should  be  made  comfortable.  This 
would  mean  that  the  physician  who  has  had  little 
surgical  training  would  be  the  one  called  upon  to 
carry  out  care  for  those  who  need  immediate  treat 
ment.  General  Cooney  pointed  out  the  importance  of 
evaluating  people  and  treating  people  who  have  been 
subjected  to  radiation  and  radioactive  fall-out  by  their 
symptoms  and  not  by  radiation  detection  devices.  It  is 
difficult  for  a soldier  or  civilian  who  is  told  that  he 
cannot  gel  more  than  0.3  of  an  r per  week  to  under- 
stand that  he  can  be  expected  to  take  100  r or  1,000  r 
in  time  of  battle. 

Summary 

The  meeting  of  the  fifth  annual  National  Medical 
Civil  Defense  Conference  held  in  New  York  concerned 
itself  primarily  with  the  problem  of  radiation  and 
radioactive  fall-out.  The  speakers  pointed  out  the 
changing  feelings  about  Civil  Defense  in  the  presence 
of  tremendous  radioactive  warfare.  The  concepts  of 
medical  care  of  thermonuclear  device  casualties  must 
be  changed  to  keep  up  with  the  technology'  of  the  de- 
vices themselves.  It  is  inconceivable  that  anything 
approaching  our  present  high  standards  of  medical 
care  could  be  expected  following  mass  attack;  primitive 
medicine  and  surgery  would  be  the  order  of  the  day. 
The  establishment  of  large  shelter  areas,  strategically 
placed  in  large  population  centers,  would  doubtless 
save  many  lives.  The  placement  of  Civil  Defense  and 
emergency  hospitals  to  remote  areas  is  a necessity  be- 
cause of  the  tremendous  effects  of  the  bombs  themselves 
on  highly  populated  areas  as  well  as  the  effects  of 
radioactive  fall-out  on  those  expected  to  work  in 
hospitals. 

When  one  considers  the  fact  that  large  areas  of  the 
country  may  be  made  uninhabitable  for  months  or 
years  after  atomic  attack,  that  hospitals  and  medical 
support  facilities  must  be  placed  forty  or  fifty  miles 
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away  from  points  of  blast,  that  medicine  in  the  face  of 
atomic  attack  will  be  most  primitive,  and  when  one 
considers  how  poorly  prepared  we  are  at  the  moment 
to  take  care  of  mass  casualties  and  the  tremendous 
problem  of  radioactive  fall-out,  one  wonders  at  the 
futility  of  even  thinking  seriously  about  any  problem  of 
Civil  Defense.  But  if  one  does  not  consider  the  prob- 
lem and  try  to  find  solutions  to  it.  there  is  no  hope 
for  any  of  us  in  event  of  atomic  attack.  Only  by  con- 
sidering the  problem  with  a common  sense  approach 
and  seeking  answers  can  we  have  any  hope  for  life,  let 


alone  the  American  way  of  life.  Most  of  the  previous 
crises  which  have  affected  our  country  have  been 
characterized  by  the  feeling  that  it  can’t  happen  here 
and  finally  the  realization  dawns  that  it  is  happening 
here;  following  this  realization  we  characteristically 
rise  to  the  situation  with  tremendous  efforts  of  in- 
genuity and  personal  sacrifice.  There  are  very  few  who 
believe  that  a tremendous  atomic  disaster  is  not  pos- 
sible and  we  certainly  can  do  much  to  prevent  un- 
imaginable chaos  and  loss  of  life  by  preparing  for 
disaster  at  the  present  time. 


BLUE  CROSS 


BLUE  SHIELD 


The  annual  meeting  of  the  Board  of  Directors  was 
held  in  Columbia  on  J line  9.  1957.  The  officers  elected 
to  serve  the  Plan  for  the  ensuing  year  were:  Dr. 
Ceorge  Dean  Johnson,  president;  Dr.  John  Siegling, 
vice  president:  Dr.  Charles  J.  Lemmon,  secretary;  and 
Mr.  J.  D.  Ashmore,  treasurer. 

Following  the  election  of  officers,  President  Johnson 
announced  the  members  of  standing  committees,  as 
follows: 

Central  Professional  Service  Committee: 

Dr.  John  A.  Siegling,  Chairman 

Dr.  A.  C.  Bozard 

Dr.  Charles  J.  Lemmon,  Jr. 

Dr.  Joseph  P.  Cain,  Jr. 

Dr.  [.  Harold  Jameson 
Dr.  Wyman  King 
Dr.  William  Prioleau 
Dr.  Cathcart  Smith 
The  President,  ex  officio 
Joint  Operations  Committee: 

Dr.  J.  Dechcrd  Guess,  Chairman 
Mr.  M.  L.  Meadors 
Mr.  A.  Preston  Nisbet 
Dr.  Capers  I..  Peterson 
Mr.  George  A.  Buchanan 
Executive  Director,  ex  officio 
Joint  Audit  & Finance  Committee: 

Mr.  Wilton  F.  May,  Chairman 
Dr.  J.  D.  Ashmore 
Mr.  Graham  Scgars 
Dr.  Lesesne  Smith,  Jr. 

The  President,  ex  officio 
Contract  Committee: 

Mr.  M.  I..  Meadors,  Chairman 
Mr.  Frank  Adams 
Dr.  John  A.  Siegling 
Mr.  J.  Harold  Flpting 
Medical  Director,  ex  officio 
Executive  Director,  ex  officio 
Executive  Committee: 

The  President 
The  Vice  President 


The  Treasurer 
The  Secretary 

Chairman  of  the  Central  Professional  Committee 
The  duties  of  the  Central  Professional  Service  Com- 
mittee as  stated  in  the  bylaws,  which  bylaws  have  been 
promulgated  and  altered  from  time  to  time  by  the 
Corporation  (the  House  of  Delegates  of  the  South 
Carolina  Medical  Association),  are  in  part  as  follows: 
Supervision  over  medical  aspects  of  all  matters 
relating  to  the  extent  and  classification  of  medical 
benefits  to  be  furnished  to  subscribers,  the  de- 
termination of  income  groups  eligible  to  become 
subscribers,  and  the  compensation  or  fee  schedule 
to  be  paid  participating  physicians.  All  rules  and 
regulations  of  the  Plan  relating  to  the  above  mat- 
ters shall  be  initiated  by  this  committee.  They  shall 
be  subject  to  review  at  all  times  by  the  Council  of 
the  South  Carolina  Medical  Association  in  an 
advisory  capacity. 

Thus  it  is  readily  understood  that  the  Central 
Professional  Service  Committee  is  a very  powerful  and 
a very  important  committee,  and  one  that  is  designed 
to  protect  the  interests  of  the  medical  profession,  and 
to  speak  for  it  in  all  matters  which  involve  benefits 
and  compensation  for  services  rendered  by  it  to  mem- 
bers of  the  Plan. 

Dr.  Johnson  has  appointed  a very  strong  committee 
and  one  which  will  have  the  confidence  of  the  medical 
profession. 

The  Central  Professional  Service  Committee  was  in- 
structed to  undertake  at  once  a careful  review  of  the 
current  fee  schedule.  In  this  study,  it  was  asked  to 
seek  advice  from  the  several  organized  groups  of  South 
Carolina  doctors.  It  was  also  asked  to  work  with  the 
committee  on  contracts,  a committee  charged  with  the 
task  of  studying  contractual  benefit  coverages. 

The  task  of  providing  and  maintaining  a physicians’ 
fee  schedule  is  no  easy  one.  It,  perhaps,  would  not  be 
so  difficult  if  its  sole  or  principal  duty  was  to  establish 
a schedule  of  fees  that  would  wholly  satisfy  the  doc- 
tors. However,  the  task  involves  far  more  than  that. 
\ot  only  must  the  schedule  be  acceptable  to  the  doc- 
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tors,  but  it  must  also  meet  actuarial  requirements  anti 
be  covered  by  the  membership  dues  charged  the 
members;  and  finally,  if  the  Plan  is  to  continue  to 
operate,  these  dues  charged  members  must  result  in 
a contract  which  will  sell.  Thus  it  shall  be  necessary 
for  the  fee  schedule  to  be  subjected  to  actuarial  analysis 
in  order  to  determine  what  membership  dues  will  be 
necessary  to  sustain  it.  Then  the  necessary  sustaining 
membership  dues  must  be  studied  by  the  sales  depart- 
ment in  an  effort  to  evaluate  the  salability  of  the 
proposed  contract  benefits. 

I he  several  studies  will  be  carried  out  in  that  order. 
Allowable  compromises  will  be  considered.  If  it  shall 
be  determined  that  a contract  cannot  be  written  which 
will  sell  for  a price  which  will  support  a fee  schedule 
acceptable  to  the  doctors,  there  arc  only  three  possible 
alternatives: 

Benefit  coverages  will  have  to  be  decreased  so  that 
cost  of  the  contract  can  be  lowered,  while  still  main- 
taining the  fee  allowances  for  the  services  retained. 

Benefit  coverages  may  be  maintained  or  even  in- 
creased, membership  dues  may  be  maintained  or  even 
reduced,  and  service  benefits  may  be  eliminated,  along 
with  reduction  of  fees,  but  changing  them  to  cash 
indemnification,  with  the  physician  retaining  the  right 
to  charge  the  patient  the  difference  between  the  in- 
demnification and  his  usual  charges. 

Finally,  as  a last  alternative,  the  Plan  can  either 
purposely  liquidate,  or  it  can  fail  by  a withering 
process. 

Our  Plan  is  already  a mixed  service  benefit— cash 
indemnification  type.  Medical  (non-surgical)  and 
diagnostic  x-ray  benefits  are  not  service  benefits. 
Should  all  service  benefits  be  eliminated,  the  Plan 
would  become  in  effect  a commercial  insurance  com 
pany.  It  may  come  to  that.  The  attitude  of  the  doctors 
regarding  the  size  of  fees  with  which  they  will  be 
satisfied  is  the  primary  determining  factor.  Some  of 
them  are  suggesting  that  the  Preferred  Contract  be 
made  wholly  an  indemnification  contract. 

The  basic  Blue  Shield  concept  is  paid-in-full  service 
benefits  for  families  within  selected  income  limits.  It  is 
also  a basic  principle  that  assigned  fees  be  equal  to 
about  two-thirds  of  the  average  fees  charged  families 
within  the  selected  income  limits.  Experience  seems  to 
have  indicated  that  doctors  actually  collect  more,  even 
though  the  fees  are  only  two-thirds  their  usual  fees, 
than  they  would  if  the  patient  did  not  have  Blue 
Shield.  However,  for  that  principle  to  work  out  satis- 
factorily, a practice  should  include  a realistic  number 
of  Blue  Shield  members. 

Population  and  income  studies  seem  to  indicate  that 
about  one-third  of  our  population  have  family  incomes 
over  S5000-S6000  a year.  Economic  studies  seem  to 
indicate  that  families  with  incomes  of  $5000-$6000 
a year,  although  their  standard  of  living  is  definitely 
higher  than  that  of  lower  income  groups,  are  no  more 
able  to  meet  the  expenses  of  unexpected  and  unpre- 
pared-for  catastrophies  than  those  in  the  lower  groups. 
It  is  probably  true  that  they  can  borrow  more  readily 
when  necessary— but  they  do  not  borrow  to  pay  doctor 


bills. 

Thus  it  would  appear  to  me  that  there  is  little,  if 
any,  more  justification  in  denying  service  benefits  to 
the  family  with  an  income  not  over  §6000  than  to  the 
family  with  an  income  not  over  $4000.  Furthermore, 
after  more  than  35  years  of  attempting  to  establish  and 
to  maintain  realistic  fees  in  my  own  practice,  I am 
convinced  that  if  1 had  a considerable  group  of  patients 
with  incomes  of  not  over  $0000,  I would  collect  more 
money  from  them  under  our  present  $300  schedule 
than  I would  had  they  no  insurance  coverage,  and 
more  than  I would  had  they  commercial  insurance 
coverage  with  its  indemnity  schedule  rather  than  one 
based  on  relative  values. 

Just  as  the  independent  and  ruggedly  individualistic 
pioneers  had  to  forego  their  individualism  and  to 
develop  cooperation  in  order  to  meet  fundamental  po- 
litical, economic,  and  cultural  needs,  so  independent 
and  ruggedly  individualistic  doctors,  in  order  to  suc- 
cessfully meet  the  economic  changes  and  those  in 
public  attitudes,  must  give  up  some  of  their  independ- 
ence and  must  develop  a high  degree  of  cooperation 
and  some  degree  of  group  discipline.  Even  so,  they, 
like  the  early  pioneers,  will  not  have  to  give  up  any 
basic  freedoms. 

J.  Decherd  Guess 

Medical  Director 


Since  1900  heart  disease  has  become  more  than  ever 
a disease  of  middle  and  old  age,  Health  Information 
Foundation  says.  Today  about  70  percent  of  all  deaths 
from  this  disease  take  place  at  ages  65  and  over,  and 
another  25  percent  between  the  ages  of  45  and  64. 


The  death  rate  from  pneumonia,  influenza  and 
tuberculosis  has  dropped  about  90  per  cent  since  1900 
in  tlie  United  States,  Health  Information  Foundation 
reports.  HIF  attributes  the  improvement  to  medical 
advances,  particularly  new  drugs,  and  to  better  living 
conditions. 


DEATHS 


DR.  LACY  WOOD  CORBETT 
Dr.  Lacy  Wood  Corbett,  66  years  of  age,  died 
suddenly  on  May  8th,  at  the  United  States  Veterans 
Hospital,  Fayetteville,  N.  C.  He  had  been  in  declining 
health  for  the  past  three  years. 

Dr.  Corbett  was  born  in  Bishopville,  S.  C.,  and 
received  his  education  in  the  Bishopville  Schools, 
Clemson  College  and  was  a graduate  of  the  Medical 
College  of  S.  C.,  class  of  1915. 

In  World  War  I he  served  as  a Captain  in  the 
Medical  Corps  overseas  with  the  79th  Division,  where 
he  was  in  active  service.  He  was  wounded  and  gassed 
in  the  Battle  of  the  Argonne  Forest  and  received  the 
Purple  Heart  and  Loraine  Cross. 

Dr.  Corbett  practiced  medicine  in  Little  Rock, 
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S.  C.,  and  Goldsboro,  N.  C.,  and  became  affiliated 
with  the  Veterans  Administration  in  1931.  He  served 
in  Boston,  Mass.,  Aspinwall,  Pa.,  and  in  1940  was 
transferred  to  Fayetteville,  N.  C.,  where  he  served 
with  the  U.  S.  Veterans  Hospital  until  he  retired  in 
December  1955. 


DR.  SAM  J.  MORROW 

In  the  peach  and  apple  country  town  of  Inman, 
South  Carolina,  a 56-year-old  physician  died.  The  doc- 
tor was  Sam  J.  Morrow. 

He  was  not  prominent  except  to  the  5,000  residents 
of  Inman,  which  is  11  miles  northwest  of  Spartanburg. 
Few  people  outside  of  Inman  ever  knew  him:  he  was 
simply  known  in  a small  area  as  a good  physician.  He 
practiced  in  Inman  for  exactly  30  years  and  it  was  there 
that  he  married  and  raised  his  family— three  sons  and  a 
daughter. 

His  thoughts,  words  and  kindly  deeds  endeared  him 
to  everyone.  When  he  passed  away  after  a 48-hour  ill- 
ness, Inman's  weekly  newspaper.  The  Times,  published 
one  of  the  finest  tributes  to  a doctor  that  we  have  seen. 

A big  four-column  picture  appeared  on  the  front 
page  of  the  paper  which  has  a circulation  of  3,000. 
Underneath  was  a eulogy  entitled  "Keep  Your  I.ight 
On— So  We  Can  Find  You.” 

A woman  patient,  a Spartanburg  doctor  and  Mrs. 
Preston  Bell,  editor  of  the  Inman  Times  for  20  years, 
collaborated  in  writing  the  tribute  to  Dr.  Sam,  as  he 
was  called. 

"It  was  on  May  6 that  Dr.  Sam,  one  of  Inman’s  two 
doctors,  died,”  Mrs.  Bell  said,  “and  that  day  was  one  of 
the  saddest  that  this  little  town  has  ever  known.  Within 
an  hour  after  his  passing,  men  and  women  stood  in 
groups  on  street  corners  and  many  were  seen  weeping. 
His  funeral  was  (he  town’s  largest.  The  Spartanburg 
minister,  who  conducted  the  service,  said  he  had 
helped  to  bury  two  state  senators  at  large  funerals,  but 
Dr.  Sam’s  was  the  biggest  he  had  ever  witnessed.” 

The  story  behind  the  eulogy  was  simple,  as  she  pul 
it,  because  "he  was  a fine  doctor  to  all  of  us." 

Her  paper’s  tribute  to  Dr.  Morrow  follows: 

E\ery  heart  in  this  little  town  and  surrounding  coun- 
try-side weeps  over  the  death  of  our  beloved  friend  and 
doctor  Samuel  Jerome  Morrow. 

It  would  be  difficult  to  find  a family  in  this  territory 
in  whose  home  he  has  not  visited  during  the  small 
hours  of  the  night— watching  over  some  sick  child  or 
mother  who  needed  him. 

The  confidence  his  patients  felt  in  him  acted  as  an 
antibiotic  for  all  their  ills.  The  moment  he  entered  a 
sick  room— the  tension  seemed  to  lessen  and  anxiety 
seemed  to  fade  away.  He  was  never  in  a hurry— never 
loo  busy  to  come  when  he  was  needed  and  never 
questioned  whether  or  not  the  bill  would  be  paid. 

One  could  look  into  his  tired  eyes  at  times  and  know 
that  he  was  having  a difficult  time,  but  never  a word 
about  it  from  him.  He  was  reticent— slow  to  commit 


himself— but  when  he  did  so  you  could  rely  upon  his 
decision  as  being  honest  and  straightforward.  His  in- 
terest in  bis  patients  was  something  greater  than  pro- 
fessional. He  had  a deep  personal  interest  in  every- 
thing that  touched  the  lives  of  those  with  whom  he 
came  in  contact. 

He  loved  his  family  and  they  shall  be  protected  by 
the  happiness  of  memories.  He  loved  his  church,  his 
profession  and  his  community  and  was  loyal  to  each 
of  them.  It  can  be  said  of  him  as  was  said  of  old  in 
regard  to  the  Great  Physician,  “He  went  about  doing 
good.” 

God  must  have  known  how  tired  he  was— so  He  called 
him  home  to  rest.  We  have  no  cause  to  mourn— be- 
cause his  spirit  shall  live  on  in  those  who  love  him. 

Not  long  ago  a faithfid  colored  servant  in  this  com- 
munity, whose  home  is  one  of  several  in  a row  of 
tenant  houses,  received  a letter  from  Dr.  Morrow  which 
stated,  “When  you  call  me  during  the  night,  keep  your 
outside  light  on  so  I can  find  you.” 

If  those  of  us  who  are  left  behind  could  speak  to  hint 
up  there  in  that  haven  of  rest  I am  confident  that  we 
would  say  as  he  did,  “Keep  your  light  on  so  we  can 
find  you." 

From  the  Secretary’s  Letter 
American  Medical  Association 


ANNOUNCEMENTS 


PROGRAM  FOR  1957 
ANNUAL  MEETING  OF  THE 
SOUTH  CAROLINA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF 
GENERAL  PRACTICE 
October  3,  1957 

"Acute  Nephritis  in  Childhood” 

Dr.  Weston  M.  Kelsey,  The  Bowman -Gray  School  of 
Medicine 

"Obstetrical  Management  of  the  Primigravid  Woman” 
Dr.  Isadore  Dyer,  Tulane  University  School  of  Medicine 
"Dermatologic  Therapy  in  General  Practice” 

Dr.  Harry  M.  Robinson,  University  of  Maryland  School 

of  Medicine 

“Left  Heart  Failure” 

Dr.  Benjamin  Manchester,  Washington,  D.  C. 

"Uses  and  Limitations  of  Tranquilizing  Drugs” 

Dr.  David  R.  Hawkins,  The  University  of  North  Caro- 
lina School  of  Medicine 
Luncheon— 1 : 00  p.m. 

Speaker— Mr.  Porter  W.  Carswell.  Waynesboro,  Georgia 
“Pyelonephritis  in  Childhood” 

Dr.  Weston  M.  Kelsey,  The  Bowman-Gray  School  of 
Medicine 

"Management  of  Emergencies  During  the  Third  Stage 
of  Labor  and  in  the  Immediate  Puerperium” 

Dr.  Isadore  Dyer,  Tulane  University  School  of  Medi- 
cine 

"The  Value  of  Anticoagulant  Therapy  in  Thromboem 
bolic  Disorders" 
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Dr.  Benjamin  Manchester,  Washington,  D.  C. 
"Accidental  Poisoning  in  Children” 

Dr.  Julian  Price,  Florence,  South  Carolina 
Cocktails— 6:30  p.m. 

Compliments  of  Mr.  Russell  Jones  and  Mr.  Park  Mc- 
Kinney of  the  B.  F.  Ascher  Company. 

Bancpiet— 8:00  p.m. 

Dr.  Malcolm  Phelps,  President 
American  Academy  of  General  Practice 


October  4,  1957 

“Newer  Drugs  in  Anesthesia” 

Dr.  G.  P.  Cone,  Orangeburg,  South  Carolina 
“Cardiac  Pain” 

Dr.  Edward  S.  Orgain,  Duke  University  School  of 
Medicine 

“Adult  Immunization  or  The  Neglected  Age  of  Man" 
Dr.  S.  F.  Ravenel,  Greensboro,  North  Carolina 
“Gallbladder” 

Dr.  R.  L.  Sanders,  Sanders  Clinic 
"The  Treatment  of  Hypertension" 

Dr.  Edward  S.  Orgain,  Duke  University  School  of 
Medicine 

Luncheon— 1 :00  p.m. 

2:30  p.m.— “The  G.  P.  as  the  Surgeon  Sees  Him” 

Dr.  R.  I..  Sanders,  Sanders  Clinic 
3:00  p.m— Annual  Meeting 


THE  NINTH  POSTGRADUATE  ASSEMBLY 

IN  ENDOCRINOLOGY  AND  METABOLISM 

Sponsored  by  The  Endocrine  Society,  The  Medical 

College  of  Georgia,  and  The  Medical  College  of 
Georgia  Foundation,  Inc. 

Augusta,  Georgia 
October  21-25,  1957 

The  faculty  will  consist  of  22  eminent  clinicians  and 
investigators  from  various  parts  of  the  country  in  the 
fields  of  endocrinology  and  metabolism.  The  course  is 
designed  to  cover  the  main  aspects  of  diagnosis  and 
therapy  in  the  field  of  endocrinology  and  metabolism 
for  the  physician  in  general  practice  and  for  those  in 
other  specialties  who  wish  to  have  a general  knowl- 
edge of  this  rapidly  growing  field. 

A syllabus  with  brief  abstracts  of  lectures  will  be 
available  to  the  registrants  at  the  time  of  the  As- 
sembly. 

The  course  has  been  approved  by  the  American 
Academy  of  General  Practice  for  35  credit  hours  in 
Category  1. 

For  further  information  concerning  the  program 
and  registration,  write  to  Dr.  Robert  B.  Greenblatt. 
Department  of  Endocrinology,  Medical  College  of 
Georgia,  Augusta,  Georgia.  Registration  is  limited  to 
100;  tuition  fee  is  $100.00.  Rooms  will  be  reserved 
for  the  students  and  faculty  at  the  Bon  Air  Hotel. 
Residents  and  fellows  will  be  admitted  for  $35.00. 


THE  SOUTH  CAROLINA  PEDIATRIC  SOCIETY 
TENTATIVE  PROGRAM 

On  Monday  evening,  September  9th,  a joint  meeting 
of  the  Columbia  Medical  Society  and  the  South  Caro- 
lina Pediatric  Society  will  be  held  at  the  Columbia 
Hotel.  A social  hour  will  begin  at  7:00  P.M.,  followed 
by  dinner,  and  the  scientific  session  will  begin  at  8:30 
P.M.  Dr.  Weston  M.  Kelsey,  Professor  and  Director  of 
the  Department  of  Pediatrics,  Bowman  Gray  School  of 
Medicine,  Winston-Salem,  N.  C..  and  Dr.  Frederick  C 
Robbins,  City  Hospital,  Cleveland,  Ohio,  will  be  the 
speakers  at  this  meeting.  Dr.  Kelsey  will  speak  on  the 
subject  “The  Diagnosis  of  Dwarfism  in  Childhood”. 
Dr.  Robbins  will  speak  on  "Viral  Infections  of  the 
Central  Nervous  System”. 

The  usual  Mead  Johnson  party  will  be  held  in  the 
Mead  Johnson  suite  following  adjournment  of  the 
Monday  night  meeting. 

On  Tuesday  morning,  September  10th,  the  usual 
breakfast  will  be  held,  either  sponsored  by  some  drug 
house,  or  a dutch  breakfast.  We  will  have  a local 
speaker  from  Charleston  and  one  from  Greenville  for 
the  Tuesday  morning  session.  The  usual  Similac  party 
and  the  usual  mid-day  luncheon  will  be  held  follow- 
ing the  morning  session. 

The  meeting  will  reconvene  at  2:00  Tuesday  after 
noon,  and  Dr.  Kelsey  will  speak  on  the  subject  “Hypo 
thyroidism  in  Childhood.”  Dr.  Robins  is  scheduled  to 
speak  at  this  session  on  “The  Diagnosis  of  Viral  In- 
fections". 


PROGRAM 

PIEDMONT  POST-GRADUATE 
CLINICAL  ASSEMBLY 
SEPTEMBER  18  19,  1957 
CLEMSON  HOUSE 
CLEMSON,  SOUTH  CAROLINA 
Wednesday,  September  18,  1957 
1 :50— Invocation:  Rev.  G.  j.  Lupo,  Pastor  Trinity 
Methodist  Church,  Anderson. 

2:00— Dr.  William  S.  Kroger,  Chicago,  Assoc.  Prof,  of 
OB.  ik-  Gynecology,  Chicago  Medical  School. 
"Hypnotherapy  in  Psychosomatic  Obstetrics  S: 
Gynecology.” 

3:00— Intermission 

3:15— Dr.  Thomas  R.  Gaines.  Past  President  S.  C.  Medi- 
cal Assoc.,  Anderson,  S.  C. 

“Glaucoma  in  General  Practice." 

3:45— Dr.  Arthur  Merrill.  Associate  Prof,  of  Clinical 
Medicine,  Emory  University. 

“Acute  Renal  Failure.” 

1:15— Dr.  Richard  Blumberg,  Dept,  of  Pediatrics,  Em- 
ory Univ. 

"Diagnosis  and  Management  of  Primary  Tuber- 
culosis in  Children.” 

4:45— Dr.  Charles  E.  Flowers,  Jr..  Associate  Prof,  of  OB. 
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& Gyn.,  University  of  N.  C. 

“Gynecological  Surgery  During  Childbearing 
Age.” 

5:45— Questions  and  answers. 

6:00— Social  hour. 

7:00— Banquet. 

8:00— Dr.  Godfrey  T.  Mann,  Chief  Medical  Examiner, 
State  of  Va.,  Richmond. 

“Forensic  Medicine:  The  New  Approach.” 
Thursday,  September  19,  1957 
2:00— Dr.  John  R.  Lewis,  Plastic  Surgeon,  Atlanta. 
“Injuries  of  the  Face.” 

2:30— Dr.  Robert  Lich,  Prof,  of  Urology,  University  of 
Louisville. 

“Bladder  Dysfunction.” 

3:00— Dr.  Arthur  Merrill: 

“Chronic  Renal  Problems.” 

3:45— Dr.  Richard  Blumberg. 

“Variations  in  Gamma  Globulin  Levels  and  Re- 
sistance to  Infection.” 

4:15— Dr.  H.  R.  Pratt-Thomas,  Med.  College  of  S.  C. 

Panel  Discussion:  Dr.  Charles  E.  Flowers  &:  Others. 
“Carcinoma  of  Cervix,  in  Situ.” 

5:15— Questions  and  answers. 

6:00— Social  hour. 

7:00— Banquet. 

8:00— Dr.  Robert  Lich,  Rose  E.  Rainer  Lecture. 
“Urologic  Cancer.” 


NEWS 


District  IV  of  The  American  College  of  Obstetricians 
and  Gynecologists  will  meet  in  Washington,  D.  C.  on 
October  4 and  5,  1957.  The  states  comprising  this 
District  are:  District  of  Columbia,  Florida,  Georgia, 
Maryland,  North  Carolina,  South  Carolina,  Virginia, 
West  Virginia,  Puerto  Rico  and  the  Virgin  Islands. 
Physicians  of  these  states  are  invited  to  attend  the 
scientific  and  social  functions  of  the  meeting.  Addi- 
tional information  may  be  obtained  by  writing  Frank 
R.  Lock,  M.D.,  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  North  Carolina,  District  Chairman,  or 
Robert  H.  Barter,  M.D.,  901  - 23rd  Street,  N.W.,  Wash- 
ington, D.  C.,  Chairman  of  the  Program. 


Dr.  Ben  M.  Miller  of  Columbia  has  been  elected 
chairman  of  the  Duke  National  Council  . . . His  elec- 
tion took  place  as  hundreds  of  graduates  returned  to 
Duke  l niversity,  Durham,  N.  C.,  for  commencement 
exercises. 


A portrait  of  Dr.  Charles  Holmes  Epting  was  un- 
veiled and  presented  by  his  patients  and  friends  to  the 
Columbia  Hospital  at  ceremonies  on  June  5. 

Doctor  Epting  has  been  engaged  in  the  practice  of 


orthopedic  surgery  in  Columbia  for  a number  of  years. 
He  was  born  July  19,  1899  in  Chapin.  He  received  his 
A.B.  degree  from  Newberry  College  in  1922  and  M.D. 
from  the  Medical  College  of  the  State  of  South  Caro- 
lina in  1927. 

Doctor  Epting  received  training  during  the  summers 
of  1925-26  at  the  Columbia  Hospital  and  interned  there 
in  the  year  1927.  He  served  as  industrial  physician 
(orthopedic  and  traumatic  surgery)  in  coal  fields, 
Stonega,  Va.,  in  1927-29,  was  assistant  S.  C.  State 
Orthopedist  from  1929  to  1933.  From  1933  to  1935 
he  was  house  surgeon  in  the  Columbia  Hospital.  Since 
1935  he  has  been  engaged  in  private  practice  as  an 
orthopedic  surgeon  in  Columbia. 

He  is  an  active  staff  member  of  the  Columbia  Hos- 
pital and  was  Chief  of  Staff  in  1949.  For  many  years  he 
has  been  a lecturer  in  the  orthopedic  surgery  nursing 
schools  of  the  Columbia  and  Baptist  Hospitals.  He  is 
an  active  staff  member  of  the  Baptist  Hospital,  Provi- 
dence Hospital  and  Good  Samaritan-Waverly  (colored) 
Hospital  of  Columbia. 

Doctor  Epting  was  originator  of  the  orthopedic  clinic 
and  staff  member  for  many  years  of  Johnson  Memor- 
ial Hospital,  Hemingway,  and  originator  and  staff 
member  of  the  orthopedic  clinic  of  Newberry  County 
Memorial  Hospital,  Newberry. 

He  is  assistant  local  company  Orthopedic  Surgeon, 
Southern  Railway  System,  Seaboard  Air  Line  Railway 
Company  and  Atlantic  Coast  Line  Railroad  Company. 
He  is  senior  fellow  of  the  Southeastern  Surgical  Con- 
gress and  member  of  the  Columbia  Medical  Society, 
president  of  the  Columbia  Medical  Society  in  1949, 
member  S.  C.  Medical  Association,  member  American 
Medical  Association,  member  South  Carolina  Ortho- 
pedic Association,  active  member  American  Association 
of  Railway  Surgeons  and  member  of  the  American 
Legion. 

Doctor  Epting  is  the  author  of  a number  of  articles 
on  orthopedic  problems. 


At  Bethune,  Dr.  and  Mrs.  R.  E.  Ackerman  were 
honored  at  a reception  on  May  21.  Over  150  people 
of  the  community  came  to  meet  the  town’s  new  doctor 
and  wife.  The  Ackermans  come  to  Bethune  from 
Moncks  Corner,  S.  C.  Dr.  Ackerman  completed  his 
service  with  the  U.  S.  Navy  in  April. 


The  state  Senate  has  confirmed  Gov.  Timmerman’s 
appointees  to  the  newly  created  board  of  trustees  for 
Whitten  Village,  the  state  institution  for  handicapped 
children  near  Clinton. 

Confirmed  were  R.  L.  Plaxico  of  Clinton,  Dr.  Julian 
Price  of  Florence,  W.  B.  Perrin  of  Greenville,  Dr. 
W.  H.  Lacey  of  Moncks  Corner  and  Dr.  Edwin  R.  Wal- 
lace of  Barnwell. 

C.  Ford  Rivers,  Jr.,  M.D.,  has  announced  the  open- 
ing of  his  office  for  the  practice  of  Cardiology  and 
Internal  Medicine  at  101  Rutledge  Avenue,  Charleston. 
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E.  M.  Colvin,  M.D.,  has  announced  the  association 
of  J.  V.  Jeffords,  M.D.,  in  the  practice  of  general  and 
thoracic  surgery.  711  North  Church  Street,  Spartan- 
burg. 


Dr.  James  Carson,  M.D.,  descendant  of  Kit  Carson, 
is  back  in  Seneca  to  set  up  an  office. 


Dr.  Judson  E.  Hair,  of  Due  West,  has  been  ap- 
pointed director  of  the  student  health  service  at  Clem- 
son  College. 

He  will  officially  succeed  Dr.  Robert  S.  Clarke,  Jr., 
who  resigned  June  1. 

Dr.  Clarke,  36,  native  of  Due  West,  has  accepted  an 
appointment  in  residency  at  the  Charleston  Medical 
College  Hospital  where  he  will  study  internal  medicine. 
Training  will  lead  to  work  as  a specialist. 

A former  associate  of  Dr.  W.  I..  “Buck”  Pressly  in 
Due  West,  Dr.  Clarke  went  to  Clcmson  last  September 
from  Stone,  Kentucky,  where  he  was  company  doctor 
for  the  Eastern  Coal  Company. 

Dr.  Hair,  32,  has  served  as  a community  physician 
in  Due  West  and  formerly  had  a general  practice  in 
Mayesville. 

A Columbia  native,  Dr.  Hair  attended  Clcmson  Col- 
lege in  1942-43,  before  entering  the  Air  Force.  Follow- 
ing service  he  enrolled  at  the  College  of  Charleston. 
He  entered  the  Medical  College  of  South  Carolina, 
graduated  in  1952  and  interned  at  Greenville  General 
Hospital  in  1952-53. 


A general  practitioner  who  has  established  an  office 
in  Anderson  is  Dr.  Bill  Ewing,  who  came  from  Wil- 
liamston  where  he  had  resided  for  a year. 

Dr.  Ewing  studied  pre-med  at  Wofford  College.  He 
received  his  degree  and  then  attended  the  Medical 
College  at  Charleston.  His  interning  was  done  at 
Greenville. 


At  a recent  meeting  of  the  Radiological  Society  of 
South  Carolina  held  in  Myrtle  Beach  the  following 
officers  were  elected:  William  A.  Klauber,  M.D.,  Green- 
wood, president:  Samuel  Fisher,  M.D.,  Greenville,  vice 
president;  Wayne  Reeser,  M.D.,  Conway,  secretary- 
treasurer. 


“Urology  Award— The  American  Urological  Associa- 
tion offers  an  annual  award  of  $1000  (first  prize  of 
$500,  second  prize  $300  and  third  prize  $200)  for  essays 
on  the  result  of  some  clinical  or  laboratory  research  in 
urology.  Competition  shall  be  limited  to  urologists 
who  have  been  graduated  not  more  than  ten  years,  and 
to  hospital  interns  and  residents  doing  research  work 
in  urology'. 

The  first  prize  essay  will  appear  on  the  program  of 
the  forthcoming  meeting  of  the  American  Urological 
Association,  to  be  held  at  the  Roosevelt  Hotel,  New 
Orleans,  Louisiana,  April  28-May  1.  1958. 

For  full  particulars  write  the  Executive  Secretary, 


William  1’.  Didusch,  1120  North  Charles  Street,  Balti- 
more, Maryland.  Essays  must  be  in  his  hands  before 
December  1,  1957.” 


The  people  of  Gray  Court  and  the  surrounding  com- 
munity paid  tribute  on  May  15,  to  William  T.  Pace, 
M.D.,  on  the  completion  of  40  years  of  continuous 
service  in  the  community. 

Dr.  Pace  began  his  practice  in  Gray  Court  in  1916, 
about  one  year  after  graduation  at  the  Medical  Col- 
lege of  South  Carolina.  He  spent  the  interim  as  an 
intern  at  the  South  Carolina  State  Hospital. 

He  was  born  April  13,  1890. 

For  about  20  years  Dr.  Pace  was  chief  of  staff  of  the 
Laurens  County  Hospital  in  Laurens  and  was  anesthet- 
ist at  the  same  hospital  for  about  eight  years  until  his 
resignation  about  six  months  ago. 

During  his  career  it  is  said  that  he  delivered  ap- 
proximately 4,000  babies. 


FEDERAL  AGENCIES  ACTING  ON  FAR  EAST 
INFLUENZA  THREAT. 

The  Public  Health  Service  and  the  Defense  Depart- 
ment have  taken  separate  steps  to  cope  with  the  Far 
East  influenza,  both  abroad  and  in  this  country.  Re- 
ports are  still  sketchy  on  the  progress  in  the  U.  S.  of 
the  disease,  which  is  caused  by  a new  strain  of  type 
A virus.  Mortality  rates  are  low,  but  the  attack  rate  in 
affected  areas  is  running  15  to  20  per  cent  of  popula- 
tion. 

A meeting  (the  third  in  two  weeks)  was  held  June  25 
with  representatives  of  the  American  Medical  Associa- 
tion and  the  Public  Health  Service.  Plans  were  dis- 
cussed for  medical  manpower  needs  in  the  event  of  an 
epidemic  in  the  U.  S.  Surgeon  General  Burney  said 
AMA  and  PHS  would  go  to  work  immediately  to  draw 
up  a plan  and  that  as  soon  as  it  is  completed,  details 
will  be  made  public.  Among  those  attending  were 
Drs.  Hugh  Hussey  of  Washington  and  James  Appel  of 
Lancaster,  Pa.,  AMA  trustees;  Dr.  Harold  Lueth,  chair- 
man of  the  AMA  Committee  on  Civil  Defense,  and  Dr. 
Ernest  B.  Howard,  assistant  secretary-general  manager. 

Pending  outcome  of  PHS  tests  on  a monovalent  vac- 
cine, Defense  announced  a policy  of  inoculating  military 
personnel,  civilian  employees  and  dependents,  all 
overseas.  The  vaccine  is  not  expected  in  any  quantity 
until  late  summer  or  early  fall,  according  to  Defense 
sources.  Dr.  Frank  B.  Berry,  assistant  Secretary  of  De- 
fense, said  a polyvalent  vaccine  containing  the  new 
vaccine  strain  will  be  administered  in  the  early  win- 
ter. Defense  said  it  had  decided  on  the  inoculation 
plan  “in  view  of  the  threat  to  the  national  security 
through  the  loss  of  manpower  and  personnel  which 
could  occur  as  a result  of  an  epidemic  involving  the 
armed  forces.  . . .” 


Excerpta  Medica  Foundation  announces  the  publica- 
tion of  a new  monthly  journal  in  the  series  of  abstract- 
ing services  of  the  Excerpta  Medica  Foundation: 
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CARDIOVASCULAR  DISEASES 
(Section  XVIII  of  Excerpta  Medica) 

The  aim  of  this  publication,  which  has  been  made 
possible  by  a grant  from  the  National  Heart  Institute 
of  the  U.  S.  Public  Health  Service,  is  to  provide  a 
regular,  up-to-date  and  comprehensive  service  of  ab- 
stracts of  the  world  literature  in  the  field  of  cardiovas- 
cular diseases. 

KERSHAW  COUNTY 
PUSHES  POLIO  VACCINATIONS 
A notable  exception  to  South  Carolina’s  lagging 
vaccination  program  is  Kershaw  County,  under  the 
leadership  of  Dr.  Charles  Zemp,  Jr.,  chairman  of  the 
county  medical  society's  polio  committee,  and  Carlton 
H.  Burdick,  chapter  chairman. 

Mr.  Burdick  reported  excellent  success  with  the 
school  vaccine  clinic  program.  Some  99  per  cent  of 
all  school  children  in  the  county  have  been  immun- 
ized. The  DuPont  plant  at  Camden  has  given  shots  to 
some  95  per  cent  of  its  employees,  and  the  program  is 
still  under  way. 

More  than  10,000  individuals  in  Camden  County 
have  now  received  at  least  two  shots  of  vaccine,  in  a 
population  of  some  20,000  individuals  in  the  under 
40  years  age  group. 


Dr.  J.  Richard  Allison,  Jr.,  of  Columbia  has  re- 
cently received  notice  of  being  certified  as  a member 
of  the  American  Academy  of  Dermatology  and  Sy- 
philologv. 


The  Tennessee  Valley  Medical  Assembly  will  meet 
at  Read  House,  Chattanooga,  Tennessee  on  Monday, 
September  30  and  Tuesday,  October  I,  1957.  The  pro- 
gram will  include  such  speakers  as  Dr.  Paul  Dudley 
White,  Dr.  Edith  M.  Lincoln,  Dr.  J.  Arnold  Bargen, 
Dr.  Philip  J.  Hodes,  Dr.  I.  S.  Ravelin,  Dr.  Charles  F. 
Geschickter,  Dr.  Chevalier  I..  Jackson,  Dr.  William 
Dameshek,  Dr.  Meredith  F.  Campbell,  and  many 
others.  Early  registration  is  urged  and  should  be  sent 
to:  Chattanooga  Convention  & Visitors  Bureau,  819 
Broad  St.,  Chattanooga,  Tenn. 


Dr.  Casper  E.  Wiggins  of  Greenwood  has  been 
elected  a Fellow  of  the  American  Academy  of  Pedia- 
trics. 


AMEF  GETS  TWO  BIG  CHECKS.  Two  checks 
totaling  nearly  $300,000  were  turned  over  to  the 
American  Medical  Education  Foundation  at  the  recent 
annual  A.M.A.  meeting  in  New  York. 

One  check  in  the  amount  of  $170,450  represented 
contributions  from  every  member  of  the  Illinois  State 
Medical  Society.  The  figure  exceeded  by  $5,000  a 
record  set  by  the  Illinois  society  last  year. 

Dr.  Lester  S.  Reavley,  president  of  the  state  society, 
said  that  other  contributions  by  the  Illinois  doctors 
would  run  this  year's  total  to  more  than  $200,000. 
Illinois  doctors  have  already  contributed  more  than  a 


million  dollars  to  the  fund,  placing  the  state  society 
on  top  of  the  list  of  state  medical  society  donors.  Il- 
linois recently  voted  an  allocation  of  $20  per  member 
to  the  AMEF. 


The  State  Board  of  Health,  on  the  alert  against  Far 
East  Influenza,  caused  by  a type  A variant  different 
from  the  previously  isolated  Type  A,  characterized  by 
high  fever,  headache,  muscular  aches,  three  days  dura- 
tion, is  anxious  to  have  prompt  and  accurate  reporting 
of  respiratory  diseases  resembling  this  condition. 

I his  was  recommended  at  USPHS  and  AMA  con- 
ference of  June  12th. 

Your  full  cooperation  is  earnestly  solicited. 


Plans  have  been  made  for  the  annual  Obstetric- 
Pediatric  Seminar  to  be  held  at  Daytona  Plaza  Hotel, 
Daytona  Beach,  Florida,  on  September  9,  10,  11,  1957. 
This  Seminar  is  being  sponsored  by  the  Maternal  and 
Child  Health  Divisions  of  the  State  Health  Depart- 
ments of  Georgia,  Alabama,  Florida,  and  South  Caro- 
lina and  the  Maternal  Welfare  Committees  of  the 
State  Medical  Associations  of  the  respective  States. 

General  practitioners  will  be  given  credit  in  Category 
II  for  attending  this  meeting.  As  soon  as  the  program 
has  been  completed  one  will  be  forwarded  to  you. 

Eisenhower  Signs  Revised  Doctor  Draft  Bill. 

The  revised  doctor  draft  bill  has  become  Public 
Law  85-62;  it  was  signed  by  President  Eisenhower  June 
27,  four  days  before  the  expiration  of  the  old  doctor 
draft  law.  Under  the  latter,  some  10,000  physicians  were 
called  up  for  two  or  more  years  of  service,  starting 
back  at  the  time  of  the  Korean  War.  The  new  law 
provides  for  the  selective  call-up  of  physicians  and  den- 
tists to  age  35  if  they  were  deferred  from  the  regular 
draft  at  any  time  after  June,  1951,  in  order  to  com- 
plete their  professional  training.  The  law  is  effective  for 
two  years,  expiring  at  the  same  time  as  the  regular 
draft.  Defense  Department  estimates  that  the  2,200 
physicians  required  by  the  services  this  fiscal  year  will 
come  from  volunteers. 


SOUTH  CAROLINA  ASSOCIATION 
FOR  MENTAL  HEALTH 

The  President  of  the  South  Carolina  Association  for 
Mental  Health,  James  H.  Simkins  of  Greenville,  has 
announced  that  his  Association  has  completed  plans 
to  offer  relatives  of  newly  admitted  patients  at  the 
State  Hospital  a free  copy  of  the  booklet,  "Mental 
Illness— A Guide  for  the  Family”.  The  plan  has  been 
worked  out  in  cooperation  with  IV.  S.  Hall,  M.D.,  Su- 
perintendent of  the  State  Hospital. 

Relatives  who  accompany  patients  on  admission  to 
the  Hospital  will  be  given  a stamped,  self-addressed 
order  form  for  a free  copy.  If  they  want  to  receive  the 
book,  they  have  only  to  fill  in  their  name  and  address 
and  drop  the  card  in  the  mail.  The  relatives  are  assured 
that  there  is  no  obligation  whatsoever  in  accepting  the 
offer. 

This  plan  of  distribution  for  “Mental  Illness— A 
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Guide  for  the  Family”  has  met  with  marked  success  in 
several  states  where  it  has  been  tested.  Dr.  William 
Menninger,  nationally  famous  Kansas  psychiatrist,  has 
this  to  say  about  the  booklet:  "...  I know  of  no  other 
document  that  begins  to  approach  this  presentation 
in  its  helpfulness  and  its  thoroughness.  My  guess  is 
that  the  relative  who  finds  it  is  indeed  fortunate  and 
will  read  and  reread  it.  It  begins  with  a simple,  ra- 
tional explanation  of  mental  illness.  It  follows  the  rela- 
tive through  the  experiences  of  admission  and  treat 
mem  in  the  hospital,  and  concludes  with  suggestions 
about  the  patient’s  homecoming.” 

In  announcing  that  “Mental  Illness— A Guide  for 
the  Family”  would  be  distributed  free  to  relatives  ol 
newly  admitted  patients  at  the  State  Hospital,  through 
the  cooperation  of  Hospital  officials  and  social  work- 
ers, Mr.  Simkins  pointed  out  that  his  Association 
would  like  to  expand  this  service  by  making  the  self 
addressed  cards  available  to  probate  judges,  ministers, 
physicians,  and  others  who  might  be  able  to  pass  them 
on  to  relatives  of  mental  patients,  and  that  plans  are 
being  worked  out  to  do  this.  Such  persons  who  would 
like  to  have  a supply  of  the  cards,  or  who  desire  other 
information,  are  invited  to  write  SCAMH,  732  Harden 
Street,  Columbia,  S.  C. 


BOOK  REVIEWS 


CLINICAL  USE  OF  RADIOISOTOPES  by  W.  H. 
Beierwaltes,  M.  D.,  P.  C.  Johnson,  M.  D.,  and  A.  J. 
Solari,  M.  S.  W.  B.  Saunders  Co.,  Philadelphia — 1957 
—Price  $11.50. 

This  is  a remarkably  complete  book.  While  it  is 
useful  as  a reference  for  those  already  familiar  with 
the  subject,  it  is  most  valuable  for  one  just  becoming 
interested  in  radioisotopes,  or  for  the  person  using 
radioisotopes  but  not  specializing  in  this  field.  Over 
50  pages  are  devoted  to  the  necessary  basic  physics, 
explanations  of  radiation  counters,  and  the  rules  of 
the  AEC  pertaining  to  the  use  of  radioisotopes.  The 
dangers  and  effects  of  radiation  are  adequately  dis- 
cussed. One  chapter  is  devoted  to  the  biological 
effects  of  radiation,  and  another  to  the  practical 
methods  of  handling  radioisotopes. 

Hazards  to  the  patient  are  discussed  in  regards  to 
specific  forms  of  diagnosis  and  therapy.  The  authors 
show  respect  for  the  materials,  but  they  are  not  un- 
duly reluctant  to  use  them.  Indications  and  contra- 
indications are  given,  and  advantages  of  radioisotope 
methods  of  diagnosis  and  therapy  are  compared  with 
those  more  of  conventional  modalities. 

There  is  an  extensive  section  on  the  thyroid  gland, 
and  the  general  uses  of  I' 31.  All  of  the  more  com- 
monly used  radioisotopes  are  discussed  regarding  their 
pharmacology,  including  their  mode  of  action  and 
effect  on  various  organ  systems.  Bationale  and  tech- 
nique for  using  the  materials  are  carefully  explained. 

The  less  commonly  used  radioisotopes  are  only 
briefly  mentioned.  In  more  or  less  abstract  form  their 


properties  and  uses  are  reported.  This  section  serves 
as  a quick  reference  for  basic  information  of  these 
elements. 

This  book  is  more  extensive  than  necessary  for  the 
internist,  but  the  extra  information  on  physics  and 
technique  does  not  intrude  upon  or  hamper  the  man 
referring  to  it  for  clinical  or  physiological  data. 

Harold  Pettit,  M.  13. 


THE  COMPLEAT  PEDIATRICIAN.  By  Wilburt  G. 
Davison,  and  Jeana  Davison  Levinthal.  7th  edition. 
Duke  I'niversity  Press,  Durham,  N.  C.  1957.  Price  $5.00. 

For  many  years  this  book  has  been  an  invaluable 
aid  to  till  who  deal  with  children.  It  contains  a wealth 
ol  condensed  information  in  easily  available  form.  It 
is  in  no  sense  a textbook,  but  rather  a systematic  out- 
line of  the  subject  of  pediatrics.  Brief  in  actuality  de- 
spite its  257  pages,  it  is  well  adapted  to  quick  refer- 
ence and  serves  as  an  excellent  refresher  to  the  forget- 
ful, as  who  is  not  in  the  mass  of  detail  of  present-day 
medical  life.  For  the  many  people  who  have  used 
earlier  editions,  this  new  edition  is  as  always  a welcome 
source  of  both  old  and  recent  information.  For  these 
same  people,  it  would  be  difficult  to  practice  pedi- 
atrics without  a copy  of  The  Compleat  Pediatrician 
within  easy  reach.  This  revision  is  a delight  to  the 
practitioner. 

J.I  AV. 


CYTOLOGIC  TECHNICS  FOR  OFFICE  AND 
CLINIC.  H.  E.  Nieburgs,  M.  D.,  Grune  and  Stratton, 
New  York,  1956.  Price  $7.75. 

This  is  a handbook  of  cytologic  techniques  that  in- 
cludes most  of  those  that  have  been  developed  and 
gives  the  bad  with  the  good.  One  gains  the  impres- 
sion that  cytology  is  at  times  strained  or  stretched 
into  situations  in  which  it  is  not  the  most  desirable 
method,  as  its  use,  for  instance,  in  lesions  of  the 
mouth,  vulva,  pharynx  and  larynx.  This  might  also 
apply  to  contact  smears  of  lymph  nodes  or  surgical 
tissues  including  cerebral  neoplasms.  In  the  opinion 
of  this  reviewer  cytologic  technics  in  these  areas  are 
neither  easier  or  better  and  more  importantly,  are 
not  as  accurate  as  other  methods  that  are  available. 
It  may  well  be  that  these  are  included,  along  with 
some  others,  for  the  sake  of  completeness  and  for 
their  use  in  certain  investigative  areas  and  in  some 
instances  the  author  draws  attention  to  their  de- 
ficiencies. 

The  format  and  style  is  clear  and  concise  and  any 
one  bv  reference  to  this  volume  should  be  able  to 
master  the  methodology  for  the  various  techniques  so 
as  to  obtain  satisfactory  material  for  examination. 
This  is  as  important  a part  of  cytology  as  is  the  diag- 
nostic interpretation  for  without  material  that  has 
been  properly  obtained  and  prepared  there  can  be  no 
interpretation. 

H.  B.  Pratt-Thomas,  M.  D. 
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ONE  HUNDRED  AND  NINTH  ANNUAL  SESSION 
OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION. 
HOUSE  OF  DELEGATES 

MYRTLE  BEACH,  S.  C.,  APRIL  30,  1957,  OCEAN  FOREST  HOTEL 

T)r.  William  H.  Prioleau,  Presiding 


2:30  P.M. 

THE  CHAIR:  Will  the  House  of  Delegates  of  the 
South  Carolina  Medical  Association  come  to  order, 
please. 

We  will  ask  Dr.  Oscar  Compton,  Pastor  of  the  First 
Baptist  Church  of  Myrtle  Beach  to  give  the  invocation. 
DR.  COMPTON:  Our  heavenly  Father,  we  are  grateful 
unto  thee  for  the  blessings  of  this  day;  we  thank  thee, 
our  Father  for  the  blessing  of  good  health,  which  is 
ours;  we  are  grateful  unto  thee  that  when  we  are  not 
blessed  with  the  finest  of  health  that  there  are  those 
who  labor  along  with  thee  in  the  ministry  to  those 
who  are  sick  and  in  need  of  thy  help  and  thy  strength. 
We  ask  thy  guidance  upon  this  body  in  their  delibera- 
tion and  in  their  decisions  as  they  are  here  together; 
thy  guidance  upon  them  and  thy  blessing  upon  them 
as  in  their  individual  areas  of  service  they  seek  to  serve 
mankind  to  labor  with  thee.  Guide  and  direct  them; 
bless  their  lives  in  the  service  that  they  render  to  man- 
kind in  the  name  of  Christ  we  pray.  Amen. 

THE  CHAIR:  Thank  you.  Dr.  Compton. 

May  we  now  have  the  report  of  the  Credentials  Com- 
mittee, Dr.  May,  Chairman. 

DR.  MAY:  Mr.  President,  there  are  fifty-one  (51)  seated 
delegates  present,  exclusive  of  the  past  presidents  and 
the  officers.  That  is  a majority  of  the  delegation. 

THE  CHAIR:  Thank  you.  Dr.  May. 

We  bare  a lot  of  ground  to  cover  during  this  afternoon 
meeting.  There  is  a meeting  after  this  of  the  Blue 
Shield,  Blue  Cross  Corporation,  or  the  Blue  Shield 
Corporation.  1 think  I should  have  said.  This  meeting 
is  for  the  purpose  of  presenting  resolutions  and  com- 
mittee reports.  Those  committee  reports  and  resolutions 
will  not  be  open  for  discussion  at  this  meeting.  They 
will  be  referred  to  reference  committees  which  will 
consider  them  this  evening.  The  reference  committees 
arc  noted  on  the  blackboard  and  their  place  of  meeting. 

If  there  is  any  question  about  our  designating  the 
different  resolutions  to  the  proper  reference  committee, 
please  call  it  to  our  attention,  so  that  we  can  place 
them  suitably. 

Introduction  of  President-Elect. 

Dr.  Lesesne  Smith,  our  President-Elect;  it  is  bard  to 
say  introduce  Dr.  Lesesne  Smith,  but  I will  just  present 
him. 

DR.  LESESNE  SMITH:  Gentlemen,  I appreciate  the 
trust  that  you  have  put  in  me  for  this  coming  year  and 
there  is  one  request  that  I would  like  to  make  to  you 
all,  I will  make  myself  available  here  in  the  hotel, 
most  of  the  time,  and  if  any  of  you  have  any  suggestions 
as  to  appointments  of  committees  or  any  particular 
thing  that  you  would  like  to  bring  to  my  attention,  I 
would  appreciate  your  doing  it  so  much  because  I want 
to  do  all  that  I can  to  help  the  organization  and  see 
that  things  go  along  well,  and  if  there  is  anything  that 
you  feel  should  be  brought  to  my  attention  I will  ap- 
preciate it.  Thank  you.  (Applause) 

THE  CHAIR:  It  may  be  well  to  name  the  reference 
committees  because  there  have  had  to  be  some  changes 
and  maybe  further  changes  will  be  in  order.  Should 
such  be  the  case  please  call  them  to  our  attention  after 
this  meeting  and  we  shall  try  to  see  that  that  is  taken 
care  of.  (Reading  Committees) 

I he  first  is  the  Credentials  Committee: 

Dr.  Charles  May,  Chairman 


Dr.  B.  O.  Ravenel  Dr.  Henry  Ross 

Dr.  Kirby  D.  Shealey  Dr.  E.  H.  Thomason 

Legislation  and  Public  Relations  Committee. 

Dr.  John  Pratt,  Chairman 
Dr.  Swift  Black  Dr.  J.  E.  Crosland 

Dr.  Clay  Evatt  Dr.  Edward  F.  Parker 

Committee  on  Reports  of  Council  and  Officers: 

Dr.  Ben  Miller,  Chairman 

Dr.  J.  H.  Gressette  Dr.  John  Cuttino 

Dr.  Roderick  Macdonald  Dr.  John  Fleming 

Committee  on  Amendments  to  Constitution  and 

By-Laws: 

Dr.  O.  B.  Mayer,  Chairman 
Dr.  Harold  Pettit  Dr.  H.  M.  Eargle 

Dr.  J.  D.  Whitehead  Dr  James  Latimer 

Committee  on  Public  and  Industrial  Health: 

Dr.  R.  L.  Crawford,  Chairman 

Dr.  W.  W.  Edwards,  Dr.  H.  R.  Pratt-Thomas 

Dr.  Robert  S.  Solomon  Dr.  J.  A.  Seigling 
Committee  on  Insurance— Blue  Cross  Blue  Shield: 

Dr.  Cathcart  Smith,  Chairman 
Dr.  W.  C.  Cantey  Dr.  Charles  Wyatt 

Dr.  Bachman  Smith  Dr.  Sol  Neidich 

Committee  on  Miscellaneous  Business: 

Dr.  Henry  Robertson,  Chairman 
Dr.  R.  I..  Sanders  Dr.  John  Brewer 

Dr.  R.  M.  Anderson  Dr.  Sam  Cantey 

THE  CHAIR:  The  next  order  of  business  is  the  pres- 
entation of  resolutions  and  recommendations.  We  do 
not  have  all  of  those  listed,  Mr.  Secretary,  so  that  you 
will  have  to  make  them  known  from  the  floor.  Please 
in  rising  give  your  name  so  that  the  secretary  can 
get  it,  and  come  forward  so  that  everyone  can  hear  you. 
Are  there  any  resolutions  to  be  offered?  Dr.  Hanckel. 
DR.  HANCKEL:  Mr.  President,  I would  like  to  make 
the  following  motion,  I move  that  we  change  Article 
IX,  Section  1 of  the  Constitution  to  read  as  follows: 
“The  officers  of  this  Association  shall  be  a president, 
a president-elect,  a first  vice-president,  who  shall  be  the 
immediate  past  president,  a second  vice-president,  a 
secretary,  a treasurer  and  nine  (9)  councilors.” 

Do  you  want  any  discussion  of  that  motion  at  this 
time? 

THE  CHAIR:  No  discussion  at  present.  That  resolu- 
tion will  be  referred  to  the  reference  committee  on 
Amendments  to  the  Constitution  and  By-Laws. 

Any  further  resolutions?  Dr.  Laborde,  from  Columbia. 
DR.  LABORDE:  I have  some  excerpts  from  the  min- 
utes of  our  business  meeting  of  the  Columbia  Medical 
Society  which  we,  the  delegates  to  the  South  Carolina 
Medical  Association  were  directed  to  present  to  this 
House  of  Delegates  meeting  as  a motion  that  it  be 
considered  for  appropriate  action  and  by  the  Com- 
mittee on  Blue  Cross  and  Blue  Shield  in  reference  to 
our  plan.  And  I shall  read  them  as  they  were  presented 
and  given  to  us.  (Reading) 

“(1)  It  was  moved  by  Dr.  O.  B.  Mayer  that  the  Co- 
lumbia Medical  Society  go  on  record  as  being  un- 
sympathetic toward  Blue  Cross  discrimination  against 
private  psychiatric  hospitals.  The  motion  was  sec- 
onded by  Dr.  Whit  Cheatham  and  carried  in  the 
affirmative. 

"(2)  Dr.  John  Harvin  moved  that  the  members  on  the 
Board  of  Blue  Shield  be  in  the  same  ratio  as  that  of 
the  specialties  and  general  practitioners  in  the  state 
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association.  There  was  discussion  of  the  motion,  it 
was  amended  by  Dr.  W.  W.  Ledyard  to  the  effect  that 
(here  be  equal  representation  of  surgeons  and  medical 
men  on  the  Board.  The  motion  was  carried  in  the 
affirmative. 

“ (3)  Dr.  Allison  stated  that  there  is  no  provision  for 
the  treatment  of  skin  cancers,  etc.,  by  x-ray  therapy, 
and  moved  that  such  be  represented  on  the  plan.  There 
was  discussion  by  Dr.  George  W.  Smith,  who  seconded 
Dr.  Allison’s  motion  that  x-ray  therapy  be  represented 
on  the  Blue  Shield  plan.  The  motion  was  voted  on 
and  passed. 

“ (4)  Dr.  Henry  Moore  asked  for  a revision  of  the  Dread 
Disease  or  Catastrophe  clause,  deleting  scarlet  fever 
and  tularemia,  anil  inserting  purulent  meningitis.  He 
moved  that  such  a revision  be  requested.  Dr.  Weston 
seconded  the  motion,  and  it  was  carried  in  the  affirma- 
tive. 

“ (5)  Dr.  Chappell  moved  that  the  delegates  be  in- 
structed to  request  revision  of  that  portion  of  the  plan 
whereby  the  physician  is  put  in  t lie  position  of  social 
worker  in  trying  to  determine  the  economic  status  of 
the  patient.  The  motion  was  seconded  by  Dr.  Harvin. 
and  carried  in  the  affirmative.”  1 think  there  are  some 
provisions  in  the  new  form  that  might  be  alleged  to 
already  meet  that. 

“(6)  Dr.  Paul  Hopkins  questioned  the  legality  of  the 
plan  whereby  a non-participating  physician  receives 
only  75%  of  full  payment.  He  questioned  whether  oi 
not  patients  purchasing  the  plan  are  so  informed. 

"It  was  also  suggested  by  Dr.  Slocum  and  Lemmon 
that  the  75%  non-participation  payment  clause  is 
wrong,  and  that  delegates  be  instructed  to  inquire 
about  a change  in  this  clause.” 

Mr.  President,  1 would  like  to  present  this  in  the 
form  of  a motion,  suggesting  as  it  was  by  our  society 
by  those  of  us  who  are  delegates  from  the  Columbia 
Medical  Society,  to  the  Committee  on  Blue  Cross  and 
Blue  Shield  for  pertinent  action. 

THE  CHAIR:  Thank  you.  Dr.  LaBorde,  this  report 
will  be  referred  to  the  reference  committee  on  Insur- 
ance, Blue  Cross  and  Blue  Shield.  But  the  Chair  takes 
the  liberty  of  suggesting  that  this  subject  be  presented 
during  the  Special  Order  It  is  not  exactly  a special 
order  of  business  because  it  is  a special  meeting,  a 
meeting  of  the  corporation  on  the  South  Carolina  Medi- 
cal Care  Plan  and  it  is  hoped  that  most  of  these  prob- 
lems can  be  threshed  out  so  that  something  definite 
can  he  presented  at  the  meeting  of  the  House  of  Dele- 
gates tomorrow. 

Are  there  any  further  resolutions  or  recommenda- 
tions? 

Dr.  Will  is  Hood,  of  Greenville,  recognized. 

DR.  HOOD:  Mr.  President,  1 have  here  four  (4)  reso- 
lutions that  have  been  favorably  acted  upon  by  the 
recent  meeting  of  the  Association  of  General  Prac- 
titioners in  Miami  that  I would  like  to  present  for  con 
sideration  by  this  group.  The  first  is  regarding  the 
Charter  of  the  International  Atomic  Energy  Agency. 
“WHEREAS,  a treaty  has  been  proposed  for  the  rati- 
fication of  the  Charter  of  the  International  Atomic 
Energy  Agency,  and 

“WHEREAS,  such  treaty,  if  ratified,  would  become  the 
supreme  law  of  the  land,  and 

"WHEREAS,  such  treaty  would  affectively  eliminate 
the  control  by  the  United  States  of  the  distribution 
and  use  of  atomic  materials  supplied  by  this  country 
to  said  agency,  and 

“WHEREAS,  such  materials  could  be  allocated  to 
enemy  nations  which  could  utilize  them  for  military 
purposes. 

“THEREFORE,  BE  IT  RESOLVED  that  wfe  oppose 
ratification  of  this  Charter. 

THE  CHAIR:  Those  resolutions  are  different,  maybe 
they  better  be  assigned  as  they  are  made.  And  that 


one,  we  presume  will  go  before  the  committee  on  Legis- 
lation and  Public  Relations. 

If  there  is  any  objection,  or  any  other  idea  concerning 
that? 

All  right,  next. 

DR  HOOD:  1 have  two  that  are  very  similar  regarding 
Federal  subsidization  of  Medical  Schools  and  other 
schools  (reading)  "Resolution  on  Federal  Subsidiza- 
tion of  Medical  Schools. 

"WHEREAS,  Proposals  have  been  introduced  into  the 
Congress  (S  lf>17,  S- 1922,  HR-6874  and  HR-6875)  to 
provide  federal  aid  for  medical  and  dental  school  con 
struction  and  expansion,  and 

"WHEREAS,  federal  subsidy  for  medical  and  dental 
school  construction  and  expansion  inevitably  would 
lead  to  federal  control  of  medical  education,  and 
"WHEREAS,  the  control  of  medical  and  dental  edu- 
cation is  a right  reserved  to  the  States  by  the  Con 
st  it  lit  ion. 

“THEREFORE,  BE  IT  RESOLVED  that  we  oppose 
federal  subsidization  of  medical  and  dental  schools.” 
And  the  other  is  similar  opposing  any  federal  sub- 
sidies for  schools. 

THE  CHAIR:  Those  also  would  go  to  the  reference 
committee  on  Legislation  and  Public  Relations. 

DR.  HOOD  (Continuing)  The  last  one  is  a resolution 
on  Medicare. 

"WHEREAS,  the  congress  has  implied  that  the  pay  of 
the  uniformed  services  is  inadequate  to  pay  for  medical 
care  of  their  dependents,  and 

"WHEREAS,  Medicare  was  established  by  Congress 
in  the  attempt  to  provide  more  adequate  medical  care 
for  the  dependents  of  servicemen,  and 
"WHEREAS,  Medicare  provides  cash  payments  to  doc- 
tors and  hospitals  from  public  monies  for  services  ren- 
dered the  said  dependents,  such  payments  passing 
through  the  hands  of  a third  party,  and  not  being  made 
directly  by  those  who  receive  the  benefits  of  said  serv- 
ices, and 

"WHEREAS,  physicians  accepting  such  payments  are 
regarded  legally  as  entering  into  and  accepting  a con- 
tract with  the  government,  and 

"WHEREAS,  this  system  makes  another  large  segment 
of  our  population  look  to  the  federal  government  for 
individual  and  personal  benefits  and  protection,  and 
"WHEREAS,  the  assumption  of  the  responsibility  for 
the  care  of  the  health  of  individual  civilian  citizens  by 
the  federal  government  represents  paternalism,  gov- 
ernment medicine,  and  by  current  definition  “so- 
cialized medicine,”  and 

“WHEREAS,  we  have  gone  on  record  on  various  oc- 
casions in  the  past  as  opposed  to  socialized  medicine  as 
destructive  of  the  character  of  the  recipients  and  of  the 
quality  of  the  services  rendered. 

"THEREFORE,  BE  IT  RESOLVED  THAT  THE 
South  Carolina  Medical  Association,  disapprove  the 
system  of  Medicare  as  presently  constituted. 

“AND  BE  IT  FURTHER  RESOLVED  that  the  pres- 
ent plan  of  Medicare  be  abandoned  and  where  Con- 
gress finds  that  the  pay  and  allowances  of  members  of 
the  uniformed  services  is  insufficient  for  them  to  meet 
the  medical  needs  of  their  dependents  that  the  Con- 
gress raise  the  pay  of  such  members  of  the  uniformed 
services  by  an  amount  considered  adequate  to  provide 
such  care  and  permit  the  individual  servicemen  to  ob- 
tain medical  care  for  their  dependents  in  the  same 
manner  that  other  citizens  of  this  county  do." 

THE  CHAIR:  That  would  also  go  to  the  committee 
on  Public  Relations. 

Thank  you  Dr.  Hood. 

Are  there  any  other  resolutions  or  recommendations? 
Dr.  Henry  C.  Robertson,  of  Charleston. 

DR.  ROBERTSON:  You  did  not  rule  out  of  order  am 
recommendations  or  discussion  of  Blue  Shield  matters, 
did  you,  at  this  time? 


306 


The  Journal  of  the  South  Carolina  Medical  Association 


THE  CHAIR:  There  is  no  discussion  of  any  motion  or 
resolution  at  this  time.  Resolutions  may  be  presented. 
DR  ROBERTSON:  This  is  actually  a report  of  a com- 
mittee of  the  Charleston  County  Medical  Society  which 
was  adopted  in  meeting  of  the  Charleston  County 
Medical  Society  with  instructions  that  it  be  presented 
on  tbe  floor  of  the  House  of  Delegates  for  purposes  of 
discussion  of  these  items  before  the  reference  com- 
mittee on  Blue  Shield.  I think,  probably  the  best  way 
to  present  it  is  to  read  you  the  committee  report. 

Report  of  Charleston  County  Medical  Society  Blue 
Shield  Committee.  April  9,  1957. 

"The  Blue  Shield  Committee  feels  that  every  effort 
should  be  made  to  have  the  Blue  Shield  continue  to 
function  in  the  interest  of  patient  and  physician. 

They  feel  it  is  a very  important  public  relation  unit 
between  doctor  and  patient  and  that  its  "service  bene- 
fits are  designed  primarily  for  the  low  income  patients 
whom  the  Medical  Profession  is  pledged  to  serve  re- 
gardless of  their  ability  to  pay,  and  whose  interest 
medicine  has  always  been  proud  to  protect”  (Pages 
3 and  4 of  new  manual). 

The  Committee  feels  that  in  an  effort  to  eliminate 
previous  deficits,  the  Plan  has 

1.  Decreased  payments  for  the  more  common  ailments 
and  increased  payments  on  less  common  ailments. 

2.  Increased  the  income  bracket  beyond  its  original 
intent  for  service  to  the  low  income  groups. 

3.  Restricted  and  penalized  the  participating  phy- 
sicians in  attempting  to  balance  tbe  budget. 

Among  the  complaints  and  recommendations  con- 
sidered by  the  Committee  are: 

1.  The  feeling  that  a single  plan  with  a maximum  of 
$4,000.00  should  be  continued,  because  a higher 
maximum  penalizes  the  participating  physicians 
who  would  normally  get  a more  equitable  fee  on 
a non-Blue  Shield  basis;  also,  a greater  maximum 
takes  the  Plan  out  of  the  so-called  lower  income 
group  as  originally  specified  and  intended. 

2.  The  allotted  fee  does  not  nearly  approach  the  aver- 
age medical  fee  in  many  instances. 

3.  Some  office  procedures  do  not  pay  sufficiently  to 
cover  expense  involved. 

4.  In  several  cases  there  is  a wide  variation  of  fee 
paid  for  same  treatment  in  different  anatomical 
structures,  namely,  drainage  of  abscess  of  scrotum 
S20.00,  and  vulva,  $4.00  (Page  23  of  Manual). 

5.  In  conjoined  medical  and  surgical  cases,  medical 
payments  stop  after  surgery  even  though  medical 
services  continue  to  be  needed. 

0.  Patients  do  not  seem  to  be  adequately  informed  as 
to  whether  the  Blue  Shield  is  a service  benefit  or  in- 
demnity plan. 

7.  Patients  often  believe  that  their  whole  bill  should 
be  paid  on  medical  conditions  as  well  as  on  stir 
gical  or  obstetrical  conditions. 

8.  Having  patients  sign  the  claim  forms  is  unneces- 
sary red  tape,  and  a burden  to  both  patient  and 
physician  and  the  physician’s  office  force. 

9.  A comparison  of  Blue  Shield  premiums  and  pay- 
ments with  Blue  Shield  of  other  state  and  com- 
mercial companies  would  be  of  assistance  in  evalu- 
ation of  the  Plan  by  participating  physicians.” 

Mr.  President,  this  was  what  we  were  instructed  to 
present  for  consideration. 

THE  CHAIR:  Thank  you  Dr.  Robertson.  Again  at- 
tention is  called  to  the  fact  there  will  be  a meeting  of 
the  Corporation  of  the  South  Carolina  Medical  Care 
Plan  and  it  is  hoped  that  a great  deal  of  this  can  be 
threshed  out,  and  digested  to  some  extent  before  it  is 
passed  on  to  the  reference  committee  and  then  back 
again  here  in  the  morning.  That  will  be  referred 
naturally  to  the  committee  on  Insurance,  Blue  Cross 
and  Blue  Shield. 

Anv  further?  Dr.  Miles. 


DR.  LOUIS  S.  MILES  (Summerville):  My  delegate 
from  Dorchester  County  is  not  here  and  as  President 
of  the  Dorchester  County  Association  I was  asked  to 
bring  these  matters  to  the  attention  of  the  gentlemen: 
"The  physicians  of  Dorchester  County  have  formu- 
lated a resolution  which  is  based  on  the  agreement  that 
the  Blue  Shield  has  stipulated  that  the  doctors  sign. 
“We  are  so  thoroughly  opposed  to  this  that  our  reso- 
lution is: 

1 . That  the  present  agreement  be  withdrawn  and  if 
any  such  agreement  is  entered  into  that  it  be  re- 
vised fairly  and  carefully. 

2.  And  that  part  of  the  hospital  and  physician’s  serv- 
ice report  that  we  have  to  make  is  an  inquisition 
into  the  income  of  a patient,— as  we  are  not  called 
upon  to  inquire  into  a person’s  private  affairs,  as 
a physician,  and  we  request  that  that  be  deleted. 

3.  Further  regarding  the  business  of  what  the  Blue 
Shield  sells  to  the  people;  our  group  is  in  accord 
with  the  phrase  in  the  application  for  Blue  Shield, 
whereby  a person  can  choose  any  physician  he 
wants  and  shall  not  necessarily  be  required  to 
choose  a participating  physician,  therefore,  we  are 
resolved  that  Page  8 of  the  Manual  be  deleted,  as 
it  shows  a great  unfairness  to  any  doctor  of  medi- 
cine, and  is  shows  discrepancy  between  the  patient’s 
agreement  and  the  physician’s  agreement.” 

THE  CHAIR:  Thank  you  Dr.  Miles:  That  likewise 
will  go  to  the  reference  committee  on  Insurance,  Blue 
Cross  and  Blue  Shield. 

Are  there  any  other  resolutions  or  recommendations? 

If  not,  we  come  to  the  heading  of  Reports  of  Officers. 
Is  Dr.  Richard  Johnston,  the  vice-president,  present? 
(Dr.  Johnston  was  not  present)  Dr.  Guess,  the  past 
president,  will  you  take  the  Chair,  while  I give  my 
report? 

DR.  GUESS  (Presiding):  We  will  now  receive  the  re- 
port of  the  President  of  the  House  of  Delegates. 

DR.  PRIOLEAf  : (This  report  appeared  in  the  June 
issue  of  the  Journal). 

(Only  one  recommendation  made  as  follows:  We 

recommend  the  establishment  of  a Committee  on  Medi- 
cal Care  by  the  Medical  College.”)  (Applause) 

THE  CHAIR:  This  report  of  the  president  will  auto- 
matically go  to  the  reference  committee  on  Council 
and  other  officers.  His  report  included  a recommenda- 
tion in  that  a committee  on  Medical  care  by  the  Medi- 
cal College  be  set  up  by  this  House.  That  particular 
portion  of  the  President’s  report  involves  an  amend- 
ment to  the  Constitution  or  By-Laws,  as  the  case  may 
be,  and  that  is  referred  to  that  reference  committee, 
that  particular  portion  of  his  report. 

DR.  CAIN  (Recognized)  Mr.  President,  that  was  a 
special  committee,  I believe  he  said,  it  is  not  a perma- 
nent committee,  it  doesn’t  need  to  be  referred  to  by- 
laws. 

THE  CHAIR  (Dr.  Guess)  The  Chair  is  in  error,  and 
instead  of  that  recommendation  going  to  the  Refer- 
ence Committee  on  Amendments  to  the  Constitution 
and  By-Laws  it  will  be  considered  by  the  Reference 
Committee  on  Reports  of  Officers,  and  Council. 

DR.  PRIOLEAU  (Resuming  the  Chair),  Thank  you 
Dr.  Guess,  ever  so  much. 

The  next  order  is  the  report  of  the  Executive  Sec- 
retary. 

Mr.  Meadors.  He  is  not  present,  we  will  come  back  to 
that. 

The  next  is  the  report  of  the  Secretary,  Dr.  Wilson. 

DR  ROBERT  WILSON  (This  report  appeared  in 
the  June  issue  of  the  Journal). 

(Applause) 

I HE  CHAIR:  Thank  you.  Dr.  W ilson.  Dr.  Wilson’s 
report,  as  a whole,  will  go  to  the  Committee  on  Re- 
ports of  Council  and  Other  Officers,  but  one  portion 
of  his  report  is  a recommendation  that  would  properlv 
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go  to  the  committee  on  Amendments  to  t lie  Consti- 
tution and  By-Laws. 

(The  part  referred  to  is  as  follows)  . . I would 
further  suggest  that  a small  amount  of  the  dues  of  each 
member,  perhaps  $5.00  a year  he  set  aside  in  a perma- 
nent fund  for  the  building  of  a headquarters  of  the 
Association  as  some  time  in  the  future.” 

THE  CHAIR:  The  report  of  the  Treasurer.  Dr.  Stokes: 
DR.  HOWARD  STOKES:  Mr.  President,  fellow  mem- 
bers of  the  House  of  delegates,  this  is  the  report  of 
the  Treasurer  from  January  1.  1956  to  December  31, 
1956. 

South  Carolina  Medical  Association 
Florence,  South  Carolina 
Statement  of  Revenue  and  Expenses 
January  1,  1956  to  December  31,  1956 


Revenue: 

A.  M.  A.  Dues  $29,385.00 

Membership  Dues  20,298.00 

Subscription  Dues  3,637.00 

Advertising  18,265.77 

Interest  Earned  87.50 

Directory  of  Members  335.23 

Miscellaneous  197.75 


Trust  Companv 
Rank  of  Florence 


Receipts: 

Statement  of  Revenue 
and  Expenses 
Interest  Earned  on 
Investment  Accounts 
Withholding  Taxes 
Collections— Accounts 
Receivable 
Fransfer  of  Savings 
Bank  Account  to 
Checking  Account 

Total 

Less-Disbursements: 
Expenses,  Per  Statement 
Withholding  Faxes 

Furniture  and  Fixtures 
Interest  Earned  on 
Investment  Accounts 
Cash  on  Hand 


$ 5.966.28 

500.00$  6,466.28 


72,206.25 

660.00 

87.96 

362.50 


7,500.00  80,816.71 
87,282.99 


83,218.97 

641.15 


717.23 


660.00 

195.00 


Gross  Revenue 

$72,206.25 

iess-Expenses: 

A.  M.  A.  Conventions 

1,393.47 

Regional  Meeting 
Expense 

1,161.69 

Dues  and  Subscriptions 

74.40 

News  Letter 

483.91 

Heat,  Lights,  Water  and 
Fuel 

277.25 

Insurance 

69.40 

Miscellaneous  Expenses 

1,941.79 

Office  Supplies 

1.331.82 

Journal  Printing  and 
Expenses 

19,193.01 

Rent 

820.00 

Sal  a ties: 
Editor 

$1,800.00 

Director  of  Public 
Relations 

8,200.00 

Secretary  and  Others 

8,459.23 

Postage 

18,459.23 

327.10 

Telephone  and 
Telegraph 

811.05 

Travel  Expense 

1,378.17 

President’s  Office 
Expense 

1 ,200.00 

Public  Relations 
Expense 

944.26 

Refunds  and  Transfers 

429.87 

Taxes 

389.00 

A.  M.  A.  Dues 

29,385.00 

Naturopathy 

1,782.05 

Audit  and  Legal 

1,366.50 

Total  Expenses 

83,218.97 

Excess  of  Expenses 
Over  Revenue 

$11,012.72 

South  Carolina  Medical  Association 
Florence,  South  Carolina 
Statement  of  Receipts  and  Disbursements 
January  1,  1956  to  December  31,  1956 

Balance  on  Hand,  January  1 , 1956: 

Guaranty  Bank  and 


Total 


85,432.35 


Balance,  December 
31.  1956 

Represented  by: 

Guaranty  Bank  and 
Trust  Company 
Bank  of  Florence 


$ 1,850.64 


$ 1,350.64 
500.00 


Balance  $ 1,850.64 


1 want  to  thank  the  House  of  Delegates  anti  the  in- 
dividual members  for  their  continued  cooperation  and 
particularly  the  county  secretaries  who  have  done  such 
a bang-up  job  in  notifying  members  and  collecting 
dues,  and  also,  of  course,  our  very  efficient  executive 
secretary  and  his  good  staff.  (Applause) 

THE  CHAIR:  Thank  you.  Dr.  Stokes,  this  report  goes 
to  the  Committee  on  Reports  of  Council  and  other 
officers.  Needless  to  say.  this  also  is  being  considered  by 
the  Council. 

The  Editor  of  the  Journal,  Dr.  Waring? 

DR.  J.  1.  WARING:  Mr.  President,  members  of  the 
House  of  Delegates,  the  editor’s  report  is  brief.  (See 
the  Journal,  June  1957).  (Applause) 

THE  CHAIR:  Thank  you,  Dr.  Waring,  this  report 
will  go  to  the  committee  on  Council  and  Officers. 

The  report  of  the  Chairman  of  Council,  Dr.  Cain. 
(Dr.  Cain  was  not  present)  He  was  here  just  a minute 
ago,  we  will  skip  that  report  for  the  time  being,  and 
will  have  the  report  of  the  Delegates  to  the  American 
Medical  Association,  Dr.  Weston  and  Dr.  George  D. 
Johnson,  Dr.  Weston. 

DR.  WILLIAM  WESTON:  Mr.  President,  fellow  dele- 
gates, I am  glad  you  started  to  use  this  stand,  it  gives 
me  support  and  the  other  object  looked  too  much  like 
a hand  grenade.  (Applause) 

REPORT  ON  ACTIONS  OF  THE  HOUSE  OF 
DELEGATES,  AMERICAN  MEDICAL 
ASSOCIATION 

105th  ANNUAL  MEETING  JUNE  11-15,  1956, 
and  1 0th  CLINICAL  MEETING 
NOVEMBER  27-30,  1956 

Dr.  Dwight  H.  Murray,  in  his  inaugural  address  at 
the  June  Meeting  of  the  A.  M.  A.  stressed  the  most 
important  factor  necessary  in  the  medical  profession 
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today  when  he  declared  "what  we  need  most  in  medi- 
cine today  is  to  find  some  way  of  combining  modern 
scientific  methods  with  the  personal,  friendly  touch  of 
the  old-time  family  doctor.” 

Dr.  Walter  L.  Bierring  of  Des  Moines,  Iowa,  was  the 
recipient  of  the  1956  Distinguished  Service  Award  of 
the  A.  M.  A.  for  his  long  and  outstanding  contributions 
to  medicine  and  humanity.  Dr.  Bierring,  a past  presi- 
dent of  the  A.  M.  A.,  was  honored  for  his  achievements 
in  the  fields  of  public  health  and  medical  examining 
board  work. 

Among  the  major  subjects  acted  upon  by  the  House 
of  Delegates  at  the  June  Meeting  were  hospital  ac- 
creditation. evaluation  of  graduates  of  foreign  medical 
schools,  private  practice  by  medical  school  faculty 
members,  federal  aid  to  medical  education  and  prema- 
ture publicity  on  new  drugs.  A detailed  report  of  the 
actions  on  these  subjects  was  published  in  the  Sep- 
tember 1956  issue  of  The  Journal  of  The  South  Caro- 
lina Medical  Association,  so  I shall  not  give  a lengthy 
discourse  on  these  activities. 

Dr.  David  B.  Allman,  surgeon  of  Atlantic  City,  N.  J., 
was  chosen  unanimously  as  president-elect  for  the 
coming  year. 


The  subject  of  greatest  interest  at  Seattle  November 
27-30,  1956,  was  (he  proposed  ten-section  revision  of  the 
Principles  of  Medical  Ethics  which  was  originally  sub- 
mitted at  the  Annual  Meeting  in  June.  The  House 
of  Delegates  decided  to  refer  the  matter  hack  to  the 
Council  on  Constitution  and  By-Laws  for  further  study 
and  consideration.  It  was  decided  that  at  least  four 
topics  needed  more  specific  attention.  These  are: 
f 1 ) Division  of  fees; 

(2)  The  dispensing  of  drugs  and  appliances; 

13)  The  corporate  practice  of  medicine; 

(4)  Greater  emphasis  concerning  the  relationship  be- 
tween physicians  and  patients. 

It  was  recommended  that  The  Council  on  Constitu- 
tion and  By-Laws  complete  this  study  at  least  six 
weeks  prior  to  the  June  1957  session  and  the  new  ver- 
sion be  published  in  The  Journal  of  the  American 
Medical  Association  in  order  that  all  interested  phy- 
sicians might  have  an  opportunity  to  comment  thereon 
Veterans’  Medical  Care 

The  House  endorsed  in  principle  the  following  para- 
graph suggested  by  the  Council  on  Medical  Service: 
"With  respect  to  the  provision  of  medical  care  and 
hospitalization  benefits  for  veterans  in  Veterans  Ad- 
ministration and  other  federal  hospitals  that  new 
legislation  be  enacted  limiting  such  care  to  veterans 
with  peacetime  or  wartime  service  whose  disabilities 
or  diseases  are  service-incurred  or  aggravated.” 

General  opinion  was  that  non-service  disabilities  or 
diseases  should  be  treated  by  local  physicians. 

Radioactive  I so  trifles 

I he  House  rescinded  the  June,  1951,  action,  which 
limited  the  hospital  use  of  radium  and  radioactive 
isotopes  to  board-certified  radiologists,  and  approved 
a more  liberal  policy  statement.  Lnder  this  new  policy 
there  should  be  a duly  appointed  Committee  on  Ra 
dium  and  Artificially  Produced  Radioisotopes  of  the 
hospital  professional  staff.  1 his  committee  should  in- 
clude, but  not  necessarily  be  limited  to,  the  following 
qualified  physicians:  a radiologist,  a surgeon,  an  in- 
ternist, a gynecologist,  a urologist  and  a pathologist. 
Continuous  study  of  the  problems  of  radiological  safe- 
ty control  in  the  use  of  radium  and  its  products  and 
artificially  produced  radioactive  isotopes  for  diagnostic 
or  therapeutic  purposes  was  recommended. 

Hospitalization  for  Alcoholics 
I'he  Council  on  Mental  Health  urged  hospital  ad- 
ministrators and  the  staffs  of  hospitals  to  look  upon 
alcoholism  as  a medical  problem  and  admit  patients 


who  are  alcoholics  to  their  hospitals  for  treatment 
after  due  examination,  investigation,  and  considera- 
tion of  the  individual  patient. 

Dr.  Edward  M.  Cans  of  Harlowton,  Montana  was 
chosen  as  the  1956  General  Practitioner  of  the  year. 

It  has  been  a privilege  and  an  honor  to  be  one  of  your 
representatives  to  the  A.  M.  A. 

Respectfully  submitted, 

William  Weston,  Jr.,  M.D. 
THE  CHAIR:  Any  further  report  from  Dr.  Johnson? 
DR.  JOHNSON.  Mr.  President,  I have  some  notes  here, 
but  I think  Dr.  Weston  has  covered  enough  of  it;  all 
of  this  appeared  in  the  Journal.  (Applause) 

THE  CHAIR:  Thank  you.  Dr.  Johnson.  That  report 
will  be  referred  to  the  Committee  on  Miscellaneous 
Business. 

We  shall  revert  now  to  the  report  of  the  Executive 
Secretary,  Mr.  Meadors. 

MR.  M.  L.  MEADORS:  Mr.  President,  members  of  the 
House  of  Delegates.  (Applause) 

REPORT  OF  THE  EXECLTIVE  SECRETARY 
Your  Association,  during  the  past  twelve  months,  has 
continued  its  progressive  and  constructive  activities, 
begun  with  the  launching  of  the  Ten  Point  Program 
nearly  13  years  ago.  Its  growth  has  been  gradual  but 
steady,  and  of  equal,  if  not  greater  importance,  is  the 
forward-looking  view  of  its  leaders,  and  the  coopera- 
tion of  the  membership  generally  in  dealing  with  mat- 
ters of  medical  economics.  South  Carolina  remains 
abreast  of  organized  medicine  in  other  states. 

A total  of  1,213  members  paid  dues  to  the  state  or- 
ganization in  1956.  including  14  Junior  members. 
There  were  in  addition,  150  Honorary  members  and 
13  members  in  the  Armed  Services,  making  a total  in 
good  standing  of  1,376.  An  impressive  factor  is  the 
large  number  of  young  men  who  join  the  Association 
each  year  (62  in  1956  — 53  already  this  year).  The  num- 
ber of  these  from  year  to  year  is  a healthy  and  pro- 
gressive phase  of  the  Association's  development.  The 
number  of  South  Carolina  doctors  who  join  the 
A.  M.  A.  is,  likewise,  notable.  Last  year  1169  of  our 
members  paid  dues  to  the  A.  M.  A.  In  1957  we  have 
already  received  dues  to  the  state  Association  from 
937  members,  of  whom  905  also  paid  their  dues  to 
the  A.  M.  A. 

Last  year,  for  the  first  time,  the  expense  in  connection 
with  publication  of  the  Journal  of  the  Association 
exceeded  the  revenue  from  advertising.  The  total 
received  last  year  from  advertising  was  $18,265.00  while 
the  printing  and  other  expenses  in  connection  with  the 
Journal  amounted  to  $19,193.01.  It  is  true,  of  course, 
that  $3.00  of  the  $20.00  annually  paid  to  the  State 
Association  by  each  of  its  members  is  designated  as 
subscription  price  to  the  Journal,  and  when  this 
amount  is  added  to  the  revenue  from  advertising,  there 
is  a small  balance  on  the  entire  operation.  Printing 
costs,  like  the  cost  of  everything  else,  have  increased 
rapidly  and  almost  astronomically  within  the  past 
several  years.  In  addition  to  the  greatly  increased  costs 
of  printing,  much  of  our  advertising  now  is  in  color 
which  is  very  expensive,  but  of  course  it  is  necessary 
in  order  to  keep  our  customers  happy  and  keep  abreast 
of  developments  along  this  line. 

A comparison  of  the  same  figures  ten  years  ago  will 
illustrate  the  change  that  has  taken  place.  According 
to  the  receipts  and  disbursements  for  the  year  1946, 
just  ten  years  earlier,  the  total  received  for  advertising 
in  the  Journal  was  $11,765.00,  and  for  the  same  year 
the  printing  costs  amounted  to  only  $5,145.51.  While, 
therefore,  the  returns  from  advertising  have  increased 
approximately  fifty  per  cent,  (lie  costs  of  producing 
the  Journal  in  the  same  length  of  time  has  more  than 
tripled— it  has  almost  quadrupled.  Receipts  from  mem- 
bership dues  and  subscriptions,  the  return  from  the 
annual  $20.00  payment  in  1946  amounted  to  S16.293.00. 
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representing  some  814  members.  Last  year  the  paying 
membership  had  increased  about  400  since  that  time, 
and  the  activities  of  the  Association  have  expanded 
in  easily  the  same  or  greater  proportion.  In  addition 
to  the  vastly  increased  activity  and  work  of  the  Asso- 
ciation for  itself  and  its  members  within  the  State,  has 
been  that  involved  in  the  collection  of  dues  to  the 
American  Medical  Association.  The  amount  of  dues 
handled  by  the  Treasurer’s  office  and  that  of  the  Ex- 
ecutive Secretary  for  the  A.  M.  A.  each  year  amounts 
to  approximately  25%  more  than  the  amount  of  dues 
collected  for  the  State  Association. 

Other  developments  within  the  past  decade,  all  of 
which  have  been  financed  out  of  the  income  from  the 
.820.00  dues  and  profit  from  the  printing  of  the  Journal 
are  these:  publication  of  the  Newsletter,  publication  of 
the  Woman’s  Auxiliary  Bulletin  (quarterly);  subsidy 
to  Woman’s  Auxiliary  at  the  rate  of  50c  per  member  of 
the  Medical  Association;  publication  bi-annually  of  the 
Directory,  containing  the  name  and  address  of  each 
member,  bis  date  of  birth,  place  and  date  of  gradua 
tion  from  medical  school,  specialty,  and  telephone  num- 
ber. 

In  January  of  this  year,  the  Executive  Office  was 
moved  to  a more  suitable  and  convenient  location  in 
a modern  building  at  309  West  Evans  St.  in  Florence. 
Since  tbe  last  meeting,  the  validity  of  the  Legislative 
Act  outlawing  the  practice  of  naturopathy  in  South 
Carolina  has  been  fully  upheld.  The  Supreme  Court  of 
the  State,  which  heard  the  matter  on  Monday  of  Con- 
vention week  in  1956,  sustained  the  Act  in  an  un- 
animous opinion  a few  months  later.  The  naturopathic 
organization  obtained  an  injunction  against  enforce- 
ment of  the  law  pending  an  appeal  to  the  Supreme 
Court  of  the  Cnited  States.  That  high  tribunal  in  a 
memorandum  opinion  filed  in  December  of  last  year, 
refused  to  hear  an  appeal,  holding  that  the  subject 
was  one  clearly  within  the  rights  and  jurisdiction  of 
the  State  Courts  and  Legislature  and  that  no  new  issue 
was  raised  warranting  a hearing  before  the  Supreme 
Court  of  the  Cnited  States. 

Many  of  the  naturopathic  practitioners,  seeing  the 
handwriting  on  the  wall  had  already  left  and  others 
departed  after  the  Court’s  decision.  Some,  however,  are 
still  in  the  State,  and,  according  to  our  information, 
are  attempting  to  pursue  some  sort  of  practice.  As  of 
the  present  time,  there  has  been  no  official  move  on  the 
part  of  the  Attorney  General’s  office  to  enforce  the 
repeal  statute,  but  it  is  hoped  that  this  will  develop 
soon  after  the  adjournment  of  the  General  Assembly. 
Immediately  before  and  following  its  opening  in 
January,  rumors  were  rife  to  the  effect  that  an  effort 
would  be  made  to  pass  a bill  granting  renewed  author- 
ity for  licensing  naturopaths  on  a limited  scale.  We 
know  definitely  that  an  effort  was  made  to  obtain  sup- 
port for  such  a move,  but  actually  no  bill  was  intro- 
duced. The  rumors,  however,  may  have  been  the  reason 
why  the  Attorney  General  has  not  so  far  acted  officially 
to  enforce  the  law.  The  matter  has  caused  us  some 
concern,  but  officers  of  the  Association  are  not  in 
position  to  take  any  steps  directly  to  bring  about  en- 
forcement of  the  act.  In  the  event  of  continued  failure 
of  action  on  the  part  of  State  officials,  we  recommend 
that  the  matter  be  brought  directly  to  the  Governor’s 
attention  with  the  request  that,  acting  in  his  capacity 
as  Chief  Law  Enforcement  Officer  of  the  State,  he  direct 
the  necessary  steps  by  the  SLED  to  have  the  Act  com- 
plied with. 

Other  legislative  activity  has  been  in  connection  with 
the  Bill  designed  to  broaden  still  further  the  rights  of 
optometrists.  At  a special  Council  meeting  on  Jan- 
uary 28,  it  was  officially  decided  to  actively  participate 
with  the  South  Carolina  Society  of  Ophthalmology  and 
Otolaryngology  in  its  effort  to  defeat  the  bill,  and, 
pursuant  to  the  action  then  taken,  we  have  cooperated 


fully  in  the  effort.  A public  hearing  was  arranged  be- 
fore the  Judiciary  Committee  of  the  House  of  Rep- 
resentatives, which  had  the  bill  under  consideration, 
at  which  time  the  President  of  the  Association,  Dr. 
Prioleau,  and  other  officials,  appeared  in  a strong 
presentation  of  the  reasons  why  the  bill  should  not  be 
enacted.  The  measure  remained  in  Committee  from 
that  time  until  late  in  April  when  it  was  finally  re- 
ported out  favorably  with  an  amendment,  the  effect 
of  which  would  largely  nullify  the  real  intent  of  the 
bill  and  leave  largely  to  the  discretion  of  physicians 
and  registered  nurses,  the  matter  of  referral  of  patients 
for  eye  care. 

When  the  bill  was  reached  for  consideration  by  the 
House,  attention  was  called  to  the  fact  that  one  of  that 
body’s  rules  which  requires  printing  in  full  of  any 
section  of  the  Code  of  Laws  which  is  sought  to  be 
amended,  had  not  been  compiled  with  and  the  bill 
ended  then  and  there.  It  was  reintroduced,  however, 
the  following  week,  and  again  referred  to  the  Judiciary 
Committee,  where  it  still  is.  Another  public  hearing 
has  been  requested,  and  we  are  informed  that  the 
Judiciary  Committee,  which  meets  today,  may  at  this 
time  1 1 x the  date  for  this  further  hearing.  Under  the 
circumstances,  it  is  safe  to  say  that  the  bill  will  not  be 
passed  this  year  if  it  is  passed  at  all,  and  there  is  good 
prospect  that  it  may  not  get  out  of  the  House  of 
Representatives  in  1957. 

Other  measures  apparently  having  some  bearing  upon 
the  practice  of  medicine  have  been  carefully  examined 
and  referred  to  the  Legislative  Committee,  Dr.  Frank 
C.  Owens,  Chairman,  but  none  has  seemed  to  warrant 
activity  either  pro  or  con  on  the  part  of  the  Asso- 
ciation. 

Fuming  to  other  phases  of  our  activity,  last  fall  our 
office  cooperated  actively  and  fully  in  the  dissemination 
of  information  pertaining  to  the  “Medicare”  program, 
and  in  the  preparation  for  its  presentation  to  Council 
and  to  the  House  of  Delegates  in  a called  meeting  last 
November.  Following  that  meeting,  and  as  one  of  those 
designated,  we  went  to  Washington  with  Drs.  Prioleau, 
Cain,  and  Siegling,  for  the  purpose  of  the  successful 
negotiation  of  the  “Medicare”  contract  with  the  United 
States  Government.  The  program  went  into  effect 
December  7,  1956,  and  since  that  time  we  have  con- 
tinued in  contact  with  it.  Numerous  inquiries  by  mem- 
bers of  the  Association  concerning  the  program  are  re- 
ceived and  answered.  Several  amendments  or  requests 
for  information  for  the  purpose  of  framing  amend- 
ments of  the  contract,  have  been  received  from  Wash- 
ington and  forwarded  to  the  proper  officials  of  the 
Association  for  attention. 

In  January,  along  with  Dr.  Charles  N.  Wyatt,  chairman 
of  the  Poliomyelitis  Prevention  Committee,  we  at- 
tended a meeting  in  Chicago  of  representatives  from 
the  medical  associations  in  all  the  states  and  terri- 
tories for  the  purpose  of  activating  a plan  for  mass 
inoculation  with  Salk  vaccine,  and  upon  our  return 
cooperated  with  the  committee  itt  the  publicity  and 
plans  for  getting  the  campaign  under  way  in  South 
Carolina. 

Also  in  January,  and  immediately  preceding  the  Chi 
cago  meeting,  we  attended  a very  interesting  and  in- 
formative session  in  New  York,  arranged  by  the  Health 
Insurance  Council,  to  which  a small  number  of  the 
executive  secretaries  of  medical  associations  in  the 
East  were  invited.  Various  problems  shared  by  the 
Health  Insurance  industry  and  the  physicians  were  dis- 
cussed and  methods  explored  for  increasing  still  further 
their  mutual  understanding,  and  toward  developing 
and  maintaining  more  cordial  relations  between  the 
two  groups.  Of  particular  interest  to  us  and  to  the 
medical  profession  was  the  report  of  progress  which  had 
been  made  by  the  Insurance  Council  in  the  develop- 
ment of  uniform  claim  reporting.  The  ever-expanding 
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work  of  this  kind  resulting  from  the  rapidly  and  con- 
stantly increasing  number  of  people  with  health  in- 
surance make  this  a matter  of  extreme  importance  to 
the  profession.  We  hope  to  cooperate  in  further  meet- 
ings with  the  health  insurance  people  along  this  same 
line. 

On  February  24  a conference  for  county  medical  society 
officers  was  held  in  Columbia.  It  was  the  first  attempt 
at  a meeting  of  this  kind  in  South  Carolina  and  per- 
haps left  much  to  be  desired,  but  we  believe  it  was  a 
favorable  start  in  the  right  direction.  The  purpose  was 
to  accpiaint  newly-elected  county  officers,  particularly 
the  secretaries  and  treasurers  with  the  activities  of  the 
county  societies,  especially  the  nature  of  the  admin- 
istrative work  involved  in  the  collection  of  dues  and  the 
co-ordination  of  efforts  of  the  Association  generally, 
through  the  county  societies.  Discussion  of  the  ap- 
proaching Salk  vaccine  campaign  was  included  on  the 
program  and  presented  by  Dr.  Charles  N.  Wyatt,  chair- 
man of  the  committee,  and  Dr.  Francis  Sackett  of 
Miami,  who  related  the  experience  with  a similar  pro- 
gram there.  A fair  number  of  counties  were  repre- 
sented, but  the  conference  could  have  been  much  more 
significant  and  worthwhile  with  fuller  attendance. 
Present  plans  are  for  another  conference  next  spring, 
and  we  solicit  the  cooperation  of  the  delegates  in  urging 
attendance  and  participation  by  the  county  officers  in 
your  respective  areas. 

The  usual  meetings  were  attended,  correspondence 
carried  on,  and  business  of  the  Association  conducted. 
The  exhibit  spaces  were  sold  and  arrangements  made 
for  the  annual  meeting,  and  the  printing  of  the  pro- 
gam supervised. 

In  addition  to  the  administrative  work  of  the  Asso- 
ciation, we  are  glad  to  report  a considerable  increase  in 
the  number  of  occasions  on  which  we  have  been  called 
upon  for  legal  opinions  and  legal  advice  in  connection 
with  various  facets  of  the  Association’s  work.  By  and 
large,  it  has  been  a busy  and  we  think  a successful 
year.  We  wish  to  express  our  sincere  appreciation  to 
Dr.  Wm.  H.  Prioleau,  President,  Dr.  J.  P.  Cain,  Jr., 
Chairman,  the  other  Councilors,  Dr.  Wilson,  Secretary, 
and  Dr.  Stokes,  Treasurer  of  the  Association  for  the 
consideration  and  cooperation  in  every  instance  in  con- 
nection with  the  work  of  the  Executive  Office. 

Respectfully  submitted, 

M.  L.  Meadors 

THE  CHAIR:  Thank  you,  Mr.  Meadors,  this  will  be 
referred  to  the  Committee  on  Miscellaneous  Busines 
Now,  we  will  hear  the  report  of  Chairman  of  Council, 
Dr.  Cain. 

DR.  [OE  CAIN:  Mr.  President,  members  of  the  House 
of  Delegates. 

In  making  this  report  of  Council  to  the  House  of 
Delegates,  I should  like  to  review  briefly  the  organiza- 
tion of  the  Council  of  the  South  Carolina  Medical 
Association  and  its  function.  As  you  know,  the  Council 
of  the  South  Carolina  Medical  Association  is  a body 
composed  of  a councilor  from  each  of  the  nine  medical 
districts  of  the  state.  The  president  of  the  state  Asso- 
ciation. the  president-elect  of  the  state  Association,  the 
immediate  past-president  of  the  state  Association,  the 
vice-president  of  the  state  Association,  the  treasurer  of 
the  Association,  the  secretary  of  the  state  Association, 
and  the  executive  secretary  of  the  state  Association.  In 
addition  are  the  two  delegates  to  the  American  Medi- 
cal Association,  the  trustee  of  the  American  Medical 
Association,  the  editor  of  the  Journal,  and  the  presi- 
dent of  Blue  Shield.  The  Council,  as  you  know,  serves 
as  the  executive  committee  of  the  state  Association.  It 
is  the  finance  committee  in  charge  of  fiscal  matters.  Its 
business  is  to  take  care  of  whatever  problems  arise 
pertaining  to  the  South  Carolina  Medical  Association 
during  the  time  when  the  House  of  Delegates  is  not  in 
session.  It  has  authority  to  act  for  the  Association  dur- 


ing this  interim  period,  and  at  its  discretion  can  re- 
Cjuest  the  president  of  the  Association  to  call  a full 
meeting  of  the  House  of  Delegates  to  consider  any 
special  problems  which  the  Council  feels  should  be 
passed  on  by  the  entire  body  rather  than  this  limited 
executive  group. 

I wish  to  commend  this  Council  to  you.  You  should 
be  very  proud  of  the  men  whom  you  have  chosen  to 
represent  you  on  this  executive  body.  Without  ex- 
ception, each  member  of  Council  has  given  unstintingly 
of  his  time  and  talents  in  the  administration  of  your 
business.  I have  never  asked  a member  of  Council  for 
help  that  he  did  not  respond  wholeheartedly  and  with 
a conscientious  realization  of  his  responsibility  to  the 
state  Association. 

As  chairman  I have  found  this  a very  stimulating 
group  with  which  to  work.  They  are  not  a bunch  of 
“yes”  men,  rather  when  they  take  hold  of  a problem, 
they  go  into  it  from  every  angle  and  consider  every 
possible  detail  as  it  might  affect  our  Association  either 
pro  or  con.  After  a matter  is  thoroughly  discussed  and 
a vote  is  taken,  it  is  often  unanimous— but  not  always 
so.  However,  no  matter  what  the  vote,  we  feel  that 
each  councilor  has  voted  his  honest  conviction  and  that 
he  has  done  what  he  thinks  best  for  the  Medical  Asso- 
ciation of  South  Carolina. 

It  is  with  considerable  regret  that  the  chairman  has 
accepted  the  resignation  of  Dr.  Hiram  Morgan,  coun- 
cilor of  the  third  district  for  several  years,  because  of 
ill  health.  Dr.  Morgan  will  certainly  be  missed  on  the 
Council,  and  we  wish  for  him  a speedy  recovery  from 
his  recent  illness. 

The  activities  of  Council  during  the  current  year  have 
included: 

Financial:  The  fiscal  year  of  the  Association  was 
changed  to  January  1st  so  that  it  would  correspond 
to  the  calendar  year  of  the  Association  and  the  annual 
payment  of  dues.  It  was  felt  that  in  this  manner  a more 
business-like  administration  of  the  financial  affairs  in 
the  Association  could  be  accomplished.  Accordingly,  no 
budget  was  adopted  at  the  state  meeting  last  year,  but 
his  was  postponed  until  the  November  meeting  of 
Council  at  which  time  a budget  for  the  1957  year  was 
dopted.  It  was  noted  by  the  treasurer’s  report  given 
at  this  meeting  that  the  present  dues  of  $20  per  yeat 
were  not  now  adequate  for  the  expenses  in  a modern 
medical  organization  such  as  ours.  For  several  years 
the  dues  have  not  been  enough  to  cover  current  ex 
penses;  however,  up  until  this  year  there  has  always 
been  a profit  derived  from  advertising  in  the  Journal 
which  was  added  to  our  general  fund  which  has  tided 
us  over,  and  at  times  has  enabled  us  to  put  a few 
thousand  dollars  per  year  into  our  surplus  account. 
However,  because  of  increased  cost  of  printing,  we  find 
that  the  advertising  in  the  Journal  now  just  barely 
pays  its  printing  and  administration  cost.  As  a result, 
we  have  a deficit  of  some  four  or  five  thousand  dollars 
this  year,  and  in  order  to  cope  with  this  situation,  two 
courses  were  possible:  1.  To  cut  expenses  of  running 
the  Association  approximately  $5,000  per  year,  or, 
2.  To  increase  the  dues  in  order  to  raise  this  addi- 
tional amount. 

In  view  of  the  fact  that  our  Association  now  is  at  the 
most  active  phase  in  its  long  history— carrying  on  pro- 
grams and  dozens  of  different  categories  related  to 
public  health  and  medicine  throughout  the  state  of 
South  Carolina  and  nationally  through  the  American 
Medical  Association,  it  was  felt  that  to  take  away  any 
of  our  present  program  would  be  to  detract  from  and 
diminish  the  effectiveness  of  the  South  Carolina 
Medical  Association.  Accordingly,  the  Council  fell  un- 
animously that  an  increase  in  dues  should  be  recom- 
mended to  the  House  of  Delegates  at  their  next  meet- 
ing. As  you  know,  this  item  was  brought  before  the 
called  meeting  of  the  Flouse  of  Delegates  in  November 
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and  by  vote  of  that  body,  Council  was  instructed  to 
carry  on  by  utilizing  whatever  surplus  funds  were 
necessary  until  the  May  meeting  at  which  time  the 
subject  of  increasing  dues  could  be  thrashed  out.  This 
is  the  policy  which  has  been  followed,  and  at  this 
meeting,  we  are  to  determine  how  much  our  dues 
should  be  increased. 

Medicare:  One  of  the  most  important  issues  that 
Council  had  to  consider  this  year  was  the  entering 
into  of  a contract  between  the  South  Carolina  Medical 
Association  and  the  United  States  Government  for  the 
care  of  dependents  of  military  personnel  on  active 
duty.  At  our  meeting  in  November,  plans  were  made  for 
our  entering  into  this  Medicare  program,  and  a fee 
schedule  was  set  up  for  presentation  to  the  House  of 
Delegates  for  its  approval.  Council  also  nominated  a 
negotiating  committee  to  be  composed  of  Drs.  John 
Arthur  Siegling,  W.  H.  Prioleau,  and  J.  P.  Cain,  Jr., 
along  with  Messrs.  M.  I..  Meadors  and  William  Sandow. 
These  recommendations  were  made  to  a called  meeting 
of  the  House  of  Delegates  in  November  at  which  time 
the  fee  schedule  as  set  up  by  Council  was  approved  as 
was  the  negotiating  committee  who  were  given  au- 
thority to  act.  This  committee  went  to  Washington 
November  13th  and  conferred  with  Army  authorities  at 
that  time,  and  concluded,  we  feel,  a very  satisfactory 
contract  between  the  Government  and  the  South  Caro- 
lina Medical  Association. 

Civil  Defense:  The  Council  Committee  on  Civilian 
Defense  under  its  able  chairman,  Dr.  Charles  Wyatt  of 
Greenville,  has  made  great  strides  in  the  organization 
of  this  project  from  a medical  standpoint  throughout 
the  state.  Physicians  have  been  appointed  in  each  dis- 
trict who  are  to  supervise  the  work  of  other  physicians 
who  have  been  appointed  in  each  county  to  carry  on 
the  medical  phase  of  civilian  defense.  According  to  Dr. 
Wvatt.  he  plans  to  have  three  200-bed  mobile  hospital 
units  in  South  Carolina,  one  of  which  has  already  been 
secured  and  is  set  up  in  Greenville. 

Hack  Pressly  Memorial:  On  November  1st  at  the 
annual  Founders  Day  at  the  Medical  College,  the 
Council  Committee  on  the  Buck  Pressly  Memorial 
presented  a bronze  plaque  to  the  Medical  College  of 
South  Carolina  with  appropriate  exercises.  This  plaque 
is  to  be  hung  in  the  library  of  the  Medical  College  in 
honor  of  this  physician,  who,  although  not  a graduate 
of  the  Medical  College  of  South  Carolina,  was  one  of  the 
state’s  most  outstanding  physicians.  He  was  active  in 
our  Association  work  and  was  president  in  1941.  His 
service  to  his  state  and  county  was  recognized  in  1948 
when  he  was  chosen  Family  Doctor  of  the  Year  for  the 
United  States  by  the  American  Medical  Association. 
1 wish  to  thank  this  Committee,  of  which  Charles 
Wvatt  was  chairman,  for  doing  a very  excellent  job. 
Publicity:  The  status  of  our  publicity  man,  Mr.  Fran- 
cis B.  Taylor,  was  brought  up,  and  it  was  left  with  the 
discretion  of  the  publicity  committee  as  to  the  ar- 
ranging of  financial  matters  with  him.  Council  noted 
the  very  excellent  coverage  of  the  South  Carolina 
Medical  Association  at  its  last  annual  meeting  by  Mr. 
Taylor,  and  also  several  special  articles  written  and 
printed  throughout  the  state  during  the  year— par- 
ticularly those  on  civilian  defense  and  the  Salk  vac- 
cine program. 

/ etrislative:  Cognizance  of  a directive  by  the  House  of 
Delegates  adopted  on  May  10th,  1955,  concerning  the 
stand  to  be  taken  by  the  state  Medical  Association  in 
opposition  to  an  amendment  to  the  Optometrist  Bill 
now  in  the  state  Legislature  was  taken  and  plans  were 
promulgated  to  actively  present  our  view  opposing 
this  amendment  to  the  state  Legislature.  A special 
committee  of  Council  composed  of  Drs.  Howard  Stokes 
and  Tullv  Gressette  were  named  to  work  with  the 
South  Carolina  Ophthalmological  Association  in  order 
to  work  out  the  best  possible  opposition  to  this  amend- 


ment. Mr.  M.  L.  Meadors  was  instructed  to  actively 
participate  in  this  project  and  to  work  with  Mr.  Wil- 
liam Prioleau  of  Columbia,  attorney,  who  had  already 
been  retained  by  the  South  Carolina  Ophthalmological 
group.  Public  hearings  were  requested  on  this  bill 
when  it  was  in  the  House  of  Representatives  at  which 
time  the  officers  of  the  state  Association  and  other  in- 
terested physicians  stated  the  Association’s  case  to  the 
Judiciary  Committee  of  the  House.  The  bill  has  had  a 
rough  passage  in  and  out  of  committee.  At  the  time 
this  is  being  written,  it  is  back  in  committee,  and  what 
the  final  outcome  will  be  this  year,  we  do  not  know 
at  this  time. 

On  December  20th  of  last  year  the  Supreme  Court  re- 
fused to  hear  an  appeal  by  the  South  Carolina  Naturo- 
pathic Association  from  the  Act  which  was  passed  last 
year  repealing  the  Naturopathic  Licensing  Law  in 
South  Carolina,  and  in  effect,  outlawing  the  practice  of 
Naturopathy  in  this  state. 

This  was  a very  satisfactory  culmination  of  a very  hard 
fight  which  was  carried  through  two  stormy  sessions 
of  the  state  Legislature  and  was  appealed  to  the  state 
Supreme  Court  from  whose  ruling  the  United  States 
Supreme  Court  refused  to  deter.  The  South  Carolina 
Med  ical  Association  is  to  be  commended  for  its  per- 
sistence in  ridding  the  stale  of  such  medical  cults. 
Polio  Vaccination:  Going  along  with  the  American 
Medical  Association  recommendation  that  a concen- 
trated effort  should  be  made  on  the  state  level  to  have 
all  people  under  40-year  of  age  inoculated  with  Polio 
vaccine,  a committee  was  appointed  by  chairman  of 
Council  along  with  the  president  of  our  state  Associa- 
tion to  carry  out  this  project.  This  committee  was 
composed  of  Drs.  William  M.  Bryan,  Jr.,  G.  S.  T. 
Peeples,  Walter  M.  Hart,  Bachman  Smith,  and  Charles 
Wyatt,  Chairman. 

(At  the  conclusion  of  his  report  Dr.  Cain  stated:) 

Mr.  President,  1 have  in  addition  to  this  report  a 
number  of  resolutions  passed  by  council  to  be  recom- 
mended to  the  House  of  Delegates. 

THE  CHAIR:  Take  them  up  one  at  the  time,  so  that 
I can  place  them  in  the  proper  committees. 

DR.  CAIN:  The  first  recommendation  is:  (Reading) 

"I.  That  the  dues  to  the  association  be  increased  from 
$20.00  to  $30.00.” 

THE  CHAIR:  That  would  go  to  the  Constitution  and 
By-Laws  Committee. 

DR.  CAIN: 

“2.  That  an  additional  $10.00  be  included  anil  ear- 
marked for  the  American  Medical  Education  Founda- 
tion.” 

THE  CHAIR:  That  would  also  go  to  the  Constitution 
and  By-Laws  Committee. 

1)R.  CAIN: 

”3.  We  recommend  the  appointment  of  a special  com- 
mittee to  serve  for  one  year  and  then  to  be  made  a 
standing  committee,  if  found  advisable,  to  be  called 
the  Committee  on  Medical  Care  by  the  Medical  Col- 
lege to  consist  of  eleven  members,  one  from  each  dis- 
trict and  two  additional  members  from  the  first  district, 
appointed  by  the  President  of  the  association.  It  shall 
review  all  aspects  of  medical  care  by  the  Medical  Col- 
lege and  shall  report  to  council  and  to  the  House  of 
Delegates  at  the  next  annual  meeting.” 

THE  CHAIR:  That  would  be  referred  to  the  Commit- 
tee on  Miscellaneous  Business.  (Later  the  Chair  stated 
this  report  would  be  referred  to  the  Committee  on  Re- 
ports of  Council  and  Officers  when  Dr.  Lynch  called 
his  attention  to  the  fact  that  a similar  recommenda- 
tion (in  President's  report)  had  been  so  referred.) 

DR.  CAIN:  (Continuing  recommendations) 

“4.  That  a special  committee  be  appointed  to  be  called 
a liaison  committee  with  other  professional  groups  to 
consider  matters  pertaining  to  public  relations  with 
pharmacists,  dentists,  nurses  and  other  related  groups. 
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The  committee  is  to  consist  of  five  members  with  the 
executive  secretary  as  ex  officio.  The  committee  is  to  be 
appointed  by  the  president  for  a period  of  one  year. 
THE  CHAIR:  That  will  go  to  the  reference  committee 
on  Legislation  and  public  relations. 

I)R.  CAIN:  (Continuing  his  recommendations) 

“6.  The  Committee  on  Public  Health  — it  is  recom- 
mended that  the  Committee  on  Public  Health,  that  is 
the  standing  committee  of  the  Association,  take  over  the 
duties  of  the  special  committee  on  polio  prevention  and 
that  the  present  Polio  Prevention  Committee  be  dis- 
charged.” 

THE  CHAIR:  That  shall  be  referred  to  the  committee. 
Public  and  Industrial  Health. 

I)R.  CAIN:  (Reading) 

“7.  It  is  recommended  by  Council  that  “Be  it  resolved 
that  the  South  Carolina  Medical  Association  endorse 
the  efforts  of  the  State  Committee  on  Adoptions  in  its 
concern  for  better  child  adoption  laws,  believing  that 
the  health  and  emotions  of  these  unfortunate  children 
and  their  new  parents  should  be  safeguarded  by  ade- 
quate medical  examinations  before  the  approval  of 
the  adoption.” 

THE  CHAIR:  That  would  be  referred  to  the  Com- 
mittee on  Miscellaneous  business. 

DR.  CAIN:  Council  recommends  a change  in  the  By- 
Laws,  as  follows: 

“5.  That  if  a vacancy  exists  on  council  because  of  the 
death,  extended  illness  or  other  incapacity  of  a conn 
cilor.  that  the  council  may  appoint  an  alternate  conn 
cilor  from  that  district  to  serve  until  the  next  meeting 
of  the  House  of  Delegates." 

THE  CHAIR:  That  recommendation  will  be  referred 
to  the  committee  on  Constitution  and  By-Laws. 

Thank  you  Dr.  Cain. 

That  ends  the  reports  of  officers. 

Now.  under  the  heading  of  Standing  Committees— a 
great  mans  of  these  reports  have  been  published.  In 
such  cases,  unless  there  is  some  reason  to  read  them 
again,  it  is  suggested  that  they  not  be  read  again  but 
that  the  Chairmen  of  those  various  committees  make 


any  additional  remarks. 

First  is  the  Committee  on  Scientific  Program,  Dr.  Wm. 
C.  Cantey,  Chairman.  (Dr.  Cantey  stated  he  had  no 
further  report.)  Thank  you  Dr.  Cantey  for  an  excellent 
job. 

The  next,  the  Committee  on  Legislation  and  Public 
Relations,  Dr.  F.  C.  Owens,  Chairman.  (Dr.  Owens 
stated  he  had  no  further  report.)  Thank  you  Dr. 
Owens.  That  report  will  be  referred  to  the  Reference 
Committee  on  Legislation  and  Public  Relations. 

The  Committee  on  Public  Health,  Dr.  Chapman, 
Chairman.  Apparently  no  further  report  and  that  will 
go  to  the  Reference  Committee  on  Legislation  and 
Public  Relations. 

The  Memorial  Committee,  Dr.  Thackston,  Chairman. 
Apparently  no  further  report  and  that  will  wait  until 
tomorrow.  That  would  go  to  the  Committee  on  Mis- 
cellaneous Business,  if  there  is  any  reference  that  is 
needed. 

The  Committee  on  Maternal  Welfare,  Dr.  Lawrence 
Hester,  Chairman.  Apparently  that  has  been  published 
and  there  is  no  further  report,  and  that  would  go  to 
the  committee  on  Public  and  Industrial  Health,  unless 
there  is  some  other  disposition  desired. 

The  Committee  on  Infant  and  Child  Health,  Dr.  R.  B. 
|osey,  Columbia,  Chairman.  No  further  report  on  that 
and  that  would  go  to  the  Committee  on  Public  & 
Industrial  Health. 

The  Committee  on  Cancer,  Dr.  Pettit,  Chairman. 

DR.  HAROLD  PETTIT  (Recognized):  I have  just  a 
brief  report  to  make. 

1 ,343  new  cancer  patients  were  seen  in  the  1 1 State 
Aid  Cancer  Clinics  during  the  calendar  year  1956.  639 
or  50%  of  these  1.343  new  cancer  cases  have  localized 
disease.  If  you  eliminate  the  early  skin  cancer  cases 
from  the  number  of  new  cancer  cases  it  is  interesting 
to  note  that  30%  of  the  white  males,  46%  of  the  white 
females,  24%  of  the  colored  males  and  30%  of  the  col- 
ored females  had  localized  or  early  cancer. 

Listed  below  are  the  10  most  common  types  of  new 
cancer  cases  treated  in  males  and  females,  showing  the 


MALES 


TYPE 

TOTAL 

LOCALIZED 

% LOCAL 

1 . Skin 

153 

140 

92 

2.  Respirator)  System 

60 

16 

27 

3.  Other  Sites 

54 

10 

19 

4.  Buccal  Cavitv  ft  Pharynx 

54 

31 

57 

5.  Prostate 

50 

8 

16 

6.  Urinary  Organs 

28 

12 

43 

7.  Esophagus 

26 

5 

19 

8.  Stomach 

25 

4 

16 

9.  Leukemia 

19 

0 

0 

0.  Rectum 

15 

3 

20 

FEMALES 

TYPE 

TOTAL 

LOCALIZED 

% LOCAL 

1 . Cervix 

252 

104 

40 

2.  Skin 

156 

146 

93 

3.  Breast 

143 

55 

38 

4.  Other  Sites 

39 

15 

40 

5.  Buccal  Cavity  & Pharynx 

32 

18 

55 

6.  Fundus 

25 

14 

56 

7.  Ovary 

25 

2 

8 

8.  Leukemia 

18 

0 

0 

9.  Stomach 

17 

2 

1 1 

0.  Esophagus 

16 

5 

31 

1.  Urinary  Organs 

16 

10 

62 
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total  number  of  cases  and  the  number  of  localized 
cases. 

THE  CHAIR:  Thank  you.  Dr.  Pettit.  Dr.  Pettit’s  re- 
port on  the  Cancer  Committee  would  go  to  the  Com- 
mittee, Public  & Industrial  Health.  (The  Chair  stated 
that  the  numbers  of  the  Committee's  listed  on  the 
blackboard  tlo  not  correspond  with  the  numbers  of 
those  same  committees  in  (he  program.) 

The  Special  Committees  — unless  there  are  further 
Standing  Committees  which  we  have  overlooked.  If 
so,  please  let  us  know. 

SPECIAL  COMMITTEES 

Committee  on  Veterans’  Medical  Care,  Dr.  Thackston. 
Chairman.  Dr.  Thackston?  (Apparently  not  present) 
Those  reports  have  been  distributed  and  if  there  arc 
no  further  reports  that  would  be  referred  to  the  Com- 
mittee on  Miscellaneous  Business. 

The  Committee  on  Historical  Medicine,  Dr.  Waring, 
Chairman.  (Dr.  Waring  stated  there  was  no  further 
report)  D.  Waring’s  report  will  be  referred  to  the  Com- 
mittee on  Miscellaneous  Business. 

The  Committee  on  Medical  and  Hospital  Insurance 
Contract.  Dr.  J.  P.  Cain,  Chairman. 

DR.  CAIN:  (Recognized):  Mr.  President,  I would  like 
to  preserve  the  opportunity  for  making  an  up-to-date 
report  tomorrow  when  this  comes  up  for  general  dis- 
cussion. I have  a further  report  to  make,  no  resolutions, 
but  just  a report,  that  I think  would  be  interesting. 
THE  CHAIR:  The  report  of  this  committee  will  be 
referred  to  the  committee  on  Insurance,  Blue  Cross 
and  Blue  Shield. 

The  Committee  on  Rural  Health,  Dr.  Marshall  Ben- 
nett, Chairman.  Apparently  no  further  report,  that 
would  be  referred  to  the  Committee  on  Miscellaneous 
Business. 

The  Committee  on  Indigent  Care,  Dr.  Ben  Miller. 
Dr.  Miller  states  that  the  report  is  completed  and  that 
will  go  to  the  Committee  on  Miscellaneous  Business. 
We  will  have  to  distribute  some  of  them;  we  can't  place 
them  all. 

The  next  is  the  Medical  Advisory  to  the  Crippled 
Children’s  Society,  Dr.  Waring.  No  further  report  and 
that  shall  go  to  the  Committee  on  Public  and  In- 
dustrial Health. 

The  Committee  on  Advisory  Council  to  the  Women’s 
Auxiliary,  Dr.  Owen  B.  Ravenel,  Chairman.  No  further 
report,  any  report  from  Dr.  Ravenel  would  go  to  the 
Committee  on  Miscellaneous  Business. 

The  Committee  on  the  Care  of  the  Patient,  Dr.  Byerly, 
Chairman.  Dr.  Byerly  was  only  recently  appointed 
Chairman  and  I don’t  know  if  he  would  have  a report. 
Should  there  be  any  report  there  it  would  go  to  the 
Committee  on  Public  and  Industrial  Health. 

The  Committee  on  Coroner  and  Medical  Examiners, 
Dr.  Gtlland,  Chairman.  No  further  report,  or  no  re- 
port — any  report  would  go  to  the  Committee  on  Mis- 
cellaneous Business. 

The  Committee  on  School  Health,  Dr.  Paul.  No  fur- 
ther report,  that  would  go  to  the  Reference  Committee 
on  Public  and  Industrial  Health. 

The  Committee  on  Medical  Education  Foundation,  Dr. 
R.  I..  Crawford,  Chairman.  (Dr.  Crawford  stated  there 
was  no  further  report)  No  further  report,  that  had 
better  be  referred  to  the  Committee  on  Amendment  to 
Constitution  & By-Laws  for  the  reason  that  there  has 
been  some  idea  of  incorporating  that  in  the  dues, 
whether  or  not  the  dues  should  be  added  to,  or  not. 
The  next  is  the  State  Advisory  Committee  on  Poliomye- 
litis, Dr.  Weston,  Chairman.  (Dr.  Weston  stated  there 
was  no  further  report)  That  will  be  referred  to  the 
Committee  on  Public  and  Industrial  Health. 

Next  the  Committee  on  Industrial  Health,  Dr.  Hughes, 
Chairman.  (Dr.  Hughes  stated  he  had  no  further  re- 
port) That  report  would  also  go  to  the  Committee  on 


Public  and  Industrial  Health. 

The  Committee  to  make  recommendations  regarding 
practice  bv  graduates  of  non -recognized  medical  schools 
and  foreign  physicians  in  this  country  on  a temporary 
basis.  Dr.  Cantey,  Chairman.  (Dr.  Cantey  stated  he  had 
no  further  report)  That  report  of  that  committee  will 
be  referred  to  the  committee  on  Miscellaneous  Busi- 
ness. 

The  Mediation  Committee,  Dr.  Roderick  Macdonald, 
Chairman.  That  report  was  read,  no  further  report, 
that  should  go  to  the  Committee  on  Miscellaneous 
Business. 

The  Steering  Committee  for  Handicapped  Children, 
Dr.  Mayer  was  representative  at  Columbia,  I don’t 
know  if  that  is  serving  as  a Committee,  is  it.  Dr. 
Mayer?  (Dr.  Mayer  stated  it  was  not  serving  as  a com- 
mittee) Not  serving  as  a committee,  just  representation 
on  that. 

Medical  Advisory  Board  to  the  South  Carolina  Indus- 
trial Commission,  that  has  been  re-appointed,  as  fol- 
lows, but  there  is  no  committee  report  on  that. 

Now,  are  there  any  further  special  Committee  reports? 
DR.  EDWARDS  (Greenville)- (Recognized) 

Mr.  Chairman,  fellow  members  of  the  House  of  Dele- 
gates, your  special  committee  charged  with  the  respon- 
sibility of  reviewing  the  present  fee  schedule  for  serv- 
ices rendered  under  the  present  Workman's  Compen- 
sation Law  has  reviewed  the  present  schedule  with 
much  detail.  This  committee  is  of  the  opinion  that  a 
large  number  of  the  fees  as  they  now  appear  in  the 
present  schedule,  which  was  adopted  in  November  of 
1950,  are  quite  adequate  and  no  revision  is  justified, 
however,  in  many  others  it  is  felt  that  possibly  a mod- 
erate adjustment  upward  is  indicated.  This,  the  report 
of  this  committee  is  contained  in  the  revised  schedule. 
I will  not  go  into  this  report  in  detail  now,  but  this 
committee,  appointed  by  your  President,  will  submit 
this  report  at  this  time. 

PROPOSED  AMENDMENTS 
TO  INDUSTRIAL  FEE  SCHEDULE 

1.  Office  Visit—  $5.00  (first  visit) 

2.  Medical  Testimony— appearance  at  the  place  ol 
industrial  hearing,  with  or  without  testimony— $35.00 
for  first  hour  and  $3.5.00  for  each  additional  hour  or 
fraction  thereof. 

3.  Testimony  by  deposition— $24.00. 

4.  Delete  the  word  "biopsy”  from  the  listing  of  “Au- 
topsy & Biopsy”— $50.00  to  $100.00. 

5.  Therapeutic  paracentesis— joint,  bursa,  ganglion, 
cyst,  tendon  or  tendon  sheath— $10.00. 

THE  CHAIR:  Thank  you,  Dr.  Edwards.  That  report 
will  be  referred  to  the  Committee  on  Public  and  In- 
dustrial Health. 

It  is  called  to  the  attention  of  the  Committee  Chairmen 
that  there  are  no  extra  copies  of  these  reports.  You  are 
requested  to  get  them  from  the  April  issue  of  the  Jour- 
nal. There  are  four  or  five  around,  to  our  knowledge 
—Dr.  Waring  has  several  and  if  any  others  have  copies 
of  this  Journal  we  would  appreciate  it  if  they  would 
make  them  available  either  to  me  or  to  Dr.  Wilson 
so  that  the  Committee  Chairmen  can  get  them. 

It  is  nearing  the  time  for  the  meeting  of  Corporation 
of  the  South  Carolina  Medical  Care  Plan. 

We  call  your  attention  to  the  fact  that  the  reference 
Committees  place  of  meeting  and  time  is  stated  on  the 
blackboard  and  that  any  one  may  appear  before  a 
reference  committee. 

Is  there  any  further  business?  Dr.  Lynch. 

DR.  KENNETH  LYNCH:  Mr.  President,  I would  like 
to  ask  for  some  guidance  on  one  matter  that  has  been 
referred.  In  the  President’s  report  the  suggestion  of  a 
committee  from  the  Association  to  relate  in  some  way  to 
the  medical  care  by  the  Medical  College  was  referred 
to  Committee  No.  2 (Reports  of  Council  and  Officers). 
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And  tlie  same  recommendation  occurred  in  the  report 
of  Council  and  that  was  referred  to  Miscellaneous 
Business,  as  I understood  it.  Could  we  clarify  that, 
that  is  all  the  same. 

THE  CHAIR:  Thank  you,  Dr.  Lynch  for  calling  at- 
tention to  that.  That  will  he  corrected  and  both  of 
those  reports,  which  are  essentially  the  same  will  be 
referred  to  Committee  No.  2,  Reports  of  Council  and 
Other  Officers.  Thank  you. 

Are  there  any  other  discrepancies,  errors  or  omissions? 
If  not,  if  there  is  no  further  business  the  meeting  stands 
adjourned. 

SPECIAL  ORDER-Tnesday,  April  30,  1957-4:30  P.M. 
THE  ANNUAL  MEETING  OF  THE  CORPORA 
TION,  THE  SOUTH  CAROLINA  MEDICAL  CARE 
PLAN— Dr.  J.  Dechard  Guess,  President,  Presiding. 


THE  CHAIR:  Gentlemen,  as  you  know,  you  are  sitting 
as  the  Corporation  of  the  South  Carolina  Medical 
Service  Plan.  By  reason  of  the  enabling  act  the  dele 
gates  to  the  House  of  Delegates  of  the  South  Carolina 
Medical  Association  compose  the  corporation  and  we 
might  use  the  word  corporation  synonymously  with  the 
term  stockholders  of  any  corporation.  Actually  you,  the 
corporation,  own  and  operate  under  the  by-laws  pro- 
vided by  you,  the  operation  of  this  plan.  And,  since 
vou  do,  it  is  yonr  prerogative  as  the  corporation  or  as 
the  stockholders  to  direct  your  Board  of  Directors  to 
carry  out  your  wishes.  It  is  further  your  privilege  to 
amend  the  by-laws  under  which  the  board  operates. 
Those  are  specific  mechanisms  that  lie  within  your 
prerogative  as  members  of  the  corporation.  So  that,  this 
afternoon  there  will  be  an  opportunity,  in  due  time, 
for  you  to  offer  resolutions  that  will  express  your 
wishes  with  regard  to  the  operation  of  the  plan. 

Let  me  explain  what  the  mechanism  of  this  particular 
meeting  will  be.  Because  of  the  fact  that  there  are  a 
great  many  problems  that,  no  doubt,  you  have  to  bring 
before  the  meeting  we  are  going  to  first  of  all  dispose 
of  a matter  of  business,  namely  the  election  of  mem- 
bers to  fill  the  vacancies  on  the  Board  and  get  that 
aside.  That  is  a necessary  part  of  this  business  this 
afternoon.  Then,  after  we  have  done  that  I will  pre- 
sent my  report  as  President  of  the  board  to  you  and 
that  will  be  followed  by  the  report  of  the  Executive 
Director.  And  following  that  there  will  be  an  oppor- 
tunity for  the  Chairman  of  Council  to  make  any  re- 
marks, extended  or  otherwise,  that  he  may  wish.  That 
will  put  before  you  the  principal  trend  of  business.  I 
might  say,  that  we  want  to  come  before  you  for  general 
discussion.  So  that  following  those  reports,  if  there  is 
no  objection  from  the  corporation,  itself,  we  will  re- 
solve ourselves  into  a “Committee  as  the  Whole”  for 
informal  discussion  of  the  various  matters  that  have 
been  presented  in  these  three  (3)  reports  and  for  any 
other  matters  that  you  have  on  your  mind;  and  during 
that  sitting,  as  a "committee  as  the  whole”  the  cor- 
poration extends  to  any  and  every  member  of  (he  South 
Carolina  Medical  Association  the  privileges  of  the  floor. 
We  want  to  hear  what  you  have  to  say,  if  you  have 
something  to  say.  We  want  you  to  feel  perfectly  free 
to  express  your  views,  your  satisfactions,  your  dissatis- 
factions, and  what  not. 

After  you  have  finished  that  discussion,  and  I might 
say  that  so  far  as  we  are  concerned  you  may  take  as 
long  or  as  short  a time  as  you  want,  there  is  no  ad- 
journment hour  fixed  for  this  meeting.  A motion  to 
adjourn  is  in  order  at  any  time.  If  you  get  tired  why 
that  can  be  done,  after  we  have  resolved  ourselves  from 
the  "committee  as  the  whole”  or  if  at  any  time  yon 
wish  to  declare  a recess,  why  that  motion  is  in  order 
and  we  will  recess  to  such  time  as  it  is  your  pleasure. 
I want  you  to  understand  that  mechanism  of  the  op 
eration  of  this  meeting  in  the  beginning  so  that  you 
will  know  whether  to  leave  and  come  back  or  whether 


to  go  and  stay  gone,  or  whatever  is  your  pleasure. 

We  welcome  those  who  are  not  members  of  the  cor- 
poration to  the  meeting. 

The  first  thing  on  the  order  of  business  are  the  minutes 
of  the  last  annual  meeting.  Those  minutes  have  been 
published  in  the  Journal  and  I could  briefly  summar- 
ize them  for  you.  They  recounted  the  election  of  men 
to  fill  the  vacancies  on  the  board;  they  amended  the 
by-laws  to  provide  for  the  president  of  the  state  medi 
cal  Association,  or  the  Chairman  of  the  Council  of  the 
Association  and  for  the  President  of  the  South  Caro- 
lina Hospital  Service  Plan  and  Blue  Cross  to  be  ex 
officio  members  of  the  board  and  to  increase  the 
board  membership  in  such  other  particulars  and  then 
they  heard  the  reports  of  myself  and  the  executive 
director.  Do  you  want  those  minutes  read  or  will  you 
approve  them  as  published. 

(Motion  was  made  that  they  be  approved  as  pub- 
lished, this  was  seconded,  there  was  no  discussion,  the 
motion  passed  and  it  was  so  ordered.) 

The  following  members  of  the  Board  have  an  expira- 
tion of  their  terms  of  election  at  this  meeting: 

They  are: 

Dr.  j.  Howard  Stokes  Dr.  V.  Wells  Brabham 

Dr.  C.  R.  F.  Baker  Mr.  T.  R.  Gilhooley 

Dr.  J.  Hal  Jameson  Mr.  J.  M.  Owens 

There  are  six  vacancies.  Under  the  by-laws,  under 
which  we  operate,  nominations  of  individuals  to  fill 
these  vacancies  is  the  prerogative  of  Council.  You  don’t 
have  to  elect  the  nominee  of  Council,  you  can  reject 
and  then  it  is  thrown  back  on  Council  to  provide  other 
nominees  or  fill  the  vacancy  as  an  interim  appointment. 
Dr.  Cain  are  you  prepared.  (Dr.  Cain  was  not  in  the 
room  and  Dr.  Guess  decided  he  would  go  on  with  his 
report  and  perhaps  interrupt  his  remarks  to  take  care 
of  that  business). 

THE  CHAIR:  To  introduce  my  report  I want  to  state 
that  I appeared  before  Council  this  morning  at  the 
request  of  Council  to  present  a report  to  them  of  our 
various  actions  and  difficulties.  Under  the  by-laws  the 
Council  has  a perfect  right  to  hear  what  we  have  done 
and  to  act  in  an  advisory  capacity  upon  the  actions  of 
the  Board  of  the  Plan. 

I am  very  happy  to  be  able  to  report  that  the  Council 
received  me  and  the  report  very  very  kindly.  I sit  as  a 
member  of  Council,  they  could  hardly  have  done 
otherwise,  perhaps.  They  gave  my  report  a very  at- 
tentive hearing  and  although  I had  not  planned  to 
present  that  particular  report  to  you  this  afternoon,  the 
Council  requests  me  to  do  so  and  I will  do  that  in  a 
moment. 

Mention  was  made  this  afternoon  and  I believe  a reso- 
lution was  introduced  into  the  House  of  Delegates 
asking  for  the  abolition  of  the  program  of  Medicare 
that  lias  been  instituted  by  the  armed  forces  and  which 
we  are  cooperating  with.  There  is  no  douht  about  it 
that  Medicare  is  the  biggest  step  towards  socialized 
medicine  that  this  country  has  experienced.  There  are 
doctors  in  South  Carolina  who  have  used  the  expres- 
sion that  Blue  Cross  and  Blue  Shield  have  held  before 
the  profession  the  bugaboo  of  socialized  medicine  pro- 
vided those  two  plans  fail.  I want  to  tell  you  gentle- 
men that  I do  not  believe  that  that  is  a bugaboo.  As 
a matter  of  fact  we  get  closer  to  socialized  medicine 
almost  from  day  to  clay  and  if  you  will  allow  me  to 
express  my  personal  opinion  with  regard  to  a projec- 
tion of  the  future,  so  far  as  the  system  of  medical  care 
in  this  country  is  concerned,  I would  like  to  say  that 
as  I see  it.  Blue  Cross  and  Blue  Shield  have  postponed 
a system  of  socialized  medicine  in  this  country.  It  is 
possible  that  those  things  are  probably  the  only  two 
positive  things  that  the  medical  profession  has  been 
able  to  offer.  I believe  that  they  have  postponed  it  up 
until  now.  I believe  further  that  if  Blue  Cross  and 
Blue  Shield  fail,  and  I am  not  talking  about  South 
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Carolina,  of  course,  if  Blue  Cross  and  Blue  Shield  fail 
(here  will  occur,  first  of  all  an  increase  in  the  rates 
charged  by  commercial  companies,  a further  exercise 
of  selection  of  risks,  which  commercial  companies  are 
already  doing,  both  of  which  result  in  two  classes  of 
population  being  left  out  of  (lie  insurance  system,  first 
the  truly  indigent  and  second  the  so-called  white  collar 
man,  or  the  middle  income  group.  They  will  be  left  out 
first  of  all  because  of  the  fact  they  will  not  have  the 
money  to  pay  the  premiums  that  will  be  demanded,  and 
secondly,  and  rather  importantly,  so  many  of  that 
group  do  not  work  in  large  labor  groups  and  it  is  the 
large  labor  groups  that  the  commercial  companies 
particularly  appeal  to. 

1 believe  that  when  that  happens  that  the  hospitals 
will  find  themselves  in  a plight  somewhat  similar  to 
what  we  were  in  before  Blue  Cross  was  instituted  some 
twenty-five  years  ago,  and  I believe  that  we  doctors  will 
find  ourselves  somewhat  in  the  plight  that  we  were 
in  in  1932.  Many  of  you  are  too  young  in  practice  for 
you  to  remember  that  time;  we  had  a call  meeting 
of  the  House  of  Delegates  of  the  South  Carolina  Medi- 
cal Association  to  determine  what  action  we  could  take 
on  an  assessment  of  $25.00  per  member  to  the  A.  M.  A. 
to  help  fight  socialism  and  at  that  time  there  were 
sitting  in  this  room  quite  a number  of  doctors  who 
were  having  such  a hard  time  trying  to  practice  and 
not  getting  or  collecting  enough  money  to  pay  theit 
professional  expenses,  and  there  were  men  among  us 
who  would  have  welcomed  at  that  time  a system  of 
governmental  medicine. 

I believe  a similar  plight  will  come  to  the  doctors  and 
I believe  that  when  that  lime  comes  there  will  be  a 
demand  on  the  part  of  the  people  who  do  not  have  the 
money  to  furnish  medical  care  such  as  they  have  be- 
come accustomed  to,  that  the  government  step  into  the 
breach  and  provide  that  care. 

I.et  me  tell  you  that  the  trade  association,  one  of  the 
trade  associations,  maybe  both  of  them,  of  the  insur- 
ance companies,  the  commercial  insurance  companies 
of  America  have  as  their  avowed  objective  this  year 
the  destruction  of  Blue  Cross  and  Blue  Shield.  They 
made  an  offer  to  a man  very  active  in  Blue  Cross  work 
to  head-up  their  program,  theit  destructive  program 
we  might  call  it.  and  offered  him  a magnificent  salary. 
I'hey  wanted  him  because  he  was  a capable  man  and 
more  than  that  they  wanted  him  because  he  knew 
Blue  Cross  philosophy  and  Blue  Cross  operation.  I am 
very  happy  to  say  he  rejected  the  offer,  though  he  no 
doubt  needed  the  money,  but  he  did  reject  the  offer, 
lint  that  program  is  going  ahead. 

I feel  like,  that  so  far  as  the  doctors  and  hospitals  are 
concerned  that  we  owe  a social  obligation,  but  that  in 
paying  that  social  obligation  we  will  be  performing 
the  function  that  will  be  to  our  own  personal  interest, 
the  interest  of  ourselves  and  the  hospitals  to  see  that 
Blue  Cross  and  Blue  Shield  nationally  do  not  fail. 

So  far  as  South  Carolina  is  concerned  and  this  could 
be  spread  out  to  the  entire  country  there  are  two  or 
three  things  that  will  kill  Blue  Cross  and  Blue  Shield. 
First,  it  can  be  priced  out  of  the  market  so  that  the 
very  people  who  need  it  most  will  not  have  the  money 
to  pay  for  it.  Second,  they  can  fail  to  offer  the  kind  of 
coverage  and  the  breadth  of  coverage  that  the  people 
demand.  And,  as  far  as  South  Carolina  is  concerned 
and  as  far  as  our  own  Blue  Shield  is  concerned,  oui 
plan  can  be  killed  perhaps  more  simply  and  easily  by 
the  withdrawal  of  the  support  by  the  doctors.  It  is 
true  that  if  we  do  not  maintain  a roster  of  at  least  50r/, 
of  the  regular  licensed  doctors  in  this  State  the  le- 
gality of  our  operation  can  be  challenged  and  we  can 
be  forced  to  liquidate  simply  by  failure  of  maintaining 
a roster  of  at  least  50%  as  participating  physicians. 
To  kill  Blue  Cross  in  our  state  all  that  is  necessary 
is  for  the  hospitals  to  withdraw  their  support  from 


the  plan. 

It  is  the  feeling  of  the  Blue  Shield  board  (hat  our 
standard  contract,  that  is  the  contract  that  offers  serv- 
ice benefits  in  surgical  cases  and  in  obstetrical  delivery, 
that  that  standard  contract  is  not  appealing  to  the 
people  with  family  incomes  of  more  than  $5000.00  and 
there  are  many  of  them  in  this  state  at  this  time. 

It  is  our  feeling  further  that  that  economic  group, 
with  an  income  of  less  than  $4000.00  can  not  maintain 
the  operation  of  the  Blue  Shield  program  satisfactorily 
It  is  our  feeling  that  we  have  to  broaden  pur  appeal 
especialh  so  in  the  light  of  increasing  iudustrializa 
lion  of  our  state.  Further  as  industries  move  in  we  must 
be  in  a position  to  participate  in  National  Accounts, 
which  are  usually  negotiated  by  the  home  office,  out- 
side of  South  Carolina  and  frequently  by  negotiation 
between  management,  the  insurance  carrier,  and  labor. 
Labor  unions  frequently  force  management  to  write 
contributory  contracts  with  the  insurance  carrier. 

If  we  stand  still  as  we  have  very  largely  done  in  the 
last  year  and  a half  or  two  years,  if  we  stand  still  we  can 
wither  on  the  vine,  no  doubt  about  that.  Now,  I want 
to  proceed  to  my  written  report  which  I gave  to  council, 
but  before  I do.  Dr.  Cain,  we  would  like  to  act  on  the 
nominees  of  Council  to  fill  the  vacancies  which  I have 
already  announced,  in  our  Board. 

DR.  CAIN:  The  Council  for  the  South  Carolina  Medi- 
cal Association  has  nominated  the  following  people  for 
membership  on  the  Board  of  Directors  for  Blue  Shield. 
Dr.  C.  R.  F.  Baker  Dr.  |.  Hal  Jamison 

Dr.  William  Prioleau  Mr.  Capers  Peterson 

Dr.  Cathcart  Smith  Mr.  J.  H.  Epting 

THE  CHAIR:  Thank  you.  Dr.  Cain.  Perhaps  you 
would  like  to  know  something,  particularly  about 
these  two  lay  people  who  have  been  nominated  by 
Council.  Of  course,  Dr.  Baker  is  to  succeed  himself. 
Dr.  Prioleau  is  to  succeed  Dr.  Wells  Brabham,  who  has 
asked  to  be  allowed  to  retire  from  the  board;  Dr. 
Cathcart  Smith  is  to  succeed  Dr.  Howard  Stokes,  who 
has  also  asked  to  be  allowed  to  retire  from  the  board; 
Dr.  Jamison  is  to  succeed  himself;  Mr.  Peterson  is  from 
Greenwood,  S.  C.,  and  is  nominated  to  succeed  Mr. 
T.  R.  Gilhooley  who  has  moved  from  the  state.  Mr. 
Peterson  is  head  of  the  insurance  department  ol 
Greenwood  Mills.  Mr.  Howard  Epting  of  Leesville, 
S.  C.  has  been  nominated  to  succeed  Mr.  J.  M.  Owen, 
who  was  associated  with  the  Darlington  Mill,  which 
has  gone  out  of  existence,  as  you  know.  Mr.  Epting  is 
owner  of  Epting  Distributing  Company  and  president 
of  Carolina  Chemical  Company;  a director  of  South 
Carolina  National  Bank;  a director  of  the  South  Caro- 
lina Gas  anil  Electric  Company. 

You  have  heard  the  nomination  of  Council  to  fill  these 
vacancies,  will  you  vote  on  them  as  a group  or  will  you 
vote  on  them  individually,  what  is  your  pleasure? 
(Motion  was  made  by  Dr.  Parker  that  they  be  voted  on 
as  a group  and  make  it  unanimous.  This  motion  was 
seconded.  There  was  no  discussion.  The  motion  to 
vote  on  the  nominees  as  a group  passed.) 

I HE  CHAIR:  We  will  vote  on  them  as  a group,  the 
nominations  are  before  you.  Those  in  favor  of  the 
election  of  this  group  before  you  make  it  known  by 
saying  “aye”.  (No  one  voted  to  the  contrary.)  Appar- 
ently they  have  been  unanimously  elected.  I might  say 
that  I think  that  is  a fine  group  of  men  to  be  on  your 
board  and  we  are  particularly  glad  that  the  two  lav 
people  have  been  nominated  and  have  said  that  they 
would  serve. 

Now,  this  is  the  report  that  I made  to  Council  this 
morning  that  they  asked  me  to  make  to  you. 

(President’s  Report  is  read) 

(See  the  Journal,  June  1957)  (Applause) 

THE  CHAIR:  Thank  you,  I appreciate  the  applause. 
Now,  it  is  my  pleasure  to  introduce  to  you  Mr.  William 
Sandow,  Jr.,  who  many  of  you  heard  last  year  and 
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whom  some  of  you  have  seen  and  heard  in  your  county 
societies  and  whom  I hope  you  will  see  far  more 
frequently  in  your  county  societies  and  special  groups. 
He  will  present  his  report  which  will  be  a continua- 
tion of  the  discussion  of  the  difficulties  of  the  plan  and 
some  of  the  things  that  you  are  worried  about.  Mr. 
sandow. 

Report  of  Mr.  William  Satulow,  Jr.,  Executive  Direc- 
ior,  SOUTH  CAROLINA  MEDICAL  CARE  PLAN. 
MR.  PRESIDENT,  Members  of  the  South  Carolina 
Care  Corporation,  and  Guests:  Once  again  may  I ex- 
press to  you  my  appreciation  for  the  opportunity  ol 
naving  an  audience  with  you?  I here  is  no  group  to 
whom  I am  more  anxious  to  speak  nor  to  whom  it  is 
more  important  that  1 speak— representing  as  you  do 
noth  the  medical  profession  and  the  Corporate  Mem 
bership  of  the  South  Carolina  Blue  Shield  Plan. 
Contrary  to  my  usual  practice  and  personal  preference 
in  making  a report,  I have  written  my  remarks  in 
tolu.  I mention  this  fact  for  two  reasons;  one  is  to  em- 
phasize the  degree  to  which  I feel  that  this  is  a most 
serious  and  perhaps  crucial  meeting  for  both  Blue  Cross 
and  Blue  Shield  and  two,  to  insure  as  fully  as  possible 
both  a complete  and  precise  presentation.  Unless  I am 
successful  in  communicating  to  you  now  on  this  very 
occasion  the  gravity  ot  the  situation  which  faces  these 
Plans,  there  may  not  be  another  meeting  such  as  this  a 
year  hence.  As  a matter  of  fact,  only  last  Sunday,  a 
specially  called  joint  meeting  of  the  Boards  of  Directors 
of  both  Blue  Cross  and  Blue  Shield  was  held.  The  basic 
discussion  which  took  place  revolved  around  a serious 
consideration  as  to  whether  or  not— in  the  light  of  the 
current  situation  and  past  history— some  of  which  I 
will  touch  upon  in  the  course  of  my  remarks— these 
Plans  could  continue  to  operate  in  any  semblance  of 
the  form  that  they  are  supposed  to  lake  and  still  re- 
main solvent. 

The  issue  of  course  ultimately  remains  to  be  deter- 
mined; however,  the  Boards  approved  a course  of  ac- 
tion which  I think  in  all  realism  has  better  than 
average  possibilites  for  success.  Although  the  expecta- 
tion of  success  was  the  greatest  reason  for  continuation, 
recognition  of  the  very  serious  implications  and  poten- 
tially dangerous  consequence  of  failure  was  also  a very 
compelling  force.  It  is  imperative  that  each  of  you  as 
individuals  understand  and  appreciate  fully  the  gravity 
of  this  situation,  for  it  is  you— each  one  of  you  indi- 
vidually and  your  colleagues  in  medical  practice— who 
in  the  final  analysis  will  exercise  a significant  and  direct 
influence  on  the  final  outcome. 

I he  time  has  come  for  a basic  understanding  of  some 
fundamental  principles.  Although  I shall  attempt  to  be 
as  politic  as  possible,  I feel  that  I should  warn  you  (hat 
to  some  of  the  things  which  I am  going  to  say  you  may 
not  agree.  They  may  even  disturb  you.  In  anticipation 
of  this,  let  me  assure  you  that  the  spirit  which  prompts 
these  remarks  is  one  that  is  best  intentioned  and  comes 
from  an  honest  and  sincere  dedication  to  Blue  Cross 
and  Blue  Shield— not  solely  as  organizations  but  also  as 
representative  of  a fundamental  philosophy  and  a be- 
lief in  a particular  way  of  life.  May  I say  in  passing  that 
this  spirit  permeates  our  whole  organization.  Several 
of  us  in  the  Plan  have  adopted  South  Carolina  as  our 
home  and  have  come  to  feel  that  your  Blue  Cross  and 
Blue  Shield  Plans  are  likewise  ours.  It  is  in  this  con- 
text that  the  combined  experience  of  many  years  in 
several  different  Plans,  located  in  widely  separated 
parts  of  the  country,  is  striving  with  sustained  intensity 
to  develop  Plans  of  which  this  State  can  be  justly  proud 
and  in  turn  benefit. 

Blue  Cross  and  Blue  Shield  are  not  just  another  in 
surancc  company.  We  are  part  and  parcel  of  you.  This 
meeting  is  proof  positive  of  that.  You  are  the  Blue 
Shield  Corporate  Membership  sitting  in  official  session. 
I am  reporting  to  you  as  one  of  your  employees.  Blue 


Shield  looks  to  you— the  medical  profession  of  South 
Carolina— for  direction,  guidance,  and  control.  This  is 
as  it  should  be,  for  Blue  Shield  is  the  only  Plan  based 
upon  the  recognition  that  medical  care  is  the  problem 
of  the  medical  profession.  Blue  Shield  alone  is  com 
mitted  entirely  to  the  proposition  that  the  physician, 
being  the  one  who  is  face  to  face  with  the  treatment 
of  the  individual,  and  being  the  one  who  is  most 
intimately  acquainted  with  the  immediate  possibilities 
in  the  advancing  field  of  medicine,  should  be  the  one 
in  charge  of  the  program  of  medical  care  based  upon 
the  voluntary  initiative  of  the  general  public. 

I make  this  particular  point  for  two  reasons. 

1.  To  emphasize  that  Plan  Administrative  Management 
clearly  recognizes  and  believes  in  the  source  from 
whence  our  direction  and  control  should  come,  and 

2.  To  suggest  that  it  is  dangerous  if  the  doctor  be 
tomes  too  exclusive  a proprietor  of  Blue  Shield. 

It  should  be  remembered  that  it  is  after  all  the  sub- 
scriber who  pays  the  membership  dues,  and  the  sub 
scriber  is  interested  in  Blue  Shield,  not  as  the  Doctor's 
Plan,  but  as  the  Patient's  Plan,  created  and  serviced  by 
the  doctors.  The  necessity  that  Plan  Boards  take  the 
public  interest  into  account  on  every  issue  may  some- 
times give  the  superficial  appearance  of  ignoring  the  in 
terest  of  the  profession  with  the  result  that  some  may 
conclude  that  these  are  no  longer  the  physicians’  own 
plans.  For  those  few  who  in  a negative  approach  have 
built  a system  of  fear,  there  should  be  a logical  evalu- 
ation of  the  greater  alternative  dangers. 

1 feel  quite  certain  that  all  of  you  present  here  today 
are  aware  of  the  changes  which  were  recommended 
and  approved  by  the  Board  of  Directors  and  for  which 
your  cooperation  was  solicited  through  the  process  of 
renegotiation  of  the  participating  physician’s  agree- 
ments. Although  a majority  of  the  Plans'  participating 
physicians  have  signed  and  returned  the  new  agree- 
ment, a number  of  physicians  have  written,  telephoned, 
or  talked  to  us  personally  and  had  questions,  critical 
comments,  and  in  some  cases,  violent  indignation.  The 
remarks  made  ran  a full  spectrum  of  possibilities.  I 
know  that  many  of  you  are  anxious  to  discuss  specific 
questions  or  raise  particular  points.  Let  me  say  that  1 
am  most  anxious  to  have  a completely  frank  and  open 
discussion  to  clear  up  any  questions,  doubts,  or  misgiv- 
ings, but  in  order  to  have  a discussion  truly  meaning- 
ful—and  what  is  even  more  important— harmonious,  I 
think  that  there  are  some  facts  with  which  you  should 
be  acquainted. 

Although,  as  I have  indicated,  such  specific  critical  re- 
action as  there  was  in  regard  to  the  changes  in  the 
program  varied  quite  widely,  in  general  the  comments 
grouped  themselves  into  three  general  categories: 

1.  The  way  in  which  the  changes  were  made.  In  other 
words,  the  sequence  and  timing  of  the  changes,  their 
announcement  and  the  opportunity  for  consideration  on 
the  part  of  the  individual  physician. 

2.  Questions  as  to  why  some  of  the  things  that  were 
done,  were  done. 

3.  Issues  taken  with  Blue  Shield  itself.  In  this  category 
there  were  released  some  pent-up  feelings  which  had 
apparently  been  existing  for  some  time.  It  is  good  that 
these  have  at  last  been  brought  out. 

In  regard  to  the  sequence  and  timing  with  which  the 
various  changes  were  handled  may  I assure  you  that  the 
Board  of  Directors  of  the  Plan  were  motivated  to 
swift  action  by  financial  exigencies  and  certainly  not 
by  any  wish  to  put  any  individual  in  the  position  of 
"buying  a pig  in  a poke”,  or  to  resort  to  trickery  in 
asking  a physician  to  sign  a contract  without  allow- 
ing him  to  see  the  fee  schedule  beforehand.  Such 
charges  have  been  made.  I should  like  to  reemphasize 
this  point  and  make  it  perfectly  clear  that  there  was  no 
deliberate  attempt  to  pul  through  a program  sight  tin 
seen  or  to  wrest  the  control  of  the  Plan  from  properh 
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constituted  authority.  1 tie  compelling  pressure  that 
1'orced  hurried  action  makes  itself  most  apparent  with 
a review  of  the  income  and  expense  by  month  for  the 
Plan  over  the  last  fifteen  month  period.  1 should  like 
to  call  your  attention  to  Exhibit  I which  shows  income 
and  total  expense  by  month  for  the  past  fifteen  months. 
The  Plan  had  over  that  period  a net  operating  loss  in 
excess  of  one  hundred  thousand  dollars.  Something  had 
to  be  done  and  done  quickly  to  correct  this  serious 
financial  drain.  One  possibility,  of  course,  as  possibil- 
ities go,  was  that  of  raising  membership  dues.  Phis  al 
tentative  was  rejected  for  the  time  being  as  containing 
disasterous  consequences  for  both  Blue  Cross  and  Blue 
Shield— particularly  so,  since  Blue  Cross  itself  had  just 
had  a rate  increase. 

I he  fact  that  the  possible  course  of  Blue  Shield  action 
was  related  to  what  Blue  Cross  had  done  is  a point 
which  needs  some  amplification.  Ii  is  important  to 
realize  that  the  general  public  thinks  of  Blue  Cross  and 
Blue  Shield  together.  Expenditures  for  prepaid  health 
care  are  considered  in  terms  of  totals  and  not  as  in- 
dividual amounts.  The  fact  that  Blue  Cross  and  Blue 
Shield  are  not  easib  separated— either  in  the  minds  of 
the  public  or  their  elfect  one  upon  the  other— is  ol 
necessity  an  operating  consideration.  The  exhibit  to 
which  1 have  already  referred  you  also  shows  Blue 
Cross’  experience  and  from  now  on  both  Plans  will 
really  be  considered  together  in  my  report. 

But  to  return  to  my  original  point  about  the  alterna- 
tive of  increasing  rates.  . . The  Board  was  further 
concerned  with  this  possibilitx  because  the  member 
ship  dues  which  the  Plan  was  charging  should  have 
been  sufficient  to  sustain  the  benefits  being  offered. 
Actually  the  charges  were  equal  to.  or  in  some  cases,  in 
excess  of  those  charged  by  other  Plans  for  fairly  com- 
parable benefits.  Despite  this  we  were  still  operating  at 
a loss.  Even  if  rates  could  have  been  raised,  the  Board 
felt  that  further  analysis  of  the  situation  was  necessary, 
for  to  offset  basic  defects  that  might  exist  by  the  ex- 
pedient of  a rate  increase  is  no  real  solution  to  a prob- 
lem but  rather  a dangerous  postponement. 

In  making  a broader  analysis  of  the  problem  that  first 
point  of  inquiry  was  the  fee  schedule  itself.  The  fact 
that  what  was  nominally  a one-hundred  and  lifty-dollar 
schedule  was  losing  money  at  an  attendant  member 
ship  fee  which  should  have  been  sufficient  to  sustain 
a fee  schedule  of  somewhat  higher  top  limits  was 
puzzling.  In  comparison  with  the  $300  schedule  of  the 
Michigan  Blue  Shield  Plan,  it  developed  that  the 
South  Carolina  schedule  had  a relative  rating  of  78 
per  cent.  In  theory  at  least,  the  $150  schedule  should 
have  been  50  per  cent  of  the  $300.  The  only  conclusion 
that  could  be  reached  was  that  the  scheduled  amounts 
for  the  minor  procedures  were  not  in  relation  to  the 
amounts  scheduled  for  the  major  procedures.  The 
problem  ibis  created  was  not  one  solely  of  unbalance 
but  in  part  underlay  the  deficit  operation.  As  evidence 
of  this  it  was  found  that  in  the  year  1956  58  per  cent 
of  all  surgical  claims  paid  by  the  Plan  were  for  amounts 
less  than  $25  and  yet  represented  23  per  cent  of  the 
total  payments  made  for  surgery.  So  far  in  1957,  claims 
of  S25  or  less,  represent  65  per  cent  of  total  claims  and 
constitute  24  per  cent  of  the  total  paid.  Although  these 
figures  may  carry  with  them  several  implications,  the 
fact  remains  that  a significant  portion  of  the  Plan's 
outgo  is  not  providing  for  the  public  a prepayment 
plan  that  is  truly  effective  insofar  as  taking  the  impact 
out  of  fairly  sizeable  unforeseen  medical  expense  is 
concerned.  To  expend  resources,  if  you  will,  on  a 
large  volume  of  relatively  insignificant  items  is  not 
truly  using  this  prepayment  mechanism  according  to 
its  original  concept,  or  maximum  effectiveness.  More- 
over, the  Plan  itself  sustains  a high  administrative  cost 
by  paying  great  numbers  of  claims  in  which  the 
amounts  involved  are  only  slightly  more  than  the 


administrative  cost  of  handling  them.  It  is  not  neces 
sarily  being  suggested  that  this  range  of  care  should  he 
curtailed,  or  eliminated,  hut  it  should  he  carefully 
watched  and  properly  used. 

In  any  event,  since  it  was  clear  that  the  fee  schedule 
was  a contributing  factor  in  the  deficit  financial  opera- 
tion as  well  as  being  basically  a somewhat  inefficient 
use  of  funds,  and  could  potentially  become  more  so.  the 
Board  of  Directors  considered  a correction  of  this  situa- 
tion as  necessary  quite  apart  from  the  deficit  problem 
and  adopted  the  relative  value  fees  schedule  as  a 
solution. 

Although  most  all  seem  to  accept  the  basic  premise 
underlying  the  Relative  Value  concept  as  sound,  there 
has  been  some  exceptions  taken  to  the  individual  values 
of  some  procedures.  The  Board  recognized  the  neces- 
sity of  complete  review,  and  if  necessary,  adjustment. 
Plans  for  this  review  are  already  under  way  and  will  be 
completed  as  soon  as  possible. 

Actuarial  computation  showed  that  the  relative  value 
schedule  written  at  $2  per  unit,  or  a $200  schedule, 
could  be  sustained  by  the  current  membership  rate  and 
this  was  adopted  for  the  $4,000  service  contract.  Here 
too.  the  Board  recognized  that  adjustment  might  be 
necessary  although  perhaps  for  other  reasons  not  im- 
mediately desirable.  In  any  event  serious  consideration 
is  already  under  way  as  to  possible  alternatives,  but 
certain  other  factors  are  involved  which  I will  discuss 
m a moment. 

In  general,  however,  it  should  be  emphasized  that  the 
whole  thought  behind  these  modifications  was  to  make 
the  South  Carolina  Blue  Shield  Plan  operate  more 
nearly  in  accordance  with  basic  Blue  Shield  philosophv 
which  is  to  provide  protection  where  protection  is 
most  needed,  and  to  do  so  with  a certain  amount  ol 
financial  stability.  Some  liberalizations  of  the  sub- 
scriber’s contract  have  also  been  made  toward  this  ob- 
jective. If  the  primary  objective  of  these  changes  had 
been  to  decrease  payments  to  physicians,  a very  direct 
means  of  achieving  this  was  available  to  the  Board; 
namely,  proration  of  physicians'  payments.  But  since 
this  was  not  the  basic  objective,  it  was  not  done.  The 
long  range  course  which  the  Board  has  taken  is  to 
revise  the  program  so  as  to  be  more  fundamentally 
sound  while  concurrently  instituting  a payment  level 
which  will  grant  a temporary  reprieve  from  a serious 
financial  drain  that  was  further  jeopardizing  an  already 
weak  financial  position.  The  whole  program  was  in- 
stituted with  the  full  understanding  and  expectation 
that  the  schedule  itself  was  to  be  reviewed  as  soon  as 
possible  and  adjusted  as  necessary,  plus  consideration 
given  to  raising  the  dollar  value  as  other  circumstances 
warranted. 

At  the  same  time  the  $2  per  unit  schedule  was  ap- 
proved, the  Board  considered  a $3  per  unit  schedule, 
with  corresponding  increased  in  items  of  care  other 
than  surgery,  to  be  offered  on  a $6,000  family  income 
serv  ice  basis. 

Although  this  benefit  and  service  pattern  was  being 
considered  primarily  at  the  request  of  the  national  Blue 
Shield  Commission  for  use  in  national  accounts,  it  was 
thought  a progressive  step  to  offer  such  a program  for 
local  accounts.  The  reasoning  behind  this  was  recogni 
tion  of  the  principle  that  to  be  truly  effective,  service 
income  levels— and  as  a corollary,  of  course,  fee  sche- 
dules—must  be  kept  realistic  in  terms  of  the  practical 
economics  of  the  day.  Although  Blue  Shield  originally 
started  out  to  be  a program  aimed  primarily  at  making 
medical  care  available  to  those  who  were  either  econom- 
ically or  medically  indigent,  several  circumstances  have 
changed  to  the  extent  that  the  Blue  Shield  mechanism 
is  necessary  for  more  than  just  the  indigent.  Today’s 
competition  for  the  individual’s  dollar  is  now  so  severe 
that  it  is  exceptionally  difficult  for  all  but  the  relative- 
ly well-to-do  to  pav  for  the  unforeseen  costs  of  medical 
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tare  out  of  current  income,  because  ol  the  degree  to 
which  incomes  have  been  so  completely  pre-committed 
in  essentially  a credit  economy. 

The  offering  of  a better  contract  and  a belter  fee 
schedule  of  course  had  some  sales  advantages  too.  In 
effect  such  a new  contract  would  put  into  being  a 
higher  fee  schedule  at  a higher  rate,  but  on  a voluntary 
sold  and  bought  basis  rather  than  as  the  result  of  a 
lake  it  or  get  out  rate  increase. 

There  was  another  and  perhaps  even  more  important 
reason  for  suggesting  the  adoption  of  this  better  fee 
schedule.  We  are  facing  and  have  faced  for  some  time 
severe  competition  on  the  part  of  commercial  carriers. 
Since  these  companies  have  little  interest  in  the  com 
munity  aspect  of  the  provision  of  health  care  and  are 
in  a primarily  money-making  enterprise,  they  have 
ostensibly  a price  advantage  from  the  fact  that  they 
can  select  their  risks  and  ignore  the  medical  needs 
of  the  total  community.  If,  however,  an  individual  can 
obtain  service  benefits  from  the  community  plan  only, 
it  is  to  his  advantage  to  remain  in  a community  plan. 
Good  risks  realize  that  indemnity  plans  pay  only  a 
portion  of  the  bill.  They  will  remain  with  the  com- 
munity plan  if  the  community  plan  can  give  service 
benefits.  Service  benefits  attract  to,  and  retain  within, 
the  community  plan  those  good  risks  who  would  othet 
wise  seek  dollar  advantages  elsewhere. 

This  is  the  reason  why  it  is  necessary  not  only  to  pro 
vide  service  benefits  in  your  community  plan,  but  also 
necessary  to  provide  service  benefits  to  a representative 
group  of  your  community.  You  must  make  certain  that 
the  good  risks  in  the  middle-income  group  do  not 
leave  the  community  plan.  If  service  benefits  are  made 
available  only  to  a small  group  of  low-income  people, 
it  will  retain  within  a community  plan  the  good  risks 
and  the  poor  risks  of  the  low-income  group,  but  those 
good  risks  of  the  middle-income  who  do  not  benefit  by 
service  benefits  will  be  attracted  to  competition.  Since 
higher  proportions  of  good  risks  are  in  the  middle- 
income  groups,  it  is  necessary  to  make  service  benefits 
available  to  them  also.  For  without  the  good  risks  of 
the  middle-income  group,  the  good  risks  of  the  low- 
income  groups  cannot  balance  the  poor  risks  of  the 
low-income  group. 

Service  benefits  were  developed  initially  to  protect  the 
patient— they  were  desired  by  the  patient.  Now  by  con- 
tinuing to  protect  and  benefit  the  patient,  they  can  be 
used  by  doctors  to  protect  the  plans  and  in  turn  them- 
selves. 

How  service  benefits  attract  and  hold  persons  in  com 
munity  plans  is  demonstrated  by  figures  published  by 
the  Health  Information  Foundation.  A recent  bulletin 
of  theirs  states  that  when  it  comes  to  hospital  insurance, 
more  than  one-half  the  population  is  enrolled  and  the 
coverage  is  divided  almost  equally  between  Blue  Cross 
and  the  private  insurance  companies.  In  spite  of  the 
attractions  offered  by  private  insurance  companies  to 
good  risks.  Blue  Cross  has  been  able  to  retain  one- 
half  in  its  community  plans.  However,  in  the  instance 
of  surgical  and  medical  insurance,  the  private  insur- 
ance companies'  enrollment  exceeds  that  of  Blue 
Shield.  In  the  absence  of  effective  service  benefits  in 
some  Blue  Shield  Plans,  the  private  insurance  com- 
panies have  been  able  to  attract  away  from  the  Blue 
Shield  community  plans  more  than  half  the  persons 
covered  for  surgical  and  medical  insurance. 

In  geographic  areas  where  effective  service  programs 
arc  dominant,  the  enrolment  percentage  of  Blue  Cross 
and  Blue  Shield  is  the  greatest.  In  other  areas,  where 
indemnity,  or  low-service  benefit  Blue  Shield  plans 
predominate,  the  private  insurance  companies  have 
been  able  to  enroll  more  people  than  Blue  Cross  and 
Blue  Shield  and  thus  have  taken  many  good  risks  away 
from  the  community  programs. 

I he  concept  of  service  benefits  to  retain  persons  in  a 


community  plan  is  working  right  now— it  has  worked 
for  years— and  it  can  continue  to  grow  in  importance. 
It  has  worked  for  Blue  Cross— it  is  recognized  by  Blue 
Cross  and  the  hospitals. 

Some  doctors  think  you  need  experimentation  — that 
competition  is  good  — and  for  this  we  need  — and 
doctors  should  support  — many  plans.  But  that  simply 
is  not  so. 

In  the  long  run,  the  overwhelming  majority  of  Ameri- 
cans, excepting  only  those  in  the  upper  income  brack- 
ets, are  not  going  to  be  satisfied  with  any  program  that 
is  not  operated  on  a service  benefit  basis.  This  point,  if 
true,  poses  a challenge  to  the  Plans  to  bring  levels  of 
compensation  to  the  physician  up  to  a true  average 
for  the  people  within  the  economic  levels  for  whom  the 
service  benefit  program  is  to  be  provided. 

We  must  remember  that  people  buy  health  insurance 
not  to  assure  themselves  of  good  health— not  to  assure 
themselves  that  they  will  be  attended  by  physicians— 
but  to  insure  themselves  against  having  to  make  sub- 
stantial payments  out  of  current  income  for  the  medi 
cal  services  they  may  require.  People  buy  insurance  to 
avoid  having  to  pay  for  the  event  against  which  they 
are  to  be  insured.  The  indemnity  approach  alone,  with 
out  committment  on  the  part  of  the  doctor  to  refrain 
from  making  additional  charges,  even  to  low  income 
patients,  will  not— in  my  opinion,  be  sufficient  perm- 
anently to  forestall  social  action. 

Dr.  Charles  Hayden,  M.D.,  executive  director  of  Massa 
chusetts  Blue  Shield  Medical  Service  has  an  interesting 
and  different  observation  to  make  regarding  service 
benefits  and  I quote: 

I am  acquainted  with  the  arguments  for  and  against 
service  benefits.  I have  also  had  considerable  experience 
administering  a service  benefit  plan.  In  my  opinion,  a 
medical  care  plan  cannot  be  effective  unless  it  provides 
service  benefits  for  a significant  portion  of  its  member- 
ship. I say  this,  not  because  I believe  that  service  bene- 
fits are  necessary  to  protect  Plan  members,  but  because 
I believe  that  service  benefits  help  honest  conscientious 
physicians  protect  themselves  from  less  scrupulous  co! 
leagues. 

"It  is  my  conviction,  gained  through  experience,  that 
where  finances  are  concerned,  the  vast  majority  of 
physicians  are  honest,  fair  and  reasonable,  and  that 
except  for  a few,  almost  every  unpleasantness  concern- 
ing fees,  is  due  to  misunderstanding  on  the  part  of  the 
patient,  physician,  or  both.  If  all  physicians  were,  as 
most  physicians  are,  we  could  forget  about  service 
benefit.” 

Dr.  I,.  Howard  Schriever,  past  president  of  the  National 
Association  of  Blue  Shield  Plans,  has  this  to  say  regard- 
ing service  benefits: 

“Service  benefits  are  in  translation  an  implementation 
of  the  Hippocratic  oath  and  should  be  supported  by 
every  physician. 

If  Blue  Shield  is  organized  for  the  benefit  of  the  doctor, 
then  indemnity  is  the  proper  pattern.  If  it  is  intended 
mainly  to  serve  the  patient,  then  it  should  provide 
service  benefits.  “Only  one  contract  will  do  for  the 
people  what  they  desire”,  Dr.  Schriever  says,  “And  that 
is  a service  contract.  Blue  Shield  will  never  reach  its 
potential  as  long  as  one  segment  writes  a service  con- 
tract and  one  segment  writes  indemnity.” 

I he  service  benefit  principle  merits  great  credit,  since 
it  protects  both  the  profession  and  the  patient  against 
a predatory  physician  who  seeks  to  impose  his  own 
fee  on  top  of  the  Blue  Shield  payment.  The  subscriber 
likes  it  because  under  the  service  principle  he  knows 
what  he  is  paying  for  when  he  buys  his  policy.  One  of 
the  main  things  the  patient  wants  is  assurance  that  he 
won't  incur  an  additional  charge  when  he  has  to  avail 
himself  of  services  covered  by  his  contract. 

“Service  benefits  are  all  that  Blue  Shield  has  to  sell", 
savs  Dr.  William  II.  Horton,  executive  director  of 
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Connecticut  Medical  Service.  He  calls  them  “The  nat- 
ural development  of  the  ideals  of  the  medical  profes- 
sion”, in  fact  the  only  mechanism  possible  “in  keeping 
with  medical  tradition.” 

It  is  unlikely  that  anything  which  may  be  said  on  be- 
half of  service  benelits  will  ever  convince  a considerable 
number  of  participating  physicians.  Neither  does  it 
seem  likely  that  Blue  Shield  Plans  will  ever  be  able  to 
answer  satisfactorily  every  physician’s  individual  com- 
plaints, regarding  the  inequities  which  will  occasionally 
result  from  the  practical  application  of  the  full  pay- 
ment principle  to  his  practice.  Nevertheless,  it  seems 
worthwhile  for  those  of  us  who  regard  full  payment 
principle  as  essential  to  the  continued  independence  ol 
medical  practice  to  try  and  persuade  physicians  of  the 
soundness  of  this  viewpoint. 

The  principle  of  full  payment  for  service  benefits  is 
the  only  practical  manner  in  which  the  conditions  ol 
the  medical  profession  can  be  applied  to  the  practical 
considerations  of  the  business  of  running  an  insuring 
agency.  Second,  full  payment  is  primarily  for  the  wel 
fare  of  the  patient  whose  interest  medicine  has  always 
been  proud  to  protect,  and  lastly,  full  payment  is  the 
only  means  by  which  medicine  in  the  long  picture  can 
be  maintained  as  a voluntary  profession.  The  tradi- 
tions of  the  medical  profession  have  always  insisted  that 
the  welfare  of  the  patient  be  the  first  consideration  ol 
the  practicing  physician. 

rhe  American  public,  the  patients,  and  not  the  medi 
cal  profession  will  ultimately  decide  whether  the  prat 
lice  of  medicine  continues  to  be  voluntary,  or  becomes 
subsidized  and  controlled.  In  less  it  is  possible  for  a 
majority  of  our  people  to  insure  themselves  fully 
against  the  tost  of  significant  items  of  medical  care,  the 
final  decision  of  the  public  can  be  easily  anticipated, 
and  the  medical  profession  will  not  like  it. 

I did  not  intend  to  digress  too  far  afield  from  the 
discussion  of  those  factors  which  required  immediate 
action  in  order  to  halt  temporarily  a dangerous  sit ua 
lion.  However,  I felt  that  it  was  necessary  to  indicate 
that  the  offering  of  the  preferred  contract  was  not 
done  without  considerable  thought  and  a sound  basis 
in  fact  and  Blue  Shield  practice. 

Let  us  return  again  to  the  original  puzzle  — a deficit 
operation  resulting  from  what  seems  to  be  an  adequate 
rate  from  the  benefits  being  provided.  Although,  as  we 
have  seen,  the  structure  of  the  fee  schedule  was  a con- 
tributing factor,  this  was  certainly  not  the  full  answer. 
If  you  will  refer  to  Exhibit  II  you  will  see  Blue  Cross 
and  Blue  Shield  income  and  claims  expense  for  each 
year  that  the  Plans  have  been  in  operation,  as  well  as 
enrollment.  As  you  can  see,  outgo  has  kept  steady  pace 
with  income  despite  increased  enrollment  and  despite 
increased  income  from  increased  rates.  Idle  net  result 
of  all  this  is  that,  when  compared  with  some  17  other 
Blue  Cross  Plans,  the  South  Carolina  Hospital  Service 
Plan  has  for  a comparable  contract  approximately  the 
sixth  highest  membership  charge  in  spite  of  the  lowest 
per  diem  hospital  costs  of  any  of  the  Plans  considered. 
Essentially  then.  Blue  Cross  is  in  the  same  situation  as 
Blue  Shield.  Both  have  been  plagued  since  their  incep 
lion  with  marginal  operation— still  continuing  despite 
the  last  rate  increase  in  Blue  Cross  and  new  Blue  Shield 
schedule.  Phis  occasioned  last  Sunday’s  meeting.  What 
is  the  answer?  Exhibits  III  and  IV  give  some  possible 
indication.  Ihe  difference  between  the  experience  of 
the  South  Carolina  Blue  Cross  Plan  and  the  national 
average  for  all  Blue  Cross  Plans  costs  us  over  $125,00(1 
per  year.  The  same  difference  for  Blue  Shield  costs  us 
in  excess  of  a quarter  of  a million  dollars  per  year. 

We  have  some  rather  disturbing  evidence,  which  I do 
not  think  it  appropriate  to  discuss  here,  but  intend  to 
do  so  with  the  proper  people  at  the  proper  time.  Two 
things  at  least  seem  to  exist— one  is  over-use,  probably 
from  the  very  existence  of  the  coverage  itself;  and  the 


second,  is  possible  indications  of  flagrant  misuse  and 
perhaps  wanton  abuse. 

Gentlemen,  this  is  an  issue  which  must  be  faced  sept  are 
ly.  If  we  are  not  careful  the  goose  that  lays  the  golden 
egg  of  payment  for  hospital  and  medical  care  can  be 
killed.  Any  kind  of  abuse,  whether  knowingly  or 
thoughtlessly  caused,  drives  up  the  price  of  this  pro 
tection  for  everyone  and  we  do  not  have  a pipe  line  to 
the  G.  S.  Mint. 

Insurance  does  not  reduce  the  cost  of  medical  care— it 
simplv  spreads  the  cost  ol  illness  ovei  a larger  group. 
Persons  with  health  insurance  spend  more  for  health 
services  than  those  without  such  insurance,  partly  be- 
cause their  regular  prepayment  and  the  budget  towards 
health  services  indicates  a high  regard  of  its  intpor 
lance,  partly  because  prepayment  protection  increases 
with  ability  to  buy,  partly  because  financial  barriers 
are  minimized  when  the  occasion  arises,  and  partlv 
because  of  human  nature.  The  average  person  likes 
to  get  something  out  of  his  insurance  anti  this  moral 
hazard  is  of  tremendous  importance  in  health  insurance 
rates. 

1 nfortunately,  for  health  insurance  programs,  people 
with  such  insurance  spend  more  for  health  services  than 
those  without;  The  hospital  admission  rate  is  30  pet 
cent  greater,  the  annual  hospital  bed  occupancy  per 
thousand  persons  is  almost  40  per  cent  greater. 

Exhibit  Y shows  Blue  Cross  in-patient  payments  tot 
1955,  1956,  and  the  first  quarter  of  1957.  by  member 
hospitals.  Exhibit  VI  shows  Blue  Cross  membership 
by  county.  In  relating  these  two  there  seems  to  be  a 
confusing  disproportion  in  the  distribution  of  care. 
Exhibit  VI 1 shows  Blue  Shield  payments  to  participat- 
ing physicians  by  county.  In  order,  the  information 
listed  shows  the  county,  Blue  Shield  membership,  num- 
ber of  participating  physicians,  and  total  Blue  Shield 
payments  made  in  the  county.  Following  the  total 
paid  in  the  county  is  the  total  paid  to  participating 
physicians  who  individually  received  payments  in  excess 
of  $1,000  per  quarter.  The  amounts  which  follow1  this 
total  indicate  the  amounts  paid  to  individual  physi- 
cians in  the  aforementioned  category. 

A final  recap  of  this  indicates  that  in  1955,  1 per  cent 
of  all  participating  physicians  rendered  22  per  cent  of 
all  the  service  and  received  24  per  cent  of  the  total 
Plan  payments  made.  In  1956,  5 per  cent  rendered  25 
per  cent  of  all  service  and  received  29  per  cent  of  total 
payments.  In  the  first  quarter  of  1957,  6 per  cent  re- 
ceived 35  per  cent  of  the  total  benefit  payment.  These 
proportions  were  somewhat  of  a surprise.  We  had  ex- 
pected a more  even  distribution  under  both  Plans. 
Let  me  say  here  and  now  that  I am  among  the  first  to 
recognize  and  sympathize  with  a physician’s  reluctance 
to  act  as  a policeman  to  guard  prepayment  funds  be- 
cause of  the  personal  and  professional  pressures  in- 
volved. I recognize  too  that  it  is  not  solely  the  physi- 
cian’s problem.  The  public,  the  hospitals,  the  Plans 
themselves  have  a great  part  to  play  in  this  regard. 
But.  as  one  leader  in  the  prepayment  field  has  put  it 
to  the  doctor— “We  are  all  in  this  boat  together,  Plan 
officials,  subscribers,  hospitals.  But  the  steering  is  in 
your  hands.  You  decide  who  shall  be  hospitalized;  when 
and  where  he  is  to  be  admitted;  how  long  he  will  stay; 
and  what  services  will  be  provided.” 

Service  contracts  are  the  approach  to  health  service 
that  starts  with  joint  participation  by  the  physicians, 
the  hospitals,  and  the  public,  and  relies  primarily  on 
medical,  rather  than  economic  controls;  seeks  to  cover  a 
large  segment  of  needed  health  services;  and  advances 
the  historic  objective  of  removing  the  economic  barriers 
to  essential  care.  If  Blue  Cross  and  Blue  Shield  offer 
the  doctor  and  the  hospital  the  mechanics  for  large 
scale  consumer  credit  creation,  and  a mass  base  for  an 
economic  stability  never  before  enjoyed,  then  truly 
the  doctors’  fate  as  an  independent  professional  man 
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would  seem  inextricably  bound  up  with  the  success  or 
failure  of  the  Blue  Plans.  It  seems  to  me  that  every 
physician  should  feel  a sense  of  direct  and  intimate 
proprietorship  over  the  medically  sponsored  plans  that 
operate  among  his  clientele.  He  should  recognize  them 
as  his  own.  and  he  should  not  hesitate  to  assert  his 
status  as  proprietor  whenever  his  Plan  seems  to  him 
to  be  indulging  in  practices  that  are  unfair  or  tin- 
worthy  of  the  profession  and  its  highest  traditions. 
Only  at  the  greatest  peril  to  itself,  I think,  can  the  pro 
fession  ignore  these  Plans  or  fail  to  exert  its  natural 
guidance  in  their  evolution.  Once  the  physicians  have 
grasped  the  necessity  for  accepting  the  responsibility 
which  their  natural  sponsorship  implies,  then  the 
abuses  which  in  some  instances  threaten  the  very  life 
of  Plans  will  come  under  control.  No  longer  will  public 
opinion  within  the  profession  tolerate  certain  physi- 
cians’ exploitation  of  Plan  benefits  by  either  patients 
or  other  physicians. 

No  longer  will  some  physicians  treat  their  Blue  Shield 
Plans  as  glorified  collection  agencies.  No  longer  will 
certain  physicians  flout  the  necessary  limitations  of 
Plan  benefits  in  order  to  obtain  special  privileges  for 
certain  patients.  No  longer  will  some  physicians  act  as 
though  the  law  of  averages  should  apply  to  everyone 
else  but  themselves.  No  longer  will  the  non-participat- 
ing physician  be  condoned  when  in  righteous  isolation 
he  proclaims— “It’s  a wonderful  Plan  and  I believe  in 
its  purposes,  but  1 simply  cannot  afford  to  apply  the 
Plan  to  my  practice.  I'll  cooperate— meaning  "I’ll  accept 
your  checks— but  I can’t  participate”. 

Anyone  associated  with  the  operation  of  a voluntary 
prepayment  program  knows  that  the  subscribers,  by 
and  large,  are  taking  an  extremely  lively  interest  in 
what  we  are  attempting  to  do.  As  an  administrator  of 
a Plan,  I feel  that  the  people  are  looking  over  my 
shoulder  all  day  long.  Some  of  those  who  are  paying 
their  hard-earned  premiums  each  month  are  still  skep 
tical  of  the  ultimate  outcome  of  the  voluntary  Plans. 
Many  of  our  friends  have  been  indoctrinated  with  the 
idea  that  nothing  else  than  an  all-inclusive  universal 
program  of  cradle- to-grave  medical  security  will  suf- 
fice, and  they  believe  that  nobody  but  a beneficent 
Government  can  deliver  such  a program.  Hence,  even 
now  they  are  inclined  to  look  upon  Blue  Cross-Blue 
Shield  as  a stop-gap  utility  to  be  forgotten  on  that 
heavenly  day  when  Uncle  Sant  steps  in  and  takes  over 
all  our  troubles.  Make  no  mistake  about  it,  your  patient 
is  demonstrating  the  keenest  curiosity  as  to  how  his 
medical  care  insurance  dollar  is  spent— how  much  of  it 
goes  to  the  doctor  or  hospital— for  what  service— what 
part  of  it  is  retained  for  operating  expense,  or  for 
reserves. 

As  one  important  spokesman  has  put  it— "Opposition 
to  rate  increases  should  not  be  constructed  as  unwilling- 
ness to  pay  the  proper  cost  of  prepaid  care.  We  and 
other  subscribers  want  a high  standard  of  prepaid 
hospital  and  medical  care  and  are  willing  to  pay  a 
reasonable  appropriate  price  for  it.  Faced  with  the 
problems  of  rising  costs  and  consumer  dissatisfaction, 
Blue  Cross  and  Blue  Shield  are  not  dealing  realistically 
with  the  tough  fundamental  problems  involved.  In- 
stead they  are  standing  pat— or  in  some  instances,  even 
retreating  from  the  principles  on  which  they  were 
founded.  Use  of  co-insurance  and  deductible  programs 
are  a retreat  from  the  whole  concept  of  prepayment; 
they  shift  more  of  the  burden  of  illness  from  the  group 
to  the  sick  individual.  To  the  extent  that  they  are 
effective,  they  constitute  a barrier  to  needed  medical 
care.  These  devices  of  co-insurance  and  deductible 
coverage  can  provide  only  temporary  relief  from  con- 
tinually increasing  prepayment  costs.  They  do  abso- 
lutely nothing  to  solve  the  basic  defects  of  our  volun- 
tary program.  There  should  be  some  consideration  as  to 
whether  Blue  Cross  and  Blue  Shield  Plans  can  solve 


these  fundamental  difficult  problems.  It  is  recognized 
that  one  of  the  most  difficult  aspects  of  meeting  these 
problems  is  the  necessity  for  injecting  medical  control 
in  the  face  of  a long  history  of  hands  off  concerning 
such  supervision  on  the  part  of  prepayment  plans.  Such 
controls  must  be  developed,  not  only  in  the  interest 
of  quality,  but  to  prevent  abuses  when  benefits  are  sub 
stantially  broadened. 

‘Most  members  will  be  willing  to  increase  the  money 
allocated  to  medical  care  if,  and  only  if,  they  are  per- 
suaded that  they  will  get  more  health  care  of  assured 
higher  quality.  It  will  become  increasingly  difficult  to 
get  people  to  pay  more  for  programs  that  fail  to 
broaden  benefits,  to  programs  under  which  there  is 
serious  waste,  to  programs  where  there  is  no  concern 
for  quality.” 

Unless  some  answer  is  found  to  our  utilization  problem 
these  Plans  may  have  to  resort  still  further  to  the 
economic  controls  just  decried. 

In  some  of  the  communications  that  I have  recently 
had  from  physicians,  and  in  some  face-to-face  discus- 
sions which  have  taken  place.  I have  had  the  feeling  ex- 
pressed that  Blue  Shield  has  served  its  purpose  as  the 
forerunner  of  the  voluntary  movement  and  should  turn 
over  its  business  to  the  commercial  carriers.  Also  sug- 
gested was  that  the  profession  abandon  the  whole  con 
cept  of  providing  care  on  a service-benefit  basis  and  in 
stead  offer  a straight  cash  indemnity  to  the  subscriber 
after  the  manner  of  the  commercial  companies. 

It  seems  to  me  that  physicians  should  weigh  carefully 
the  relative  motivations  of  the  commercial  versus  the 
medically  sponsored  program.  It  seems  to  me  they 
should  study  the  respective  standards  of  performance 
and  the  relative  degree  of  control  that  the  profession 
may  exert  over  their  respective  basic  policies  in  the 
public  interest  and  in  their  own  interest  as  well. 

Some  of  the  questions  that  physicians  would  surely 
want  to  ask  are  these:  Which  is  preferable— the  com- 
mercial insurance  industry,  or  should  the  doctors  them- 
selves exercise  the  ultimate  control  over  the  destiny  of 
voluntary  medical  care  insurance?  Shotdd  a voluntary 
movement  be  operated  primarily  as  a profitable  busi- 
ness or  as  a mechanism  to  facilitate  the  provision  of 
necessary  medical  care?  Will  the  low  income  patient  be 
better  served  if  he  receives  merely  a cash  indemnity 
against  the  cost  of  his  doctor's  services,  or  if  he  receives 
the  services  of  his  doctor  promptly  and  adequately 
compensated  by  an  organization  operated  by  the  medi 
cal  profession  for  that  specific  purpose?  Can  the  medi- 
cal-care insurance  program  in  the  United  States  remain 
free  of  governmental  control  if  it  becomes  primarily 
a branch  of  the  commercial  insurance  Industry?  Or  has 
it  a belter  chance  of  survival  if  it  is,  at  least  predomin- 
antly, a non-profit  community  enterprise  sponsored  by 
the  medical  profession  in  cooperation  with  labor,  indus- 
try, and  the  general  public? 

It  seems  pertinent  to  emphasize  at  this  point  one  of  the 
practical  consequences  of  the  Blue  Shield  public  service 
motivation  in  contrast  to  the  business  approach  of  the 
commercial  carriers.  Blue  Shield  is  carry  many  em- 
ployed groups  which  no  commercial  insurance  company 
would  consider  enrolling.  It  is  considered  a social  re 
sponsibilitv  of  Blue  Shield  to  provide  coverage  to  every 
eligible  group,  and  especially  to  those  groups  which 
most  need  the  protection  it  affords.  If  the  commercial 
companies  were  to  take  over  the  entire  voluntary  pre- 
payment program,  then  the  control  of  the  basic  eco- 
nomy of  American  medicine  would  pass  completely  out 
of  the  hands  of  the  profession. 

One  of  the  factors  favoring  the  growth  of  the  com 
mercial  carriers  is  the  fact  that  it  is  often  easier  to  sell 
a cheaper  product  than  a better  one,  unless  one  is  deal- 
ing with  a well-informed  and  independent  buyer.  One 
would  say  that  the  dominant  position  of  the  commercial 
companies  in  the  state  of  South  Carolina  with  its  rc- 
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sultant  intense  competition  for  volume  is  in  no  small 
measure  responsible  for  the  sale  of  a cheaper  product 
rather  than  a better  one.  I think  such  a situation  has 
inevitably,  as  it  always  must,  depressed  the  incomes  of 
both  the  doctor  and  the  hospital,  and  correspondingly 
increased  the  burden  of  coinsurance  on  the  patient,  and 
everyone  concerned. 

The  profession  has  always  insisted  too  that  no  third 
party  should  enter  into  the  relationship  between  pa- 
tient and  physician.  Obviously,  any  prepayment  plan  is 
a third  party,  at  least  as  far  as  finances  are  concerned. 
It  would  seem  then  that  the  doctor  should  prefer  to 
deal  with  a third  party  controlled  essentially  bv  his 
profession.  It  is  equally  logical  that  the  doctor  should 
prefer  to  function  through  a mechanism  designed 
primarily  to  render  a service  for  the  patient  and  the 
physician. 

There  is  one  other  major  distinction  between  the  com 
mercial  and  the  Blue  Cross-Blue  Shield  approach  to 
this  problem.  Blue  Cross-Blue  Shield  Plans,  through 
their  national  associations,  have  imposed  upon  them- 
selves certain  standards  of  organization  and  perform 
ance  designed  to  assure  the  public  of  a full  measure  of 
service  for  every  dollar  of  premium  and  to  guarantee 
to  the  profession  that  the  Blue  Cross-Blue  Shield  sym- 
bol is  invariably  worthy  of  its  respect  and  support. 
The  South  Carolina  Blue  Cross  and  Blue  Shield  Plans 
have  ahead  of  them  a big  task,  almost  monumental  in 
several  respects.  The  ultimate  goal  is  adequate  — but 
not  wasteful  protection  — against  the  financial  hard- 
ships of  illness.  These  Plans  — as  must  the  other  Blue 
Cross-Blue  Sheld  Plans  — strive  toward  expansion  of 
services  and  benefit  provisions,  sufficient  to  provide 
satisfactory  prepaid  service  for  all  people  who  want 
and  need  it,  to  the  full  extent  that  the  insurance  prin- 
ciples can  be  applied. 

At  the  same  time,  we  must  avoid  rushing  headlong  into 
fields  of  coverage  that  may  ruin  us  or  require  major 
public  subsidy.  The  attainment  of  this  objective  as 
sumes  a line  timing  and  balance  of  many  major,  and 
sometimes  unwieldy  factors."  Not  the  least  of  these  is 
public  willingness  to  pay  for  what  they  want  and  the 
understanding  of  the  impossibility  of  getting  something 
lor  nothing.  We  must  enroll  more  and  more  of  the 
better  risk  groups,  particularly  those,  whose  manage- 
ment are  seemingly  not  interested  in  or  not  aware  of  the 
community  concept.  When  good  risk  groups  are  not 
included  in  the  community  pool,  the  per  capita  cost  of 
giving  the  same  service  to  the  remaining  groups  in- 
evitably goes  up.  And  as  the  cost  rises,  more  and  more 
of  the  lowest  income  people  who  need  the  coverage 
most,  drop  out  of  the  Plans.  Here,  obviously  is  a vicious 
cycle.  I'nlcss  the  cycle  is  broken  the  Plans  will  fail  in 
their  effort  to  provide  a community-wide  service.  Those 
who  need  protection  most  will  have  nowhere  to  turn 
but  to  the  government.  Blue  Cross  and  Blue  Shield 
can  break  the  cycle  that  is  compromising  the  com- 
munity concept,  by  improving  its  product  and  by  mer- 
chandising the  unique  features  of  that  product;  namely, 
service  benefits,  professional  approval,  local  control, 
community  service  and  low-cost  non-profit  operation. 
We,  and  I mean  the  medical  profession  and  the  hospi- 
tals as  well  as  the  Plans,  must  sell  the  leaders  of  labor 
and  industry  on  the  long-range  necessity  of  (1)  support- 
ing community-wide  enrollment  at  the  community 
rate  and  (2)  spurring  the  good  risk  groups  to  share  the 
cost  of  making  health  services  available  to  the  poorer 
risk  low-income  groups.  The  point  must  be  brought 
home  to  these  leaders  that  the  fate  of  free  enterprise 
itself  may  depend  upon  our  solving  the  community 
medical  care  program  by  voluntary  means. 

I have  mentioned  the  expansion  of  services  and  benefit 
provisions  within  the  proper  limits.  I believe  that  Blue 
Cross  and  Blue  Shield  must  give  grave  consideration 
to  the  extent  and  scope  of  benefits  to  be  offered.  A basic 


contract  should  be  as  broad  and  comprehensive  as 
possible,  within  a price  range  attractive  to  the  rank 
and  file.  But  that  price  must  also  be  stabilized  over  a 
reasonably  lengthy  financial  cycle,  if  Blue  Cross  and 
Blue  Shield  are  eventually  to  be,  as  they  should  be,  the 
truly  effective  key  to  (he  solution  of  the  general  prob- 
lem of  prepaid  medical  care.  Of  course.  Blue  Cross  and 
Blue  Shield  live  from  day  to  day  under  two  great 
pressures.  First,  the  subscribing  public  is  prone  to  for- 
get all  the  good  things  about  Blue  Cross  and  Blue 
Shield  and  emphasize  the  bad  which  generally  happens 
when  they  put  in  a claim  they  thought  was  covered  by 
their  contract,  and  it  turns  out  that  it  was  not.  Perhaps 
even  greater  pressure  comes  from  the  physicians  them- 
selves, because  it  is  quite  natural  for  any  particular 
physician  to  feel  resentful  if  his  specialty  is  not  in- 
cluded in  Blue  Shield,  or  if  he  thinks  Blue  Shield 
favors  one  branch  of  medicine  in  contrast  with  another. 
The  necessitv  for  Blue  Cross  and  Blue  Shield  to  make 
distinctions  between  these  things  which  may  be  reason- 
ably categorized  on  the  one  hand  as  likely  to  run  true 
to  experience  in  contrast  with  those  on  the  other  that 
are  new,  unpredictable,  unchartered,  or  in  large  meas- 
ure uncontrollable,  is  a principle  not  always  understood 
by  physicians  and  is  the  basis  for  some  of  the  brick 
bats  Blue  Shield  receives  such  as  why  do  you  call  it 
the  doctors’  Plan  — why  don’t  you  call  it  a private 
surgeons’  club? 

I have  talked  at  some  length  — certainly  greater  length 
than  1 had  ever  originally  intended  — in  an  attempt 
to  answer  some  specific  questions,  deal  with  some  speci- 
fic remarks,  explain  and  I hope  justify  on  the  basis 
of  certain  facts  and  background  information  — as  well 
as  fundamental  principles  — action  which  the  Plans 
have  taken.  It  is  with  a sense  of  frustration  and  futility 
that  I realize  how  seemingly  inadequate  the  attempt 
has  been.  This  sense  of  futility  and  frustration,  I think, 
stems  primarily  from  the  realization  that,  as  in  the 
whole  broad  operation  of  these  Plans,  there  is  so  much 
to  do  in  such  a pathetically  little  time.  This  may  in- 
deed be  an  important  clue  that  perhaps  the  first  prob- 
lem which  should  be  tackled  is  that  of  understanding. 
As  Doctor  Ira  C.  Layton,  a board  member  of  the  Kansas 
City  Blue  Shield  Plan  put  it  at  the  recent  national 
conference  in  Chicago  — "It  is  indeed,  unfortunate 
that  professional  relations  should  be  a problem,  for  the 
Blue  Shield  Plan  is  actually  the  physicians  contribution 
to  public  need.  As  such,  he  should  be  quite  familiar 
with  its  many  facets,  but  a combination  of  circum- 
stances have  lessened  his  familiarity  and  produced  a 
sense  of  distrust  born  of  ignorance. 

“At  the  inception  of  Blue  Shield  Plans  throughout  the 
country,  enthusiasm  among  its  founders  ran  high.  It 
provided  a satisfactory  method  for  proper  public  pre- 
payment of  at  least  a portion  of  their  medical  cost 
and  in  turn,  assured  the  physician  payment  for  his  serv- 
ices. Since  that  time,  many  factors  have  contributed  to  a 
dimming  of  the  original  enthusiasm. 

"Ten  years  ago,  socialized  medicine  seemed  a real 
threat  to  each  practitioner.  In  more  recent  years,  a great 
complacency  has  developed  toward  the  liklihood  of  the 
government  sponsored  care.  The  average  physician  has 
little  knowledge  of  the  tremendous  number  of  bills 
considered  each  year  by  committees  of  our  governing 
bodies.  Any  one  of  these,  if  successfully  sponsored, 
would  further  our  profession  along  the  road  to  social 
ization.  Contrary  to  popular  belief,  it  has  apparently 
made  little  difference  what  party  is  in  power. 
"Prosperous  times,  rapid  growth  of  the  plans,  com- 
placency toward  involuntary  health  insurance,  ig- 
norance of  the  demands  of  the  public  and  loss  of  per- 
sonal contact  through  specialization  have  all  produced 
a common  denominator  — inadequate  information. 
“We  must  convince  the  participating  physician  that 
Blue  Shield  is  now  and  always  has  been  his  project 
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and  liis  contribution  to  public  welfare.  Executive  di- 
rectors and  his  staff  have  no  desire  to  exercise  authority, 
establish  fees,  or  otherwise  interfere  with  basic  policy. 
The  physician  must  be  made  to  realize  Blue  Shield’s 
bilateral  obligation.  Blue  Shield  is  the  instrument  of  the 
profession— designed  by  the  profession— but  with  obliga 
tions  equally  strong  to  the  public”. 

We  of  the  plan's  Administrative  Staff  shall  do  every- 
thing possible  to  get  the  profession  to  shape  the  policies 
and  determine  the  objectives  of  the  Plan.  This  pro 
gram  will  be  constant  and  directed  from  the  top.  It  is 
hopetl  that  the  profession— individually  and  collectively 
—will  take  advantage  of  the  existing  opportunities  and 
any  new  opportunities  which  can  be  created  to  learn 
more  about  Blue  Shield  and  to  do  whatever  is  neces- 
sary in  a spirit  of  good  will,  high  adventure  and  en- 
thusiastic determination  to  assure  keeping  control  of 
the  doctor's  Plan  in  their  own  hands,  thereby  continu- 
ing the  improvement  and  success  of  Blue  Shield. 

New  problems  will  arise.  Current  problems  must  be 
faced  and  solved.  To  find  the  right  solutions  will  re- 
quire the  wisdom  of  physicians  and  the  plan  adminis- 
trative stall  to  take  the  time  to  learn  the  facts  and  the 
courage  to  face  the  facts,  exactly  as  they  are.  Blue 
Shield  needs  and  asks  the  guidance  of  physicians  to 
correct  whatever  faults  they  think  it  has  and  every 
physician  counts. 

I should  like  to  suggest  that  every  county  medical 
societv  devote  a minimum  of  one  meeting  each  year 
to  Blue  Shield.  I am  not  suggesting  that  ten  minutes 
be  allowed  for  the  reading  of  a Blue  Shield  report.  On 
the  contrary,  I am  suggesting  that  the  entire  meeting 
be  considered  an  orientation  program  designed  to  give 
phvsicians  a better  understanding  of  the  organization 
they  hate  created,  an  opportunity  to  learn  the  real 
difference  between  Blue  Shield  and  other  prepayment 
programs.  The  individual  physician  plays  a vital  role 
and  must  be  acquainted  with  local  and  national  prob- 
lems which  must  be  faced  up  to  and  solved.  There  is 
ahvavs  a need  for  cooperation,  understanding  and  pa- 
tience all  along  the  line.  Qualified  representatives  o( 
Blue  Shield  should  be  present  to  answer  questions, 
explain  contract  provisions,  and  listen  to  suggestions 
and  criticisms.  I do  not  think  it  is  too  much  to  sug- 
gest that  one  evening  a year  be  devoted  to  a program 
which  involves  hundreds  of  thousands  of  physicians, 
millions  of  subscribers,  and  the  expenditure  of  hun- 
dreds of  millions  of  dollars  annually. 

I think  it  is  also  essential  that  communities  currently 
provided  for  under  the  Blue  Shield  be  used.  In  addi- 
tion, I think  it  is  essential  that  new  communities  be 
formed  to  assist  the  Plan  in  the  consideration  of  its 
own  claims  and  operations  and,  as  well,  afford  to  both 
plans  some  court  of  medical  judgment  to  which  appeal 
c;tn  be  made  in  cases  of  questionable  use  or  violation  of 
the  spirit  of  the  Plan. 

F.\er\thing  possible  will  be  done  by  the  Plan  within 
the  limitations  of  time  and  finances  to  procure,  train, 
and  maintain  a staff  of  Blue  Shield  field  representatives 
qualified  to  call  on  physicians  concerning  individual 
problems  when  such  action  is  indicated. 

May  I emphasize  however  that  little  will  be  accom- 
plished if  physicians  themselves  fail  or  refuse  to  take 
advantage  of  these  opportunities. 

In  conclusion.  I should  like  to  summarize  one  or  two 
significant  points.  I'nder  rather  tremendous  pressures 
of  both  time  and  finances,  changes  have  been  made  in 
the  South  Carolina  Medical  Care  Plan.  In  the  changes 
that  were  made  review  and  evaluation  w'ere  contem- 
plated and  are  in  fact  now  under  way.  Changes  were 
anticipated  as  advisable  and  necessary  as  soon  as  cir- 
cmstances  anti  time  permitted.  The  timing  and  man- 
ner in  which  the  changes  were  made  may— to  be  sure— 
have  left  something  to  be  desired.  Mans  of  the  factors 
which  shaped  the  whole  change  were  in  many  cases 


almost  entirely  beyond  the  control  of  the  Plan.  Per 
haps  they  should  not  even  exist— at  least  to  such  a de- 
gree as  to  threaten  the  existence  of  the  program  itself. 
We  are  strongly  soliciting— yes,  imploring  the  guidance 
and  wisdom  of  the  profession.  However,  I think  it  is 
reasonable  to  expect  that  before  action  is  taken,  sug- 
gestions are  made,  or  demands  voiced,  a full  knowledge 
and  appraisal  of  all  facts  and  all  implications  thereof 
the  thoroughly  considered. 

One  final— and  perhaps  most  important  thought— the 
importance  of  each  individual  doctor  should  never  be 
obscured.  The  individual  doctor  may  be  the  plan's 
most  effective  enrolment  producer  if  he  wishes.  Here 
are  a few  obvious  ways  in  which  a physician  can  help: 
Most  obviously  by  participating,  and  by  displaying  his 
certificate  as  a participating  physician;  by  speaking 
well  of  the  Plan  among  patients  and  friends;  by  asking 
each  new  patient  if  he  is  a subscriber  to  Blue  Shield;  by 
assisting  Plan  patients  in  the  preparation  of  their  serv 
ice  reports;  by  helping  them  to  understand  the  limi- 
tations and  exclusions  of  their  plan’s  contract  as  well 
as  its  benefits  and  privileges;  and  by  urging  non-insured 
patients  to  inquire  about  the  possibility  of  enrolling 
in  the  Plan;  by  passing  potential  enrollment  informa- 
tion along  to  the  sales  staff,  and  using  their  influence 
to  assist  in  a favorable  reception. 

If  medical  care  is  drawn  into  the  orbit  of  government 
functions,  it  will  be  because  too  many  individual  doc- 
tors, who  may  have  thought  that  what  they  did  would 
not  count,  failed  to  do  what  doctors  as  members  of  the 
profession  as  a whole  need  to  do  to  make  their  own 
Blue  Shield  Plan  work  to  the  satisfaction  of  the  public. 
John  Donne,  the  ancient  mystic  poet,  said  "No  man  is 
an  island  entire  of  itself;  every  man  is  a piece  of  the 
continent,  a part  of  the  main;  if  a clod  be  washed  away 
by  the  sea,  Europe  is  the  less,  as  well  as  if  a promontory 
were,  as  well  as  if  a manor  of  thy  friends  or  of  thine 
own  were;  any  man’s  death  diminishes  me,  because  I 
am  involved  in  mankind;  and  therefore  never  send 
to  know  for  whom  the  bell  tolls;  it  tolls  for  thee”. 
(Applause) 

THE  CHAIR:  Thank  you  very  much  for  that  discus- 
sion, Mr.  Sandow. 

Dr.  Cain,  do  you  as  Chairman  of  the  Council  wish  to 
sav  anything  at  this  time  before  we  proceed  with  the 
general  informal  discussion? 

DR.  CAIN:  Mr.  President  I would  like  to  call  alien 
tion  to  the  corporation  and  also  to  yourself  and  admin- 
istrative officers  the  proposals  made  at  our  directors 
meeting  whereby  the  intent  of  our  board  is  to  review 
the  present  fee  schedule  and  Blue  Shield  Plan  during 
the  next  six  months  and  make  some  definite  recom- 
mendations to  our  group  at  the  end  of  that  time.  I 
believe  that  in  the  light  of  your  statements  here  and 
Mr.  Sandow’s  statements  that  such  review  and  changes 
are  already  anticipated  that  further  study  by  our  pro- 
fessional service  committee  will  help  clarify  the  situa- 
tion. 

Note  particularly  that  I do  not  say  that  any  changes 
will  be  made.  If.  when  this  study  is  made,  no  changes 
can  be  made  or  if  it  is  found  to  the  satisfaction  of  the 
Professional  Service  Committee  that  no  changes  can  be 
made,  I think  that  report  should  be  given  as  such.  I 
think  that  should  be  very  definitely  understood  be- 
tween you,  as  medical  director,  the  administration, 
and  tnvself  as  Chairman  of  Council  who,  as  a member 
of  the  Board,  in  ex  officio  capacity.  I feel  that  I am 
representing  the  Association  as  a whole  I would  like 
to  see  that  study  made  and  be  assured  that  it  will  be. 
I'HE  CHAIR:  Thank  you  very  much,  Dr.  Cain.  Now. 
as  I stated  at  the  beginning  of  the  meeting  we  are 
going  to  resolve  ourselves  into  a "committee  as  the 
whole”  for  general  and  informal  discussion  of  prob- 
lems as  you  see  them,  or  questions,  or  anything  that 
mav  be  in  vour  mind  and  the  countesv  of  the  floor  is 
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extended  to  every  man  in  this  room.  Who  will  be  the 
first. 

Dr.  Miles  of  Summerville.  Recognized. 

Dr.  Goldsmith,  recognized. 

First  of  all  I want  to  thank  Dr.  Guess  for  the  enormous 
job  he  has  done  over  the  years  in  Blue  Gross  and  Blue 
Shield.  I have  known  all  along  what  he  has  done,  I 
have  seen  him  work  and  I know  how  hard  he  has 
worked  and  personally  we  do  owe  him  a vote  of  grati- 
tude. Also  our  new  executive  secretary,  he  came  to  us 
when  the  plan  almost  had  its  back  to  the  wall  and  he  is 
doing  a marvelous  job,  and  I want  to  thank  him  per- 
sonally. 

Dr.  Parker,  recognized. 

Dr.  C.  B.  Woods  of  Walterboro,  recognized. 

Dr.  Evatt,  recognized. 

I won’t  make  a long  speech  but  Goldsmith  stole  my 
thunder,  but  I want  to  move  that  we  give  this  man  a 
vote  of  thanks  because  he  has  spent  hours  and  hours 
and  hours  working  for  this  plan  and  he  deserves  an 
awful  lot  of  credit.  In  the  depression  time  that  he 
spoke  of,  at  that  time  I was  a member  of  the  economic 
committee  of  the  society  and  every  member  of  the  as- 
sociation received  a questionnaire  as  to  how  much 
money  they  made,  and  most  of  them  answered  it  and 
it  varied  from  $211.00  to  a very  few  thousand,  and 
there  were  very  few  men  in  the  state  who  made  a few 
thousand.  One  fellow,  a friend  of  mine,  was  so  de 
pressed  and  so  low  that  the  whole  year  he  only  had 
$21 1 pass  through  his  hands  and  through  his  pockets, 
he  and  I were  to  go  to  Carlisle  to  do  two  weeks  of 
reserve  training  as  captains  and  Hoover,  with  his  wis- 
dom, and  I think  he  was  wise,  cut  off  the  spending 
millions  of  dollars  and  recalled  that  order  and  we 
didn't  go  and  two  weeks  later  this  fellow  shot  himself. 
Now,  I wrote  a report  on  that  and  read  it  at  our  meet 
ing  in  Columbia  and  this  article  was  entitled  “We 
Esaus."  In  other  words,  all  of  us  remember  the  man 
from  the  Bible  who  threw  away  his  birthright.  And 
the  reason  this  Blue  Cross-Blue  Shield  was  born  was 
an  enabling  act  which  helped  the  doctors,  enabled  the 
doctors  of  the  United  States  to  hold  the  birthright 
which  is  theirs,  that  is  to  protect  the  health  of  the 
people  of  this  country  and  had  Blue  Shield  and  Blue 
Cross  not  been  born  why  the  whole  kit  and  caboodle 
would  have  been  run  by  the  government  long  before 
now.  . . . And  we  have  met  stress  and  strains  before 
and  gone  through,  this  is  a very  mild  one  to  what  Dr. 
Guess  and  some  of  the  rest  of  you  recall  that  we  had 
some  thirty  years  ago. 

I would  now  move  that  this  society  vote  Dr.  Guess 
thanks  and  wish  for  him  many,  many  years  of  re- 
establishing himself  among  his  friends  and  among  his 
practice  where  lie  can  dispense  the  milk  of  human 


kindness  with  one  and  all  alike  without  fear  or  favor 
or  hope  of  reward.  (Deafening  applause) 

(Convention  stands  still  applauding) 

THE  CHAIR:  The  chair  rules  that  the  motion  is  out 
of  order,  we  are  still  operating  as  a “committee  as  the 
whole"  ami  no  motions  are  accepted.  However,  I cer- 
tainly appreciate  those  kind  words  and  the  ovation 
given  me. 

DR.  EVATT:  As  a matter  of  personal  privilege,  it  must 
be  on  the  record. 

THE  CHAIR:  Does  anyone  else  desire  to  speak  before 
we  dissolve  this  committee.  (Silence).  All  right  we  dis- 
solve the  Committee  as  the  whole  and  go  back  to  sitting 
as  the  corporation. 

Are  there  any  resolutions  that  any  member  of  the 
corporation  wishes  to  present?  Dr.  Cain  (recognized). 
DR  CAIN:  Mr.  President,  I would  like  to  move  that 
the  corporation  vote  a vote  of  confidence  in  the  admin- 
istration, the  medical  director  and  go  along  with  this 
plan  as  submitted  at  this  time  and  the  assurance  from 
our  board  of  Directors  of  Blue  Shield  that  it  will  be 
studied  and  any  change  which  is  found  to  be  of  bene- 
fit to  our  South  Carolina  Medical  Association  will  be 
included  in  a revised  policy  within  the  next  six 
months.  I make  that  motion,  is  there  a second  to  that 
motion?  (The  motion  was  seconded  by  Dr.  Evatt.) 
Is  there  any  discussion  of  the  motion?  Are  you  ready 
for  the  question?  (The  question  was  called  for,  the 
vote  taken  and  it  was  unanimously  passed.)  The  ayes 
hare  it. 

DR.  GUESS:  Thank  you  very  much,  gentlemen,  I am 
sure  that  everyone  concerned  with  the  administration 
of  our  plan  appreciates  that,  particularly  do  the  mem- 
bers of  the  board,  most  of  whom,  the  majority  of 
whom,  are  your  own  colleagues  and  have  given  of  (heir 
time  and  effort,  some  of  them  for  ten  years,  as  I have,  to 
try  to  put  this  thing  over. 

Are  there  any  other  resolutions?  Any  other  motions 
that  any  member  of  the  corporation  cares  to  put? 

I think  a motion  to  adjourn  is  in  order,  gentlemen. 
Thank  you  very  much,  thank  all  of  you. 
ADJOURNMENT 

(The  minutes  will  be  continued  in  the  next  number 
of  The  Journal.) 

Heart  disease  is  apparently  more  prevalent  among 
women  than  men,  Health  Information  Foundation 
points  out — but  it  causes  75  percent  more  deaths 
among  the  males  in  this  country.  One  possible  explana- 
tion of  the  excess  male  mortality:  Men  are  thought  to 
be  particularly  subject  and  vulnerable  to  the  strains 
and  pressures  of  modern  life. 
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PSYCHOANALYSIS  OF  BEHAVIOR  by  Sandor 
Rado,  M.  D.,  Grune  & Stratton,  New  York — 1956. 
Price  $7.75. 

This  book  is  the  result  of  a demand  by  many  psy- 
chiatrists and  psychoanalysts  for  a study  of  the 
thoughts  and  ideas  of  a distinguished  worker  in  the 
field  of  dynamic  psychiatry.  Dr.  Rado  is  the  prolific 
writer  who  has  never  before  gathered  together  in 
essay  or  book  form  all  of  his  writings  in  order  to  pre- 
sent a logical,  unitary  picture  of  his  working  ideas.  He 
is  particularly  known  as  a research  worker  in  the  field 
of  psychoanalysis,  and  has  attempted  to  clarify  its 
theories,  terminology,  and  methodology  so  that  it  can 
be  more  freely  understood  by  all  medical  men. 

He  has  attempted  also  to  make  the  psycho- 
analytical field  adaptive  to  research  and  to  free  it 
from  esoteric  theories.  His  particular  simplified  theory 
is  merely  entitled  “Adaptational  Psychoanalysis,”  or 
“Ego  Psychology.”  This,  in  effect,  means  that  the  in- 
dividual tries  to  fit  himself  into  a harmonious  living 
with  others  by  seeing  and  knowing  how  the  gross  un- 
pleasant emotions  (anger,  guilt,  and  rage,  in  both 
extrovertive  and  introvertive  fo:  ms ) interfere  serious- 
ly with  this  adaptive  living  with  others.  In  other 
words,  he  places  paramount  importance  upon  the 
ability  to  properly  handle  such  emotions  as  anger 
towards  others,  and  self-anger.  He  felt  that  the 
original  works  of  Freud  had  left  out  the  consideration 
of  the  importance  of  unpleasant  emotions,  and  in- 
stead, had  placed  too  much  importance  on  the  ex- 
periencing of  the  so-called  pleasant  emotions  of  which 
sex  was  its  most  dynamic  component. 

Freud  had  stated  that  unpleasant  emotions  were 
merely  due  to  the  frustrations  of  not  experiencing 
pleasant  emotions.  Dr.  Rado  has  placed  in  central 
position  the  Ego  (personality),  not  as  something  that 
arises  by  mere  biological  chance  through  the  vicis- 
situdes of  the  instincts,  but  through  the  more  impor- 
tant basic  and  primary  child-parent  relationship  with 
all  its  various  and  subtle  emotions. 

Norton  L.  Williams,  M.  D. 


THE  DOCTOR  AS  A WITNESS — by  John  Evarts 
Tracy.  W.  B.  Saunders,  Philadelphia — Price  $4.25. 

This  book  is  written  by  an  expert  in  a readable 
manner  for  people  who  need  it.  Professor  Tracy — pro- 
fessor of  Law  (Emeritus),  University  of  Michigan, 
has  several  books  to  his  credit  and  this  one  meets  the 
requirements. 

The  221  page  (with  index)  small  size  large  type 
book  is  readable  and  instructive.  Any  doctor  who  gets 
on  the  witness  stand  will  be  glad  he  read  this  book. 
The  chapter  (#IX)  on  “Preparing  for  Trial  or  Hear- 
ing” is  alone  worth  the  price — and  there  are  eleven 
other  chapters.  The  object  of  medical  testimony  is  to 
set  forth  the  medical  facts  so  the  judge  and  jurv  will 
understand  them  and  justice  and  equity  will  prevail. 


Often  we  are  confused  by  what  is  a “priviledged 
communication.”  This  is  explained  in  full.  “Expert 
testimony”  is  covered  and  “opinion  evidence”  is  dis- 
cussed. Do  you  know  howr  to  qualify  as  an  expert  with- 
out bragging?  Do  you  know  when  you  can  express 
an  opinion.  Do  you  sometimes  wonder  why  an  at- 
torney does  not  ask  you  questions.  Can  you  handle  an 
involved  hypothetical  question.  Should  you  say  you 
have  discussed  the  case  with  the  attorney.  Did  you 
know  you  could  refer  to  notes — and  did  you  know  that 
if  you  do  the  opposing  attorney  can  look  at  all  the 
notes  you  have  with  you? 

The  chapter  on  “direct  examination”  is  excellent. 
The  book  states  “No  man  knows  how  old  he  is  oi  who 
his  parents  were  except  from  heresay.”  But  “The  Doc- 
tor As  a Witness”  tells  you  when  you  can  use  heresay 
evidence. 

The  ordeal  of  “cross  examination”  loses  much  of  its 
dread  if  you  know  how  to  avoid  traps  and  trick  ques- 
tions. 

Hospital  and  laboratory  records  are  discussed.  Dying 
declarations  are  explained. 

Frequent  use  is  made  of  imaginary  questions  and 
answers  to  illustrate  points. 

Workmens  Compensation  proceedings  is  well 
covered  with  examples  of  methods  used  to  determine 
extent  of  disability. 

Malpractice  is  a chapter  we  should  read.  Chance 
remarks  concerning  our  own  or  others  work  form  the 
basis  of  most  malpractice  suits.  Do  you  know  when 
you  can  and  cannot  “abandon  a patient”.  The  book 
tells  you. 

There  are  pointers  in  the  section  on  “Compensation 
of  the  Doctor  Witness”  that  will  aid  in  maintaining 
good  patient-doctor-lawyer  relations. 

All  in  all,  “The  Doctor  As  a Witness”  is  readable, 
Iriendly,  instructive  and  interesting. 

Frank  C.  Owens,  M.  D. 


CHANGING  CONCEPTS  OF  PSYCHOANALYTIC 
MEDICINE.  Edited  by  Sandor  Rado,  M.  D.  and 
George  E.  Daniels,  M.  D.  Grune  & Stratton,  New 
York — 1956.  Price  $6.75. 

This  book  is  a continuation  of  the  first  book,  which 
is  the  collected  papers  of  Dr.  Rado.  Here  an  attempt 
is  made  to  show  the  increasing  scope  of  the  entire  field 
of  psychoanalysis  in  general  psychotherapy,  psycho- 
somatic medicine,  psychiatric  problems  with  children, 
and  research  in  mental  illness.  The  terms  psycho- 
analysis and  psychotherapy  are  brought  closer  to- 
gether in  that  psychoanalysis  is  not  made  a separate 
field  of  general  psychotherapy,  but  is  only  a technique 
and  method  of  psychotherapy  with  larger  wider  goals. 

He  makes  a distinction  between  reparative  (psycho- 
therapeutic and  reconstructive  (psychoanalytic)  psy- 
chotherapy. To  put  it  simply,  he  states  that  there  are 
four  main  goals  of  all  forms  of  psychotherapy.  The 
first  is  elimination  or  alleviation  of  symptoms.  Second- 
ly, with  the  improved  level  of  adaptive  functioning 
due  to  the  relative  absence  of  physical  symptoms, 
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improvement  is  made  in  the  social,  sexual,  and  work 
areas.  The  fourth  goal  is  the  continuing  growth  and 
development  ot  the  individual  on  the  higher  level  of 
maturity  and  capacity. 

This  definitely  includes  the  individual  development 
into  the  personality  of  the  individual  of  what  we  call 
the  essential  values  of  life  including  morals  and 
ethics. 

It  is  this  last  or  fourth  step  that  is  considered  today 
to  be  deep-psychotherapy  or  psychoanalysis,  which 
brings  that  part  of  the  personality  in  harmony  with 
the  best  in  our  culture. 

This  book  is  of  immense  value  in  that  it  puts  the 
entire  field  of  psychotherapy  on  a practical,  sensible, 
relatively  simple  level,  and  distinguishes  general  psy- 
chotherapy and  psychoanalysis  mainly  in  terms  of 
goods  and  not  in  terms  of  technique  or  theory.  Both 
use  the  same  methods.  It  is  their  goals  only  that  varv 
and  the  goal  should  be  determined  largely  by  the 
patient  and  not  by  the  doctor. 

Norton  L.  Williams,  M.  D. 


CLINICAL  PATHOLOGY— Benjamin  B.  Wells, 
M.  D.  W.  B.  Saunders  Co.,  Philadelphia,  1956 — Price 
$8.50. 

The  second  edition  of  this  book  is  similar  in  gen- 
eral composition  to  the  first  edition  of  1950.  The  work 
is  concerned  chiefly  witli  the  clinical  use  of  the  lab- 
oratory. The  material  is  presented  in  an  orderly 
fashion  in  nine  chapters  dealing  with  tests  pertinent 
to  diseases  of  the  various  systems.  Due  to  its  brevity 
it  must  be  considered  to  be  more  of  a handbook  than 
a reference.  For  the  same  reason  it  is  not  suitable  as 
a textbook.  The  treatment  given  many  subjects  is 
necessarily  sketchy  and  incomplete.  There  are  very 
few  illustrations  and  no  color  plates.  Many  of  the  more 
recently  adopted  tests  are  included,  and  for  this  reason 
the  book  might  prove  to  be  a valuable  and  relatively 
inexpensive  addition  to  one’s  library.  The  last  chapter 
deals  with  laboratory  procedures  such  as  might  be 
useful  in  a private  office. 

D.  E.  Ellis,  M.  D. 


MEDICAL  SERVICES  FOR  RURAL  AREAS:  The 
Tennessee  Medical  Foundation.  By  Willman  A.  Mas- 
sie.  Published  for  The  Commonwealth  Fund  by  The 
Harvard  University  Press,  Cambridge,  Mass.  1957. 
Price  $1.25. 

This  is  a brief  and  interesting  booklet  which  re- 
counts the  story  of  a program  to  improve  the  health 
service  for  a group  of  communities  in  rural  Tennes- 
see. Back  of  these  efforts  have  been  the  Tennessee 
Medical  Foundation,  the  Tennessee  Medical  Associa- 
tion, and  the  people  themselves  in  the  areas  con- 
cerned. The  account  of  the  successful  efforts  to  better 
health  conditions  in  which  improvement  was  badly 
needed  should  be  of  great  interest  to  anyone  con- 
cerned with  the  problems  of  providing  better  health 
service  for  rural  areas. 

The  Commonwealth  Fund  has  been  interested  in 
improvement  of  health  conditions  in  Tennessee  for 
many  years,  and  has  had  an  able  hand  in  helping  by 
advice  and  a substantial  grant  the  improvements  that 
have  been  accomplished. 

J.  I.  W. 


In  the  past  56  years  mortality  from  tuberculosis  has 
declined  from  199  to  8 per  100,000  population,  accord- 
ing to  Health  Information  Foundation.  While  this  is 
remarkable  progress,  the  Foundation  notes,  tuber- 
culosis is  still  a great  health  problem,  with  100,000 
new  cases  reported  in  the  United  States  in  1955. 

Declining  mortality  from  tuberculosis  since  1900 
has  had  its  greatest  impact  among  young  adults  (ages 
15-44)  in  the  peak  income  and  childbearing  years, 
according  to  Health  Information  Foundation.  The 
highest  mortality  from  this  disease  now  occurs  in  the 
upper  age  grades  among  those  over  65. 


In  1900  influenza  and  pneumonia  took  a toll  of  80 
persons  per  100,000  population  in  the  young  adult 
ages  (15  to  44),  according  to  Health  Information 
Foundation.  By  1955  mortality  from  these  causes  had 
dropped  to  around  4 per  100,000  persons  in  the  same 
age  group. 
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EFFECTIVE,  DEPENDABLE  THERAPY  FOR  VAGINITIS 


Floraquin9  eliminates 
trichomonal  and  mycotic  infection; 
restores  normal  vaginal  acidity 


Leukorrhea  is  by  far  the  most  frequent  symp- 
tom of  vaginitis;  trichomonads  and  monilia  are 
the  most  common  causes.  Many  authors  have 
reported2  trichomonal  protozoa  in  the  vagina 
of  25  per  cent  of  obstetric  and  gynecologic 
patients.  Increased  use  of  broad  spectrum 
antibiotics  has  resulted  in  a sharp  rise  in  the 
incidence  of  monilial  infections. 

Floraquin  effectively  eradicates  both  tricho- 
monal and  monilial  vaginal  infections  through 
the  action  of  its  Diodoquin®  content.  Floraquin 
also  furnishes  boric  acid  and  sugar  to  restore 
the  normal  vaginal  acidity  which  inhibits  patho- 


gens and  favors  the  growth  of  protective  Doder- 
lein  bacilli. 

Pitt1 2  recommends  vaginal  insufflation  of 
Floraquin  powder  daily  for  three  to  five  days, 
followed  by  acid  douches  and  the  daily  inser- 
tion of  Floraquin  vaginal  tablets  throughout  one 
or  two  menstrual  cycles.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service  of 
Medicine. 


1.  Pitt,  M.  B.:  Leukorrhea.  Causes  and  Management,  J.  M. 
A.  Alabama  25.IK2  (Feb.)  1956. 

2.  Parker.  R.  T.;  Jones,  C.  P..  and  Thomas,  W.  L.:  Pruritus 
Vulvae,  North  Carolina  M.  J.  / 6:570  (Dec.)  1955. 
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THE  USE  OF  RADIO  ACTIVELY  LABELED 
VITAMIN  Bo  IN  THE  DIAGNOSIS 
OF  PERNICIOUS  ANEMIA* 


Cheves  McC.  Smythe,  M.  D.0° 


The  diagnosis  of  Addisonian  pernicious 
anemia  in  its  more  advanced  stages  in 
the  untreated  patient  presents  few 
problems.’  In  addition,  so  highly  satisfactory 
is  the  treatment  of  these  patients  with  injected 
liver  extract  or  vitamin  Bi2  that  the  disease 
has  decreased  steadily  in  importance  as  a 
clinical  problem  over  the  last  25  years.  The 
diagnosis  may  be  made  by  history  and  physi- 
cal examination  in  the  obvious  cases.  Examina- 
tion of  the  stained  blood  smear,  calculation  of 
red  cell  indices,  and  the  demonstration  of 
achlorhydria  will  suffice  to  make  or  confirm 
the  diagnosis  in  most  cases.  If  one  remains  in 
doubt,  bone  marrow  aspiration  and  study  of 
the  bone  marrow  smear  will  reveal  a megalo- 
blastic bone  marrow  picture.  Finally,  the 
reticulocyte  response  to  an  injection  of  vitamin 
B 1 2 and  the  hematologic  and  symptomatic  re- 
sponses to  such  therapy  with  single  active 
preparations  will  afford  one  the  evidence  he 
needs  to  make  a diagnosis  in  the  anemic  un- 
treated case. 

There  remains  a small  group  of  patients  in 
whom,  even  after  all  the  enumerated  diag- 
nostic procedures,  it  is  difficult  to  be  certain 
that  the  patient  has  a true  defect  of  vitamin 
B12  absorption.  Such  cases  are  usually  found 
among  ( 1 ) patients  receiving  an  oral  prepara- 

“From  the  Department  of  Medicine  and  the  Radio- 
isotope Laboratory,  Medical  College  of  South  Caro- 
lina, Charleston,  S.  C. 

00Markle  Scholar  and  Associate  in  Medicine. 


tion  which  has  produced  an  incomplete  re- 
sponse, (2)  those  being  treated  by  injection 
but  in  whom  some  complicating  condition  has 
inhibited  full  hematologic  remission,  (3)  those 
with  associated  iron  deficiency  anemia,  and 
(4)  those  in  whom  either  multiple  trans- 
fusions or  insufficient  oral  or  parenteral 
therapy  has  produced  a peripheral  blood 
picture  which  is  no  longer  clinically  typical. 
There  is  also  a small  group  with  neurological 
or  gastrointestinal  symptoms  preceding  de- 
finitive hematologic  findings.  In  addition,  pa- 
tients are  seen  in  whom  folic  acid  therapy  has 
produced  a hematologic  remission  but  the 
continuing  Bi2  deficiency  allows  a continued 
advance  or  development  of  neurologic  mani- 
festations. Finally,  there  is  the  group  of  pa- 
tients treated  without  full  proof  of  diagnosis 
in  whom  the  question  of  the  need  for  con- 
tinuing treatment  arises  after  full  remission. 
In  this  last  group,  heretofore,  diagnosis  could 
be  made  only  by  allowing  these  patients  to 
relapse,  which  is  not  desirable  because  of  the 
neurological  complications,  and  in  addition 
may  require  months  of  expectant  observation. 

Addisonian  pernicious  anemia  is  due  to  the 
failure  of  absorption  of  Vitamin  Bi2  from  the 
intestine.  This  essential  nutrient  is  adequately 
present  in  the  usual  diet  but  is  not  absorbed 
unless  there  is  also  simultaneously  present  the 
intrinsic  factor  of  Castle,  which  is  secreted  in 
normal  gastric  juice  and  on  which  depends 


the  transfer  of  Bi2  across  the  gastrointestinal 
mucosa.  Since  this  absorption  defect  remains 
constant  despite  the  clinical,  hematologic,  or 
neurologic  status  of  the  patient,  or  the  amount 
of  parenterally  administered  Bi2,  a method 
of  assessing  the  presence  of  the  absorptive  de- 
fect will  allow  one  to  diagnose  pernicious 
anemia  in  patients  no  matter  what  their 
hematologic  picture. 

Recently  a very  accurate  and  relatively 
easily  performed  test  has  been  developed 
which  can  be  used  to  measure  the  rate  of  B12 
absorption.  This  vitamin  is  easily  and  firmly 
labeled  with  cobalt60,  a high  energy  gamma 
ray  emitter  of  long  half  life.  This  radioactive 
tag  allows  one  to  follow  the  absorption  and 
excretion  of  this  preparation  by  the  body.  The 
original  method  for  measuring  failure  of  B12 
absorption  was  to  follow  fecal  excretion  after 
an  oral  dose.2  This  procedure  is  not  satis- 
factory for  routine  clinical  use  and  has  draw- 
backs even  as  a research  tool.  Schilling  de- 
vised a simpler  method.  3,4  The  Schilling  test 
depends  on  the  fact  that  if  a quantity  of  B12 
markedly  in  excess  of  that  required  for  im- 
mediate utilization  or  storage  is  given 
parenterally,  any  of  this  material  coincidentally 
absorbed  from  the  gut  will  be  rapidly  ex- 
creted by  the  kidney.  Therefore,  failure  of 
absorption  will  be  marked  by  low  urinary  ex- 
cretion rates  while  normal  absorption  will  be 
marked  by  high  excretion  of  the  radioactive 
substance. 

Varying  modifications  of  this  test  have  been 
employed  in  the  last  five  years  for  the  diag- 
nosis of  pernicious  anemia.  An  increasingly 
popular  adaptation  is  to  measure  the  amount 
of  radioactivity  demonstrable  in  the  liver 
following  a standard  oral  dose  rather  than 
assaying  urinary  activity.5,6 

The  following  method  has  been  employed 
in  our  laboratory.  The  fasting  patient  is  given 
0.5  microcuries  of  cobalt60  labeled  vitamin 
BJ2  in  about  0.75  micrograms  of  B12  by  mouth 
after  a control  urine  sample  has  been  col- 
lected. A 24-hour  urine  collection  is  started. 
One  hour  later  1,000  micrograms  of  vitamin 
BJ2  is  given  subcutaneously.  After  the  pooled 
24-hour  urine  is  collected,  it  is  made  up  to  1 
liter  or  reduced  to  1 liter  by  evaporation.  A 
5 ml.  aliquot  of  this  is  counted  in  a scintilla- 


tion well  counter.  The  percentage  of  ad- 
ministered radioactivity  excreted  in  the  urine 
in  24  hours  is  calculated  from  the  urinary 
radioactivity.  The  normal  excretion  rate  is 
anything  greater  than  12%  of  the  administered 
dose.  Anything  less  than  3%  in  indicative  of 
pernicious  anemia  or  some  other  defect  of 
vitamin  B12  absorption.  Intermediate  excretion 
rates  are  doubtful  and  patients  with  such  rates 
should  be  retested  for  comparison  of  results 
obtained  after  the  ingestion  of  an  active  in- 
trinsic factor  preparation  as  a further  refine- 
ment of  the  test. 

The  results  of  16  tests  by  this  method  are 
grouped  in  Table  1.  In  the  first  group  are 
listed  the  patients  who  have  normal  vitamin 
B]2  metabolism  and  excretion  rates.  It  can  be 
seen  in  this  group  that  excretion  rates  vary 
between  11%-  and  26%. 

Renal  disease  is  known  to  be  a cause  of  low 
excretion  rates  independent  of  absorption 
eificiency  as  shown  in  the  case  of  a young  man 
with  a spinal  cord  transection  who  had  severe 
acute  pyelonephritis.  His  24-hour  excretion 
was  only  2%,  but  he  certainly  does  not  have 
pernicious  anemia.  The  possibility  of  renal  dis- 
ease must  be  considered  when  one  is 
evaluating  low  excretion  rates.  (See  Table) 

The  next  two  cases  have  intermediate  re- 
sponses (See  Table).  The  first  was  a young 
man  with  severe  rheumatoid  arthritis.  He  was 
on  steroid  therapy.  He  had  no  renal  disease. 
The  reason  for  this  relatively  low  rate  re- 

J 

mains  unknown.  There  has  been  no  chance  to 
retest  him.  The  second  was  a comatose  woman 
with  convulsions,  porphyria,  and  a macrocytic 
anemia.  The  reasons  for  her  limited  excretion 
remains  unknown.  She  subsequently  died.  No 
autopsy  was  done. 

Next  are  listed  three  patients  with  pernicious 
anemia.  The  first  had  known  pernicious 
anemia  with  good  response  to  treatment  for  a 
long  period  of  time.  Although  he  is  normal  in 
every  way  at  this  time,  it  is  to  be  noted  that 
his  excretion  remains  at  1.25%.  The  second 
and  third  cases  illustrate  the  usefulness  of  this 
test  and  their  histories  are  described  in  more 
detail. 

The  second  case  is  that  of  a 75  year  old 
Negress  was  first  admitted  to  the  hospital  in 
November,  1952  with  congestive  failure  and 
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TABLE  I 

Coeo  Bu  Excretion 


Age 

Race 

Sex 

Coeo  B,2 

Diagnosis  Hemoglobin  Excretion 

(Gtn.  per  100  ml.)  (%) 

NORMAL 

46 

C 

M 

Multiple  myeloma 

10.5 

12 

41 

C 

F 

Hypertension 

13.0 

26 

53 

c 

M 

Spont.  Pneumothorax 

10.5 

13 

30 

c 

M 

Depressive  Reaction 

14.0 

14 

54 

w 

M 

Pneumonia 

16.0 

11 

29 

w 

F 

Irritable  colon 

11.5 

18 

44 

c 

M 

Myocardial  infarction 

15.5 

16 

46 

c 

M 

Myocardial  infarction 

14.7 

17 

45 

c 

M 

Rheumatoid  arthritis 

10.5 

21 

51 

c 

M 

Gastric  ulcer 

15.0 

17 

RENAL 

DISEASE 

24 

c 

M 

Acute  Pyelonephritis 

14.0 

2 

INTERMEDIATE 

26 

w 

M 

Rheumatoid  arthritis 

13.0 

6 

41 

c 

F 

Porphyria 

7.0 

6 

PERNICIOUS  ANEMIA 

69 

w 

M 

Remission 

13.0 

1.25 

75 

c 

F 

Partial  remission 

10.0 

0.25 

58 

c 

F 

Partial  remission 

8.0 

2 

osteoarthritis.  At  that  time  her  red  cell  count 
was  2.35  million  and  hemoglobin  8.5  grams. 
She  had  achlorhydria.  The  marrow  was  re- 
ported as  normal.  Pernicious  anemia  was  sus- 
pected, and  she  was  treated  with  vitamin  B]2 
with  a reticulocyte  response  rising  from  a con- 
trol of  0.9%  to  a level  of  4.0%.  Her  blood  also 
responded,  and  by  February,  1953  the  red  cell 
count  was  4.4  million  and  the  hemoglobin  12 
grams. 

The  significance  of  these  events  was  lost  as 
care  was  lavished  on  her  osteoarthritic  knees. 
No  more  vitamin  B12  was  given.  In  August, 
1956  she  was  readmitted  with  acute  peripheral 
circulatory  failure.  She  was  found  to  have  a 
hemoglobin  of  4 grams,  1.09  million  red  cells, 
an  hematocrit  reading  of  12.5%,  and  4,000 
leukocytes.  The  mean  cell  volume  was  110 
cubic  microns,  and  the  mean  corpuscular 
hemoglobin  36  gamma  gamma.  She  had  gastric 
achlorhydria,  and  a bone  marrow  was  re- 
ported as  showing  normoblastic  hyperplasia 
with  occasional  megaloblasts  present.  She  had 
been  given  1,000  ml.  blood  because  of  her  pre- 
carious condition.  The  pernicious  anemia  was 
not  recognized  from  the  peripheral  blood 
smear.  Once  again  pernicious  anemia  was  sus- 
pected, but  she  was  started  on  folic  acid 


therapy.  On  this  her  reticulocyte  count  rose 
to  8%  and  hemoglobin  rose  to  8 grams.  In 
October  her  hematocrit  reading  was  36%.  On 
no  further  therapy  it  had  fallen  by  January 
1957  to  29%.  A vitamin  B,2  Co60  excretion  test 
revealed  0.25%  excretion.  She  has  since  been 
treated  with  Bi2  and  remains  in  excellent  re- 
mission. Her  last  hematocrit  reading  was  39%. 

Comment:  Careful  analysis  of  this  case 
would  have  indicated  a diagnosis  of  pernicious 
anemia  early  in  her  course.  The  Co6°Bi2  test 
served  to  confirm  the  diagnosis. 

The  third  case  is  that  of  a 58  year  old 
Negress  who  was  admitted  because  of  six  to 
seven  months  of  weakness  associated  with  epi- 
gastric distress  and  anorexia,  a 20  pound 
weight  loss,  and  some  stiffness  and  numbness 
of  the  right  leg.  Before  admission  she  had  been 
noted  to  be  anemic,  was  given  two  pints  of 
blood,  and  was  sent  to  the  hospital  with  a 
diagnosis  of  carcinoma  of  the  stomach.  There 
was  a past  history  of  syphilis.  She  also  received 
some  unknown  type  of  medication  prior  to  ad- 
mission. 

Physical  examination  was  remarkable  for 
changes  of  anemia  only.  Vibration  and  position 
sense  were  normal.  The  hemoglobin  was  6.5 
grams,  the  red  cell  count  2.47  million,  the 
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hematocrit  29%,  mean  cell  volume  97  cubic 
microns,  a mean  corpuscular  hemoglobin 
of  26  gamma  gamma,  and  a mean  corpuscular 
hemoglobin  concentration  of  27%.  The  smear 
showed  marked  variation  in  size  of  the  red 
blood  cells  and  was  described  as  hypochromic. 
The  leukocyte  count  was  3,150  with  77%  poly- 
morphonuclear cells.  The  degree  of  lobulation 
was  not  noted.  Platelet  count  was  54,000.  Reti- 
culocyte count  was  0.7%.  On  gastric  aspira- 
tion she  had  achlorhydria. 

The  initial  impression  was  hypoplastic 
anemia.  A bone  marrow  smear  showed  marked 
erythroblastic  hyperplasia  with  partial  megalo- 
blastic arrest  not  consistent  with  an  unmodified 
pernicious  anemia.  This  finding  changed  the 
impression  to  achrestic  anemia.  A Co1 2 3 4 * 6°Bi2 
test  dose  was  followed  by  2%  excretion.  This 
confirmed  a diagnosis  of  pernicious  anemia. 
She  was  treated  with  vitamin  Bt2  and  at  pres- 
ent is  asymptomatic  and  has  13.5  grams  hemo- 
globin. 

Discussion : This  test  requires  considerable 
technical  facility  but  from  the  patient’s  stand- 
point is  simple  and  safe.  The  dose  of  radio- 
activity administered  is  insignificant.  Since 
most  of  the  material  is  excreted  relatively 
rapidly,  very  little  radioactivity  is  retained  in 
the  body.  However,  it  does  entail  the  col- 
lection of  a 24-hour  urine  specimen.  This  does 
not  require  hospitalization  but  often  this  is 
more  accurately  accomplished  in  a hospital. 
Also,  the  test  requires  facilities  for  the  handling 
of  radioisotopes  as  well  as  very  sensitive 
gamma  ray  counting  equipment.  Radioactive 
cobalt  has  such  a long  half  life  that  contamina- 
tion with  it  becomes  a serious  laboratory  prob- 


lem, and  it  cannot  be  handled  as  easily  as  some 
other  isotopes  which  have  shorter  half  lives. 
Therefore,  this  test  should  not  be  thought  of 
as  one  to  replace  the  tried  and  true  methods 
for  the  diagnosis  of  pernicious  anemia.  In  the 
average  untreated  case,  history  and  physical 
examination,  examination  of  the  blood  smear, 
the  bone  marrow,  the  demonstration  of 
achlorhydria  and  of  a reticulocyte  and  hema- 
tologic response  to  the  parenteral  administra- 
tion of  preparations  containing  vitamin  B,o 
will  suffice  to  make  the  diagnosis.  Those  pa- 
tients in  whom  the  diagnosis  remains  obscure 
because  of  atypical  manifestation  of  the  dis- 
ease, the  failure  of  a hematologic  response  due 
to  complicating  diseases,  the  isolation  of  neuro- 
logical disease  because  of  folic  acid  treatment 
and  partial  remission  due  to  insufficient  treat- 
ment with  oral  “shot  gun”  preparations  re- 
main a puzzling  field  for  diagnosis.  Finally, 
the  test  is  also  useful  in  diagnosing  the  pres- 
ence of  the  defect  in  the  occasional  patient  to 
whom  this  information  is  important  even 
though  full  hematologic  remission  may  have 
been  obtained.  For  this  group  the  Schilling 
test  is  invaluable  and  has  proved  to  be  of  help 
in  the  management  of  some  of  these  cases. 

Summary  and  Conclusions:  A new  test  for 
the  diagnosis  of  pernicious  anemia  is  discussed. 
Illustrative  case  reports  show  the  usefulness 
of  this  test  in  the  diagnosis  and  management 
of  obscure  forms  of  anemia.  The  Schilling 
test  is  useful,  not  for  the  routine  case  of  per- 
nicious anemia,  but  in  that  group  of  patients 
in  whom  a variety  of  factors  obscure  the  usual 
manifestations  of  the  disease. 
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POLYHYDRAMNIOS 

REPORT  OF  A CASE0 

Patricia  A.  Carter,  A.  R.,  M.  D. 
Charleston,  S.  C. 


Polyhydramnios,  or  hydramnios,  is  the 
occurrence  of  an  excessive  quantity  of 
amniotic  fluid.  The  state  of  over-dis- 
tention of  the  uterus  with  a rapidly  increasing 
production  of  amniotic  fluid,  like  a rising  Rh 
antibody  titer,  presents  a problem  which  is 
oftentimes  a grave  one.  In  both  such  instances 
one  must  weigh  the  penalties  of  prematurity 
against  the  necessity  of  resolution  of  a poten- 
tially disastrous  condition. 

With  the  increase  in  knowledge  and  the  im- 
provement in  surgical  skill,  great  advances 
have  been  made  in  salvage  of  the  newborn, 
despite  congenital  anomalies.  The  purpose  of 
this  case  report  is  to  renew  interest  in  the 
management  of  this  condition,  in  the  hope  that 
prompt  and  efficient  care  may  lessen  maternal 
hazards  as  well  as  afford  some  increased  de- 
gree of  fetal  salvage  by  prompt  detection  of 
the  various  congenital  anomalies  which  are 
most  frequently  encountered  in  hydramnios. 

A review  of  the  literature  reveals  a wide 
variation  in  the  incidence  of  this  condition. 
The  acute  variety,  with  which  we  are  here 
concerned,  has  been  estimated  at  one  in 
12,000  deliveries.  The  chronic  variety  occurs 
one  in  180  cases — here  the  quantity  of  fluid 
is  less  and  the  accumulation  over  a much 
longer  period  of  time.  In  both  instances  hy- 
dramnios is  the  presence  of  more  than  3000 
ml.  of  amniotic  fluid,  a figure  suggested  by 
Rivett.1 

The  etiology  of  this  condition  continues  to 
remain  obscure.  The  current  work  of  Hutchin- 
son et  al.z  has  stimulated  great  interest  in  the 
origin  and  fate  of  the  amniotic  fluid.  That  the 
fetus  swallows  amniotic  fluid  is  a well  estab- 
lished fact.  Fetal  micturition  is  also  known  to 
occur  occasionally.  The  secretory  potential  of 
the  amniotic  epithelium  is  also  a factor  in  pro- 
duction, but  not  alone  is  it  sufficient  to  account 

“Read  before  the  South  Atlantic  Association  of  Ob- 
stetricians and  Gynecologists  on  February  7,  1957,  at 
their  meeting  held  in  Charleston,  S.  C. 


for  such  large  volumes  of  fluid.  Until  further 
studies  are  concluded  we  must  choose  as  most 
logical  the  compromise  as  suggested  bv  Rosa; 
namely,  that  amniotic  fluid  production  and  ab- 
sorption is  a combined  fetal  and  maternal 
operation,  the  mechanism  of  which  remains  un- 
known. 

The  following  case  is  submitted  to  show  the 
utter  uselessness  of  the  so-called  conservative 
measures;  and  secondly,  to  support  the  con- 
tention of  other  investigators  (Hammond,3 
Rivett,1  Rarrv4)  of  the  superiority  of  trans- 
abdominal amniotomy  over  simple  rupture  of 
membranes. 

The  patient,  a 33-year  old  white  female,  grav.  9, 
para  6,  ab.  3,  was  first  seen  March  1955.  At  this  time 
the  period  of  amenorrhea  was  six  weeks,  making  her 
estimated  date  of  confinement  November  1955. 

Past  medical  history  was  of  significance  only  insofar 
as  it  pertained  to  her  obstetrical  activities.  She  had 
had  eight  previous  pregnancies.  The  first  infant  was 
delivered  at  seven  months  by  cesarean  section,  the 
indication  being  central  placenta  praevia.  (The  in- 
fant weighed  only  3 lbs.  and  died  after  24  hours). 
The  cesarean  section  was  reported  to  be  low  flap  and 
the  postoperative  course  presented  no  unusual  morbid- 
ity. She  then  had  two  pregnancies  terminating  in 
spontaneous  delivery  through  the  vaginal  route,  the 
infants  being  average  in  size  and  normal.  I saw  this 
patient  at  the  time  of  her  fourth  pregnancy.  This 
terminated  in  spontaneous  abortion  at  eight  weeks. 
Following  this,  in  another  city,  the  patient  had  two 
additional  spontaneous  abortions  at  eight  and  ten 
weeks  respectively.  No  curettage  was  required.  I then 
delivered  her  twice  more  through  the  birth  canal,  in 
1949  of  a 9 lb.  male  infant  (uterine  scar  intact  on 
digital  examination  after  low  forcep  extraction),  and 
again  in  1952  of  an  8 lb.  3 oz.  male  infant.  On  ex- 
amination at  this  time  the  uterine  wound  seemed  less 
firm  but  no  dehiscence  was  demonstrable,  and  the 
postpartum  course  was  uneventful. 

The  physical  examination  revealed  marked  vulval 
and  lower  extremity  varicosities.  The  cervix  was  in- 
vestigated by  smear  and  found  to  be  free  of  malig- 
nancy despite  a rather  marked  erosion.  All  basic 
evaluations  and  ancillary  laboratory  tests,  gave  sound 
evidence  of  the  wholesome  physical  condition  of  the 
patient,  save  for  the  extremely  formidable  varicosities 
and  the  cervical  erosion. 
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This  patient  was  extremely  cooperative,  and  be- 
cause of  the  past  history  (grand  multiparity  and  a 
previous  cesarean  section),  our  checkups  were  fre- 
quent and  meticulous. 

Pregnancy  was  uneventful  until  the  17th  week.  At 
this  time  there  was  a 6 lb.  weight  increase  and  slight 
edema  in  214  weeks.  The  blood  pressure  and  urinalysis 
were  normal.  She  was  placed  on  a rigid  salt-free  diet 
and  Diamox  in  appropriate  dosage.  Despite  this,  there 
was  another  5 lb.  weight  gain  in  one  week,  with 
moderate  edema,  but  no  blood  pressure  or  urinary  dis- 
orders. The  uterine  scar  was  non-tender.  Absolute  bed 
rest  and  a severe  verbal  castigation  served  to  produce 
a 9 lb.  weight  loss  in  ten  days.  At  this  time  there  was 
a great  deal  of  pelvic  pain  which  was  felt  to  be  due 
to  varicosities  since  the  scar  was  non-tender  and 
presented  no  indentations  on  close  scrutiny. 

At  25  weeks  there  was  a sudden  increase  in  ab- 
dominal girth.  On  examination,  the  measurement  was 
found  to  be  40  inches.  (The  patient’s  height  was  5 
feet,  and  her  normal  waist  measurement  was  24 
inches).  At  this  time  there  was  a 5 lb.  weight  gain 
within  a week,  an  increase  in  systolic  blood  pressure  of 
10  mm.,  making  the  reading  130/80,  but  no  albumin 
and  only  moderate  edema.  The  uterine  scar  was  non- 
tender. The  patient  was  very  uncomfortable  and  re- 
ported the  necessity  for  two  pillows  for  rest.  A diag- 
nosis of  acute  hydramnios  was  made.  The  fetal  ovoid 
could  not  be  outlined  and  fetal  heart  tones  were  dis- 
tant, but  fetal  activity  was  insisted  upon  by  the  pa- 
tient. 

Roentgenograms  confirmed  the  presence  of  poly- 
hydramnios, and  a single  fetus  of  estimated  26-week 
size  presenting  no  demonstrable  abnormalities. 

At  this  juncture  heroic  conservative  measures  aimed 
at  reduction  of  the  rapidly  increasing  amniotic  fluid 
were  enforced.  They  included  bed  rest,  salt-free 
regimen,  limitation  of  fluids,  and  Diamox.  By  home 
visitation  the  patient  was  checked  twice  weekly.  It 
is  interesting  to  note  that  for  the  next  three  weeks, 
from  the  27th  to  30th  week,  the  regimen  as  outlined 
limited  the  weight  gain  to  4 lbs.,  and  maintained  the 
normal  state  of  the  blood  pressure  and  urinalysis,  but 
the  girth  of  the  abdomen  continued  to  increase,  as 
did  the  acute  distress  of  the  patient.  From  the  first 
discovery  of  the  disorder  of  acute  hydramnios  it  was 
necessary  to  plan  for  a resolution  of  the  disorder.  This 
could  be  accomplished  only  by  limitation  of  the  ex- 
cessive accumulation  of  amniotic  fluid,  or  by  induction 
of  labor.  The  presence  of  the  uterine  scar  added  to 
the  urgency.  Despite  this,  there  was  another  highly 
important  aspect  of  the  case,  and  that  was  the  question 
of  fetal  salvage.  This  couple,  after  eight  pregnancies, 
had  only  one  living  child,  disaster  having  befallen  two 
of  the  three  live-born  children.  Also,  in  spite  of  the 
history  of  amenorrhea,  which  was  29  to  30  weeks  by 
now,  the  fetus  was  extremely  small  by  roentgenogram 
mensuration.  It  was  decided  however  that  further 
delay  would  be  hazardous  from  the  maternal  side, 
and  the  patient  was  admitted  to  St.  Francis  Xavier 


Hospital  on  September  12,  1955.  On  admission  re- 
peat roentgenograms  were  done  to  denote  fetal  posi- 
tion and  presence  of  normal  skeletal  architecture,  and 
soft  tissue  study  to  delineate  the  location  of  the  pla- 
centa. The  fetus  had  shown  its  apparent  normal  over- 
all development  by  change  of  position  (roentgenogram 
three  weeks  previous)  from  cephalic  to  double  foot- 
ling breech,  sacro-anterior.  There  was  again  no 
demonstrable  fetal  abnormality.  By  dates  and 
roentgenogram  the  size  of  the  fetus  was  approximately 
30  weeks.  The  uterus  was  somewhat  irritable  on  ad- 
mission and  there  was  some  complaint  of  lower  ab- 
dominal cramps.  Blood  pressure,  blood  chemistries,  as 
well  as  hematocrit  and  urinalysis  were  all  within  nor- 
mal limits.  On  vaginal  examination  the  cervix  was 
found  to  be  half  effaced  and  about  2 cm.  dilated,  but 
high  and  posterior  with  no  patency  of  the  internal 
os.  Fetal  heart  tones  were  still  dubious  in  the  left 
upper  quadrant. 

Transabdominal  amniotomy  was  decided  upon,  and 
1000  ml.  of  compatible  blood  was  obtained.  Because 
of  the  irritability  of  the  uterus  and  the  somewhat  ap- 
prehensive state  of  the  patient,  1/6  grain  of  pantopon 
was  given.  A Folev  catheter  was  placed  in  the  bladder, 
and  the  abdomen  and  vagina  prepared,  with  the  pa- 
tient in  semi-Fowlers  position.  The  location  of  the 
placenta  and  back  having  been  determined,  a skin 
wheal  was  made  with  1%  novocaine  and  a No.  18 
spinal  needle  was  used  to  enter  the  uterus  1 cm.  be- 
low, and  4 cm.  to  the  right,  of  the  umbilicus  (Note: 
midline  avoided  because  of  uterine  scar);  a 50  ml. 
syringe  was  used  to  withdraw,  very  slowly,  over  a 
one  hour  period,  the  first  500  ml.  The  needle  was 
then  fixed  and  supported  in  place  and  attached  to  a 
2-way  stop-cock,  after  which  a Murphy  drip  apparatus 
was  fixed  in  place,  and  an  additional  3000  ml.  was 
allowed  to  escape  over  a period  of  4-1/2  hours.  After 
the  needle  penetrated  the  uterus  there  was  an  ac- 
celeration of  the  maternal  pulse  from  88  to  100;  the 
blood  pressure  remained  stable  at  130/80.  Pulse  drop- 
ped to  88  within  five  minutes.  After  the  first  500  ml. 
was  removed  by  aspiration,  the  fetal  heart  tones  be- 
came clear  and  regular  at  140/min.  After  the  first 
1500  ml.  had  escaped,  the  uterus  could  easily  be  pal- 
pated, as  well  as  the  fetal  ovoid,  and  there  was  no 
uterine  scar  tenderness.  After  2000  ml.  of  amniotic 
fluid  had  escaped,  mild  but  definite  uterine  con- 
tractions were  noted.  At  this  point  the  drip  was  slowed, 
and  pantopon,  1/12  grain,  was  given.  No  greater  dos- 
age was  used  on  account  of  the  prematurity  of  the 
fetus.  After  half  an  hour  the  contractions  ceased.  The 
patient  at  no  time  complained  of  any  discomfort.  With 
the  quantity  of  fluid  actually  measuring  3500  ml., 
when  the  quantity  lost  on  drapes  and  at  time  of  chang- 
ing of  the  drainage  bottles  is  taken  into  consideration, 
it  was  estimated  that  approximately  4000  ml.  was  ob- 
tained by  both  aspiration  and  slow  drip,  and  the  time 
consumed  was  5-1/2  hours  from  start  to  finish. 

Following  the  paracentesis,  there  was  a reduction 
in  the  girth  of  the  abdomen  of  5 inches  ( from  45 
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inches  to  40  inches);  a decrease  in  height  of  uterine 
fundus  from  23  inches  above  the  symphysis  to  18 
inches;  and  there  was  a normal  feel  to  the  fetal  ovoid 
and  a normal  rate  (130/min. ) and  rhythm  of  the 
fetal  heart  tones. 

A sterile  vaginal  examination  done  at  the  conclusion 
of  the  procedure  revealed  essentially  the  same  findings 
as  at  the  beginning.  The  forewaters  were  intact. 

Combiotic  (Penicillin  and  dihydrostreptomycin)  1 
ml.  b.i.d.  was  ordered  and  the  patient  returned  to  the 
antepartum  wing. 

Approximately  9 hours  following  the  abdominal 
amniotomy,  labor  began  and  no  effort  was  made  to 
discourage  it.  After  a short  (6  hour)  uncomplicated 
labor,  a living  female  infant  was  delivered  by  assisted 
breech,  weight  2 lbs.  12  ozs.  Cry  was  spontaneous, 
and  color  was  good;  no  gross  deformities  were  noted. 
The  placenta  delivered  spontaneously  and  was  intact. 
The  uterine  cavity  was  explored  and  while  the  scar 
was  palpable,  no  areas  of  weakness  or  dehiscence 
were  discovered.  The  uterine  tone  was  good.  There 
was  no  excessive  bleeding  and  no  lacerations.  The 
postpartum  course  was  uneventful.  The  fetus  was  in 
excellent  condition  two  months  postpartum,  and  dis- 
charged from  nursery  weighing  5 pounds. 

Discussion 

There  is  for  the  obstetrician  something 
omnious  about  the  sudden  excessive  increase 
in  amniotic  fluid.  The  supposition  that  all  is 
not  well  is  all  too  often  proven  by  the  frequent 
concomitant  occurrence  of  fetal  anomalies — 
anencephaly,  hydrocephaly,  and  other  less  pre- 
dictable abnormalities.  Then  too,  one  cannot 
say  dogmatically  that  this  fetus  is  worthy  of 
efforts  to  reach  viability  and  that  another  is  de- 
fective and  beyond  salvage,  unless  there  be 
unequivocable  evidence  of  developmental  de- 
fect. The  etiology  of  this  condition  is  still 
highly  conjectural.  The  description  of  the 
entity  of  acute  hydramnios  is  excellent  with 
well  defined  signs,  symptoms,  and  complica- 
tions. The  treatment  however  is  not  nearly  so 
well  delineated.  After  a review  of  the  current 
literature  certain  startling  facts  are  discovered; 
namely,  that  this  condition  has  a potential 
maternal  mortality  of  3 in  100  cases  as  re- 
ported by  Barry.4  Secondly,  that  there  is  wide 
variation  in  the  frequency  of  the  condition; 
that  is,  of  the  acute  variety,  varying  from  one 
in  every  460  cases,  to  one  in  every  12,000  de- 
liveries as  given  by  Hammond.  Despite  this, 
there  is  concurrence  of  opinion  concerning  the 
deficiency  in  the  so-called  conservative  type 
of  management.  Dietary  restrictions,  or  the 


use  of  dehydration,  either  does  no  good  or 
relieves  the  condition  only  temporarily.  The 
complications  on  the  maternal  side,  of  ac- 
cidental hemorrhage  due  to  overdistention  of 
the  uterus,  plus  sudden  collapse  and  tearing 
away  of  the  placenta,  the  atony  that  might  re- 
sult from  a uterus  which  has  been  over-dis- 
tended for  days  or  weeks,  the  fact  that  mal- 
presentation  and  prolapse  of  the  cord  are  fre- 
quent in  cases  of  unattended  rupture  of  excess 
amniotic  fluid,  all  go  to  prove  the  fact  that 
polyhydramnios  is  indeed  a formidable  ob- 
stetrical complication. 

Reduction  in  the  quantity  of  amniotic  fluid 
sufficient  to  relieve  distress,  and  just  short  of 
that  causing  uterine  irritability,  is  the  optimum 
aim  of  competent  management,  when  pre- 
maturity is  to  be  avoided.  Secondly,  any  at- 
tempt at  reduction  of  excessive  amniotic  fluid, 
even  when  induction  of  labor  is  desirable, 
should  include  efforts  to  prevent  ( 1 ) mal- 
presentation  and  prolapse  of  the  cord,  and  ( 2 ) 
sudden  collapse  of  a long  over-distended 
uterus,  subsequent  hemorrhage  and  shock.  We 
believe,  in  support  of  other  investigators  ( Riv- 
ett,1  Hammond,3  Barry4)  that  abdominal 
amniotomy  is  the  best  method  of  management, 
despite  the  fact  that  certain  complications  may 
accompany  this  method  of  relief  of  excessive 
amniotic  fluid;  namely,  (a)  hemorrhage  from 
the  anterior  abdominal  wall  or  uterine  wall, 
(b)  injury  to  the  bladder,  (c)  injury  to  the 
fetus  or  perforation  of  the  placental  site,  (d) 
perforation  of  the  intestines,  (e)  wound  in- 
fection; we  feel  that  certain  attention  to  de- 
tails can  largely  reduce  their  probability.  A 
Foley  catheter  will  guarantee  that  the  bladder 
is  out  of  the  way,  and  staying  near  the  um- 
bilicus will  further  reduce  possibility  of  trauma 
to  the  bladder.  Placentography  and  location 
of  the  back  of  the  fetus  will  enable  one  to 
avoid  injury  to  either.  It  is  rare  that  the  in- 
testines would  be  anterior  to  the  uterus  in  its 
distended  state,  so  this  is  a threat  seldom 
encountered.  The  use  of  the  stop-cock  and 
Murphy  drip  is  to  me  a great  advance  in  this 
method  of  reduction  of  amniotic  fluid.  Neither 
the  needle  nor  the  tubing  ever  tires,  and  the 
rate  of  flow  can  be  regulated  from  moment  to 
moment,  thus  assuring  a deliberate  rate  of 
emptying  which  in  turn  precludes  the  prob- 


September,  1957 


335 


ability  of  sudden  and  complete  abruption  of 
the  placenta.  The  preservation  of  the  fore- 
waters particularly  in  breech  presentation  is  a 
great  boon.  In  the  ease  reported  there  was 
fully  1000  ml.  of  additional  amniotic  fluid  ex- 
pelled as  the  breech  approached  the  perineum, 
and  the  amniotic  sac  ruptured  low  down. 
Avoidance  of  prematurity  if  the  fetus  appears 
normal  by  abdominal  amniotomv  rather  than 
by  transvaginal  approach  is  obvious.  Infection 
is  a prominent  hazard  in  any  laceration  of  the 
membranes  with  loss  of  fluid  through  the 
vagina. 

As  a matter  of  interest  it  is  to  be  noted  in 
the  above  case  that  amniotomy  was  probably 


delayed  a bit  too  long  since  some  uterine 
irritability  was  noted  before  any  interference 
was  begun.  Then  too,  it  is  reasonable  to  sup- 
pose that  the  aspiration  of  the  first  500  ml.  was 
possibly  too  rapid,  likewise  increasing  the 
likelihood  of  induced  labor. 

Summary 

A case  of  acute  hydramnios  has  been  pre- 
sented. A succinct  report  on  the  current  litera- 
ture has  been  given.  The  use  of  abdominal 
amniotomy  with  a spinal  needle  and  a Murphy 
drip  apparatus  is  described.  Preliminary  pla- 
centography and  a supply  of  compatible  blood 
are  requisite  to  the  competent  management  of 
such  cases. 
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PROGNOSIS  IN  PEDIATRICS* 


R.  M.  Pollitzer,  M.  D. 
Greenville,  South  Carolina 


The  connotation  of  the  word  prognosis  is 
fully  understood  by  all  of  us.  At  medical 
school,  in  a general  way,  we  learned  the 
expectancy  for  many  diseases.  But  these  facts 
are  not  applicable  to  each  particular  case.  It 
takes  a number  of  years  of  experience  to  truly 
evaluate  the  chances  for  recovery  or  the  likeli- 
hood of  permanent  disability. 

Long  ago,  about  400  B.  C.,  there  lived  a 
great  man,  by  name,  Hippocrates.  He  was  a 
Greek,  having  been  born  in  a small  island 
named  Cos.  Hippocrates,  had  somehow  ac- 
cumulated a vast  amount  of  knowledge  of 
medicine  through  observation  and  his  intel- 
ligence. He  had  neither  laboratory  nor  any  of 
the  machines  in  use  today.  However,  he  had, 
in  addition  to  his  brain,  the  five  senses  which 
all  of  us  are  endowed  with.  Although  in  his 
voluminous  writings,  there  is  much  that  is  in- 
correct and  even  ridiculous,  nevertheless  there 
is  a great  deal  that  even  today  is  of  value  and 
well  worth  reading.  This  medical  author  of 
2400  years  ago  gives  a whole  section  to  prog- 
nosis. The  word  prognosis  is  Greek. 

In  order  for  11s  to  obtain  a full  understanding 
or  a clear  perspective  of  what  prognosis  really 
is  and  also  some  of  its  inherent  difficulties,  we 
should  briefly  review  some  of  the  underlying 
factors. 

Any  disease  at  any  age  has  a prognosis  that 
is  not  immutable  or  fixed.  The  prognosis  varies 
from  patient  to  patient  and  sometimes  from 
year  to  year.  This  has  long  been  pointed  out 
by  many  writers.  Further  it  is  not  enough  to 
be  familiar  with  the  disease  but  also  one 
should  gain  some  idea  of  the  patient’s  re- 
sistance. Our  opinion  as  to  the  outcome  is 
based  largely  on  the  present  state  of  knowl- 
edge and  the  wider  application  of  remedial 
measures.  These  are  not  only  drugs  and  sur- 
gery, but  of  course  includes  the  use  of  heat 
and  cold,  electricity  and  radio-active  elements, 
etc. 

Some  diseases  which  formerly  had  an  ex- 

0 Paper  read  at  a meeting  of  the  Greenville  County 
Medical  Society  on  November  6,  1956. 


tremely  high  mortality,  now  are  so  well  treated 
that  recovery  is  expected.  This  is  particularly 
true,  in  most  instances,  of  pneumonia,  typhoid 
fever  and  meningitis.  But  in  infancy  meningi- 
tis is  still  serious. 

Since  my  graduation  from  the  Medical  Col- 
lege, there  have  been  so  many  changes  in  the 
diagnosis  and  treatment  of  diseases,  that  it  is 
almost  unbelievable.  And  yet  all  these  remark- 
able and  revolutionary  advances  have  been 
built  on  the  scientific  progress  made  in  the 
laboratory  and  at  the  bedside.  Without  the 
impetus  given  by  some  of  our  illustrious 
predecessors  these  would  not  have  been  pos- 
sible. 

In  our  every  day  work  of  seeing  patients  at 
the  office,  the  home  and  the  hospital,  we  be- 
come so  interested  in  details — and  rightly  so — 
that  few  of  us  give  a thought  to  some  of  the 
illustrious  pioneers  in  our  profession.  Never- 
theless we  should  recall  that  it  was  Vesalius — 
about  1540  A.  D. — who  fathered  anatomy. 
Others  followed  in  various  lines.  To  mention 
only  a few,  let  us  select  Pare  as  the  first  great 
surgeon;  William  Harvey,  who  proved  that  the 
blood  did  circulate;  Thomas  Sydenham,  who 
showed  the  great  value  of  bedside  observation; 
and  John  Hunter,  from  whom  modern  surgery 
got  its  start. 

In  the  progress  of  medicine,  for  a long 
period  attention  was  focused  on  anatomy. 
Then  there  was  some  understanding  of 
physiology.  Next  pathology  was  studied,  while 
little  was  being  done  for  the  patient.  Even 
during  the  lifetime  of  the  great  William  Osier, 
there  was  much  therapeutic  nihilism,  though 
there  were  great  strides  made  in  diagnosis. 
During  the  past  two  or  three  decades,  we 
have  seen  the  introduction  of  valuable  drugs 
which  have  ameliorated  or  cured  many  ills. 

The  prognosis  of  the  diseases  of  children, 
especially  in  infants  and  more  particularly  in 
the  newborn,  differs  from  that  of  adults,  but 
even  so  is  dependent  on  the  same  basic  factors. 
However,  there  are  tremendous  differences  in 
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the  reaction  to  disease,  for  the  child  is  not  just 
a small  adult.  The  finding  in  physiology  differ 
markedly.  Further  there  are  differences  in  the 
diseases  usually  seen.  Early  in  life  congenital 
defects  enter  the  picture.  Also  then  most  dis- 
eases are  acute  and  the  body  has  not  been 
damaged  by  previous  injuries  and  illnesses. 
Nevertheless,  the  mortality  in  the  newborn  is 
relatively  high.  But  all  in  all,  during  our  time 
there  has  been  considerable  improvement  in 
the  death  rate  in  babies.  In  the  U.  S.  A.  during 
1916,  there  were  101  deaths  in  infants  per 
1,000  births.  This  figure  had  dropped  in  1953 
to  31.5  per  1,000.  But  even  so  infant  mortal- 
ity should  be  and  can  be  reduced  still  more. 
For  today  a diagnosis  can  be  made  more 
rapidly  and  intelligently  and  efficient  treat- 
ment begun  earlier. 

Less  than  fifty  years  ago,  the  common  dis- 
eases in  childhood  were  malaria,  typhoid 
fever,  diphtheria,  pneumonia,  whooping  cough 
and  not  least  in  incidence  and  mortality,  in- 
fectious diarrhea  or  as  it  was  often  called, 
summer  diarrhea.  Today  in  most  communities 
these  diseases  are  rare.  In  fact,  some  have  been 
almost  conquered. 

Permit  me  to  show  you  a few  figures0*1  from 
South  Carolina  of  deaths  of  children  under  9 
years  of  age: 


1920 

1950 

Whooping  Cough 

367 

45 

Diphtheria 

191 

23 

Typhoid  Fever 

64 

None 

In  my  opinion  the  great  decrease  in  infant 
mortality  has  been  brought  about  by  a number 
of  factors.  Among  these  may  be  listed: 

1.  A knowledge  of  blood  chemistry 

2.  The  administration  of  parenteral 
fluid 

3.  Transfusions 

4.  Chemotherapy  and  scientific  phar- 
macology 

5.  Animal  experimentation 

6.  Heart  and  brain  surgery 

7.  The  wider  employment  of  roent- 
genology 

8.  Routine  immunizations 

9.  Tremendous  improvement  in  infant 


0 “These  figures  were  furnished  through  the  kindness 
of  Mr.  Thomas  P.  Lesesne,  Assistant  State  Registrar 
of  the  State  Board  of  Health,  Columbia,  S.  C. 


feeding 

10.  Better  educated  and  well  trained 
doctors 

11.  Better  hospitals  and  more  childrens’ 
hospitals 

Returning  to  the  subject  of  prognosis,  after 
having  mentioned  some  of  the  changes  that 
have  affected  today’s  prognosis,  let  us  discuss 
the  subject  in  a general  way.  While  no  one  is 
ever  able  to  predict  accurately  the  course  and 
outcome  of  any  disease  in  every  patient — bar- 
ring rabies — and  must  be  content  to  foretell 
the  future  from  book  knowledge  and  experi- 
ence, yet  in  most  instances,  a definite  opinion 
can  be  given  which  will  be  correct. 

The  great  majority  of  doctors  realize  the 
importance  of  prognosis  and  do  take  the  time 
to  discuss  the  matter  with  the  mother  or  father 
of  the  patient.  But  a few  fail  to  satisfy  her  or 
him,  believing  that  diagnosis  and  treatment 
deserve  all  their  attention.  That  may  be 
scientific  but  is  not  making  use  of  the  art  of 
medicine.  It  goes  without  saying,  that  anyone 
who  has  a sick  child  has  a right  to  get  the  de- 
sired information  from  the  attending  physician 
or  surgeon.  Of  course,  he  can  communicate 
this  in  words  that  he  considers  suitable,  and 
often  not  be  too  optimistic  or  unduly  pessi- 
mistic. It  should  never  be  forgotten  that  a 
child  or  baby  is  never  a medical  case  to  the 
parent,  but  the  most  precious  being  on  earth. 
The  finest  type  of  doctor,  while  skilled  in  the 
science  of  medicine,  also  is  able  to  use  lan- 
guage that  best  imparts  his  thoughts  and  also 
he  has  sympathy — not  just  assumed,  but  from 
his  heart — to  give  to  those  who  are  distressed. 

Our  age  has  been  given  the  knowledge  and 
the  tools  so  that  the  practitioner  of  medicine 
is  able  to  accomplish  much  today  and  indeed 
render  to  humanity  a greater  service  than  ever 
before. 

From  what  has  been  said  and  from  the  ex- 
perience of  most  of  us — young  and  old — it  can 
be  stated  that,  at  the  present  time,  excluding 
war  and  other  catastrophies — babies  have  a 
far  better  chance  of  becoming  adults  than  they 
had  twenty  years  ago.  During  their  early  years 
they  are  spared  much  suffering  and  many  of 
them  escape  diseases  which,  until  recently, 
were  looked  upon  as  inescapable.  From  some 
of  the  then  common  diseases  vast  numbers  of 
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little  ones  perished. 

The  credit  for  the  great  reduction  in  disease 
and  in  death  during  childhood,  belongs  to  no 
one  person  but  to  the  steady  progress  in  medi- 
cal science  and  its  allied  branches. 

As  was  well  said,  less  than  a year  ago,  by  a 
speaker  addressing  a large  group  of  people 
gathered  from  many  parts  of  this  country,  “We 
are  privileged  to  be  living  in  the  golden  age 
of  medicine.” 


We  surely  have  a right  to  be  proud  of  what 
has  been  accomplished  during  the  past  few 
decades,  but  while  glorying  in  the  past  we 
must  not  fail  to  look  to  the  future.  For  without 
being  able  to  give  proof,  we  should  know  that 
the  next  two  or  three  decades  are  bound  to 
show  advances  as  great,  and  most  probably 
greater,  than  those  that  have  been  made  in  our 
time. 


MEDICAL  COLLEGE  CLINICS 

THE  MEDICAL  COLLEGE  OF  SOUTH  CAROLINA 


ELECTROCARDIOGRAM 
OF  THE  MONTH 

Anterior  Myocardial  Infarction 

Dale  Groom,  \1.  D. 

Department  of  Medicine 

Case  Record — Autopsy  examination  of  the  heart  of  a 
young  man  who  died  suddenly  while  at  work  revealed 
severe  atherosclerosis  of  all  coronary  arteries  with 
complete  occlusion  of  at  least  two  major  branches.  The 
anterior  wall  of  the  left  ventricle  and  the  adjoining 
area  of  interventricular  septum  showed  extensive 
fibrous  scarring,  presumably  from  an  old  infarction. 
In  addition  there  was  evidence  of  an  acute  infarct 
with  subendocardial  hemorrhage  located  high  on  the 
septal  wall  of  the  left  ventricle. 

A review  of  this  patient’s  medical  records  showed 
that  he  had  enjoyed  excellent  health  until  one  year 
previously  when,  at  the  age  of  30,  he  had  consulted 
his  physician  because  of  several  episodes  of  substernal 
discomfort  brought  on  by  exertion  and  by  some  recent 
emotional  stress.  In  spite  of  the  patient’s  comparative 
youth,  coronary  disease  was  considered  and  electro- 
cardiograms were  made  before  and  after  exercise, 
both  of  which  were  entirely  normal.  The  following 
week  he  was  awakened  from  sleep  with  an  attack  of 
severe  midchest  pain  radiating  into  both  arms.  An 
electrocardiogram  on  this  occasion  was  markedly 
different  than  the  previous  ones  and  the  patient  was 
hospitalized  immediately  with  the  diagnosis  of  acute 
myocardial  infarction.  The  tracing  illustrated  here  is 
one  of  the  later  ones  made  during  his  month  in  the 
hospital  and  was  recorded  shortly  after  the  patient  had 
experienced  a recurrence  of  chest  pain.  Before  dis- 
missal from  the  hospital  the  patient  had  been  placed 
on  a low  fat  diet  and  daily  injections  of  heparin  be- 
cause of  the  finding  of  hypercholesterolemia.  Frecpient 


follow-up  blood  studies  during  the  ensuing  year  had 
indicated  cholesterol  levels  to  range  from  about  400  to 
750  mg.  per  100  ml.  with  total  blood  fats  reaching 
well  over  1700  mg. 

Electrocardiogram — In  the  standard  leads  there  is 
little  of  diagnostic  value — only  slurring  and  notching 
of  QRS  complexes,  inversion  of  T waves  in  lead  I, 
and  a P-R  interval  at  the  upper  limit  of  normal  (0.20 
sec.).  Neither  are  the  unipolar  limb  leads  particularly 
helpful  beyond  indicating  that  the  electrical  axis  is 
predominantly  vertical  with  depolarization  proceeding 
in  a direction  toward  the  left  leg  as  manifested  bv  the 
tall  R waves  of  aVf.  However,  in  the  precordial  leads 
the  abnormality  is  conspicuous:  no  R waves  are  pres- 
ent from  V-l  through  V-4,  and  in  some  of  these  leads 
there  is  perhaps  a millimeter  or  two  of  S-T  segment 
elevation,  followed  by  diphasic  or  sharply  inverted  T 
waves.  As  the  electrode  is  advanced  across  the  chest 
to  the  left  the  depth  of  the  Q S deflections  decreases 
yet  no  R wave  appears  until  it  reaches  the  V-5  posi- 
tion, in  this  case  well  beyond  the  cardiac  apex.  The 
P waves  are  normal  throughout  the  tracing. 

Discussion — As  a general  rule  infarction  of  the 
anterior  wall  of  the  heart  is  more  clearly  evident  on 
the  electrocardiogram  than  is  damage  to  the  posterior 
or  inferior  areas  of  myocardium.  The  now  routine  use 
of  multiple  precordial  leads,  recording  as  they  do  the 
electrical  activity  at  6 or  8 or  more  areas  directly  over 
the  heart,  frequently  reveals  abnormalities  which  are 
not  apparent  in  the  original  three  “standard  leads”  of 
the  electrocardiogram.  To  some  extent,  tracings  made 
by  means  of  an  esophageal  electrode  record  analogous 
potentials  from  the  back  of  the  heart,  as  lead  aVf 
records  essentially  from  the  inferior  or  diaphragmatic 
surface  of  the  heart  because  it  faces  that  surface,  but 
these  tracings  lack  the  niceties  of  localization  afforded 
by  the  unipolar  precordial  V leads. 

Present  views  of  electrical  activation  of  the  heart 
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hold  that  the  depolarization  wave  travels  through  the 
ventricular  wall  in  an  outward  direction — i.e.,  from 
the  endocardial  surface  to  the  epicardial  surface.  Polar- 
ization of  the  electrocardiogram  is  such  that  when  the 
depolarization  is  going  toward  the  electrode  an  upward 
deflection  is  inscribed  and,  conversely,  when  it  pro- 
ceeds away  from  the  electrode  the  deflection  is  a 
downward  one.  It  must  be  remembered  that  an  elec- 
trode placed  on  the  precordium  records  not  only  the 
electrical  activity  of  the  immediately  subjacent  myo- 
cardium but  also  potentials  from  the  entire  muscle 
mass.  Since  the  thicker-walled  left  ventricle  contains 
a far  greater  proportion  of  this  muscle  mass  than  does 
the  right  ventricle  the  summation  of  the  depolarization 
potentials  is  normally  in  a direction  to  the  left  of  the 
mid-line.  Therefore  as  the  precordial  electrode  is 
moved  from  the  V-l  position  toward  the  left,  on 
around  to  V-6,  the  recorded  R waves  can  be  expected 


to  become  progressively  higher  as  the  S waves  pro- 
gressively diminish  or  disappear.  This  is  the  normal 
sequence  seen  in  the  precordial  leads. 

If  the  electrode  is  placed  directly  over  an  area  of 
the  heart  which  has  lost  its  electrical  activity  there 
will  be  little  or  no  R wave  recorded  at  that  point  since 
no  depolarization  wave  is  traversing  that  area  of  muscle 
toward  the  electrode.  What  is  recorded  is  a simple 
downward  or  QS  deflection,  the  same  as  if  the  elec- 
trode were  placed  in  the  ventricular  cavity  from  which 
all  activation  proceeds  outward.  If  some  viable  muscle 
tissue  remains  under  the  electrode  its  activity  may  be 
reflected  in  a notching  of  the  QS  deflection  or  perhaps 
in  a small  R wave  either  before  or  immediately  follow- 
ing the  main  downward  deflection.  A transmural  in- 
farct— one  which  extends  completely  through  the 
muscle  wall — produces  no  depolarization  potential; 
the  QRS  complex  at  that  point  is  essentially  the  com- 
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plex  from  the  remainder  of  the  heart.  Such  is  evident 
in  the  electrocardiogram  of  this  patient  where  the  R 
waves  (which  were  present  in  leads  V-l  through  V-4 
in  the  tracing  made  the  week  previous  to  his  acute 
attack)  have  been  completely  lost  as  a result  of  the 
infarction. 

Anterior  wall  infarcts  are  commonly  classified  as  to 
location  according  to  their  electrocardiographic  mani- 
festations. An  anteroseptal  infarct  is  one  located  on 
the  anterior  ventricular  wall  adjacent  to  or  involving 
the  interventricular  septum.  Its  diagnostic  ECG  ab- 
normalities are  portrayed  in  V-l,  V-2,  V-3  or  V-4, 
though  secondary  T wave  changes  may  be  evident  in 
other  leads  as  they  are  in  V-5,  V-6,  aVl,  and  lead  I 
of  this  case.  An  anterolateral  infarction,  located  further 
to  the  left,  is  reflected  in  the  last  two  or  three  pre- 
cordial leads,  and  in  aVl,  which  faces  the  lateral  heart 
wall.  Occasionally  one  sees  a variant  of  this  commonly 
referred  to  as  “high  anterolateral  infarction”  where 
the  characteristic  ECG  changes  are  seen  only  when 
the  electrode  is  placed  higher  on  the  precordium  than 
the  conventional  positions,  such  as  over  the  third 
intercostal  space  as  is  often  done  where  the  pattern 
of  aVl  or  other  leads  is  suggestive  but  not  diagnostic. 
An  antero-apical  location  is  suggested  when  QS  de- 
flections are  largely  confined  to  the  V-4  and  V-5  posi- 
tions. The  value  of  discriminating  so  precisely  as  to 
location  of  an  infarct,  even  if  possible  to  do  with 
reasonable  accuracy,  is  questionable.  Certainly  loss  of 
R waves  in  all  precordial  leads  denotes  a very  ex- 
tensive anterior  infarction.  On  the  other  hand,  the 
site  of  a destructive  lesion  in  the  heart  is  often  of 
more  clinical  significance  than  its  size,  particularly  if 
it  involves  the  conduction  system.  Autopsy  studies 
have  shown  that  almost  all  myocardial  infarctions  are 
situated  in  some  part  of  the  left  ventricle  or  inter- 
ventricular septum. 

The  S-T  and  T wave  changes  associated  with  the 
abnormalities  produced  in  the  QRS  complexes  by  in- 
farction are  generally  of  less  diagnostic  significance 
although  they  may  be  quite  helpful  in  estimating  the 
acuteness  of  the  process.  Usually  there  is  a progression 
of  changes  in  which  the  S-T  segments  return  to  the 


baseline  within  a few  days  to  a week  or  so  following 
onset  of  the  attack,  followed  closely  by  changes  in 
configuration  of  T waves  which  tend  to  show  a 
characteristically  symmetrical  contour,  rather  sharply 
pointed  at  the  center  of  the  waves.  In  leads  where  the 
T waves  were  formerly  upright  they  become  sharply 
inverted  and  may  remain  so  for  many  months  or  per- 
manently. Serial  electrocardiograms  in  cases  of  acute 
infarction  enable  one  to  observe  these  evolutionary 
changes  which  are  of  far  greater  diagnostic  value 
than  the  findings  on  any  single  ECG.  Rarely  it  may 
be  necessary  to  record  more  than  the  usual  twelve 
leads  to  demonstrate  the  significant  abnormalities. 

Interpretation  of  the  electrocardiogram  in  terms  of 
diagnoses  is  based  largely  upon  observations  that  ab- 
normalities of  structure  or  function  of  muscle  tissue 
are  reflected  in  abnormalities  in  its  electrical  activity. 
Mechanical  function,  however,  is  not  necessarily  re- 
lated to  electrical  function,  nor  is  the  latter  always  a 
measure  of  the  integrity  of  the  myocardium  or  of  its 
blood  supply.  Actually  there  are  no  electrocardio- 
graphic findings  specific  for  myocardial  infarction; 
strikingly  similar  S-T  and  T wave  changes — and  even 
complete  loss  of  electrical  activity  of  an  area  of 
muscle — can  be  produced  by  lesions  of  an  entirely 
different  nature.’,2,3  And  of  course  a normal  ECG 
in  no  way  rules  out  significant  coronary  artery  dis- 
ease; in  this  patient  tracings  both  before  and  after 
exercise  were  normal  a week  prior  to  his  anteroseptal 
infarction.  It  is  largely  because  the  electrocardio- 
gram has  been  interpreted  in  the  light  of  the  clinical 
and  the  pathologic  findings  that  it  has  contributed  so 
prominently  to  the  diagnosis  of  myocardial  infarction, 
a disease  which  only  a few  decades  ago  went  virtually 
unrecognized. 
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With  the  proportion  of  doctors  to  the  number  of  patients  in  South 
Carolina  being  lower  than  any  other  state  in  the  Union,  it  behooves  us 
to  analyze  ways  of  meeting  the  needs  until  more  doctors  can  begin 
practice. 

The  goal  could  be  more  easily  reached  if  each  patient  would 
select  his  own  family  physician  prior  to  an  illness.  In  such  an  arrange- 
ment an  obligation  develops  on  the  part  of  the  doctor.  He  must  first 
know  the  family  he  is  to  care  for;  he  must  teach  the  family  what  it  is 
to  expect  of  him;  he  must  inform  the  family  of  his  office  hours  and  give 
it  prompt  service.  The  doctor  must  assure  the  family  that  it  can  get 
emergency  care  when  it  is  necessary,  but  that  in  turn  the  family  must 
not  take  undue  advantage  of  such  services  by  postponing  calls  that 
logically  should  be  cared  for  in  the  office. 

Many  a young  physician  has  been  forced  to  leave  smaller  com- 
munities due  to  the  fact  that  his  predecessor  had  so  much  disorganiza- 
tion in  the  practice  that  the  patients  were  poorly  trained  in  regard  to 
what  they  really  desired  or  needed  in  the  way  of  medical  care. 

D.  L.  Smith,  President 

South  Carolina  Medical  Association 
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Editorials 


CHILD  ADOPTIONS 
IN 

SOUTH  CAROLINA 

Child  adoption  practices  in  South  Carolina 
are  accomplished  by  variable  procedures  under 
the  same  law.  The  first  and  only  adoption  law 
in  South  Carolina  was  enacted  in  1881. 
Actually,  Indenture  and  Deeding  are  still  legal 
in  South  Carolina.  Although  the  former  is  sel- 
dom used,  loose  adoption  practices  are  preva- 
lent. The  provisions  of  the  law  are,  in  principle, 
good;  but  unfortunately,  the  act  is  too  loose 
and  allows  adoption  to  be  consummated  with- 
out supporting  data  of  thorough  investigation 
of  child  or  parent  so  that  the  legal  intentions 
may  be  nullified. 

Criticism,  in  the  first  place,  springs  from  the 
indefinite  time  it  takes  to  procure  a baby 
through  certain  qualified  state  agencies  be- 
cause of  the  long  waiting  period  (up  to  2 or 
•3  years)  while  investigations  of  the  baby  and 
the  parents-to-be  are  being  carried  out.  Babies 
are  generally  in  boarding  homes  while  await- 
ing adoption.  Parents  who  seek  the  child  are 
under  stress  and  frustration  of  uncertainty 
while  the  agency  completes  its  investigation. 

Criticism,  in  the  second  place,  springs  from 
adoptions  which  the  State  may  legalize  under 
hurry-up  practices,  where,  actually,  complete 
investigation  of  baby  and  adoptive  parents 
were  not  made.  On  the  surface  the  law’s  pro- 
visions may  appear  to  be  satisfied,  but  under 
these  hurried  circumstances  the  baby  and  the 
adoptive  parents  are  both  taking  a chance  and 
are  unprotected,  the  baby  by  lack  of  thorough 
investigation  of  its  new  home  or  parents,  and 
the  adoptive  parents  by  receiving  a baby  who 
has  not  been  adequately  cleared,  either  as  re- 
gards family  history  or  physical  examination, 
or  may  not  even  have  an  irrevocable  release 
from  its  natural  parents. 

Criticism,  in  the  third  place,  springs  from  the 
dilemma  arising  from  the  above  circumstances, 
which  drives  or  invites  parents  to  seek  the 
baby  through  the  so-called  grey  or  black 


markets.  The  adoptive  parents  then  are  in  a 
position  to  have  the  baby  examined  or  not,  but 
who  is  there  to  insist  on  thorough  examination 
of  the  adopting  parents. 

Actually,  it  appears  that  many  adoptions  are 
not  carried  out  to  afford  full  protection  to 
child  and  parents  as  intended  by  the  law. 

The  following  brief  statistics  are  illu- 
minating: There  were  1,030  adoptions  re- 
corded in  South  Carolina  in  1956;  of  these  831 
were  white  and  199  were  colored.  285  adop- 
tions were  under  one  year  of  age,  as  follows: 
Under  one  month  of  age — 112  adoptions,  1 to 
6 months — 135  adoptions,  7 to  11  months — 38 
adoptions,  so  that  the  remaining  745  children 
were  over  one  year  of  age  when  the  adoption 
took  place.  143  children  were  adopted  out  of 
the  State,  oue  out  of  the  United  States;  149 
adoptions  were  arranged  by  official  state 
agencies,  7 by  private  agencies,  and  974  were 
arranged  independently. 

These  brief  figures  cannot  give  a complete 
picture.  Consideration  of  them  by  some  may 
reveal  weakness  in  legal  process,  and  when 
reviewed  by  others  the  procedures  are  con- 
sidered satisfactory.  It  is  only  those  who  are 
actually  working  with  adoptions  on  all  levels, 
and  those  who  are  compiling  analytical  sta- 
tistics, who  see  the  results  of  loose  practice 
adoptions. 

After  an  adoption  has  been  legalized  and 
obvious  recognizable  defects  of  the  adoptive 
parents  or  the  home  or  the  infant  appear,  then 
the  suffering  and  regrets  follow,  with  the  child 
the  loser.  A complicated  problem  arises  that 
should  never  have  developed.  The  infant  can- 
not ask  for  thorough  study.  The  adopting  pa- 
rents, under  emotions  and  happy  anticipation, 
are  rarely  objective  or  unselfish  enough  to  in- 
sist on  a careful  investigation  and  complete  re- 
lease from  the  natural  parents,  so  that  the 
adoptive  parents  live  under  constant  fear  of 
the  baby  being  reclaimed. 

The  actual  pitfalls  and  suffering  resulting 
from  looseness  of  the  present  law  are  known 
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to  only  a few — those  few  who  are  called  upon, 
for  instance,  to  rescue  a child  legally  adopted 
by  a drunken  parent,  or  to  rescue  a child 
legally  adopted  in  an  unfit  home. 

There  is  no  broadcast  of  these  instances. 
These  children  cannot  ask  the  State  for  better 
homes  or  better  legal  protection.  This  reform 
will  have  to  be  advocated  by  interested  groups 
of  citizens,  who  are  willing  to  appeal  to  the 
Legislature  and  convince  them  of  the  loose 
adoption  practices  that  lead  to  injustice  day 
by  day  and  place  South  Carolina  near  the  bot- 
tom of  the  list  of  states. 

The  physician  may  come  into  the  picture  in 
several  ways.  He  may,  unwittingly,  have  taken 
part  in  an  adoption  procedure  which  bypasses 
the  intent  of  the  law,  believing  that  he  was 
acting  in  the  best  interest  of  the  baby  and  pa- 
rents. in  a given  case  this  may  end  happily, 
but  in  today’s  increasing  demand  for  babies, 
all  kinds  of  schemes,  all  kinds  of  babies,  and 
all  kinds  of  homes  are  encountered.  It  becomes 
increasingly  necessary  that  the  same  safe- 
guards— complete  and  thorough  investigation, 
be  applied  in  each  instance. 

Again,  it  may  be  the  physician’s  unpleasant 
duty  to  tell  the  newly  adoptive  parents  that 
the  baby  has  an  incurable  condition  which 
could  have  been  recognized  before  adoption. 
Or,  it  may  be  his  sad  duty  to  inform  the  real 
parents  that  the  adoptive  mother  has  tuber- 
culosis, cancer,  neuropsychiatric  disease,  or  a 
condition  that  was  recognizable  before  the 
adoption  and  which  now  makes  another  home 
for  the  baby  imperative. 

The  physician  can  lend  his  influence  and  ex- 
perience in  advocating  measures  for  adoption 
laws  that  safeguard  more  completely  the  child 
and  the  parents,  and  in  the  meanwhile  support 
the  intent  of  the  present  law. 

O.  B.  Mayer 

SOUTH  CAROLINA  EYE  BANK,  INC. 

The  South  Carolina  Eye  Bank,  Inc.,  is 
operating  in  a safe  and  sane  manner.  This 
accomplishment  is  made  possible  by  the  cease- 
less efforts  of  a number  of  people,  led  on  the 
ophthalmological  side  by  Dr.  John  H.  Young, 
chairman  of  the  Eye  Bank  Committee  of  the 
South  Carolina  Eye,  Ear,  Nose  and  Throat 
Society.  Lions  International  of  South  Carolina, 


led  by  Mr.  William  Dallis,  is  sponsoring  the 
movement.  The  main  office  is  in  Columbia. 
The  Nurses  Association  volunteers  their 
answering  service  twenty-four  hours  around 
the  clock. 

Ophthalmologists  requesting  eyes  will  call 
or  write  the  Bank,  which  will  file  the  requests 
in  chronological  order,  except  in  cases  of 
emergency.  Donated  eyes  will  be  handled  in 
the  same  manner.  Ophthalmologists  in  various 
parts  of  the  state  are  to  act  as  regional  direc- 
tors. These  men  will  remove  the  donated  eyes 
when  called  upon  by  the  Bank.  The  coopera- 
tion of  the  donor’s  physician  is  imperative,  as 
the  donor’s  eyes  must  be  removed  within  one 
hour  of  the  donor’s  death.  The  donor’s  physi- 
cian should  immediately  notify  the  Eye  Bank 
of  a donor’s  death.  The  Eye  Bank  in  turn 
notifies  the  nearest  ophthalmologist.  He  re- 
moves the  eye  and  sends  it  to  the  next 
ophthalmologist  on  the  list  to  receive  one.  It 
is  anticipated  that  later  through  the  coopera- 
tion of  the  Medical  College  there  will  be  a re- 
search setup. 

Here  may  1 appeal  to  all  physicians  of  South 
Carolina  to  act  as  emissaries  of  the  Eye  Bank. 
These  gentlemen,  in  well  chosen  words  could 
effectuate  the  donating  of  more  eyes  than  any 
other  group.  These  men  in  a dignified  and 
professional  manner  could  also  influence  many 
to  become  members  of  the  Eye  Bank. 

Since  this  is  a new  effort  in  South  Carolina 
and  since  it  deals  so  intimately  with  both  the 
living  and  the  dead,  some  time  will  be  re- 
quired to  educate  the  public.  A special  form 
of  will  is  used  to  legalize  the  donation  of  eyes. 
A pocket  card  certifying  the  will  is  carried  on 
the  person  at  all  times. 

South  Carolina  is  indebted  to  the  Lions  Club 
not  only  in  matters  of  the  Eye  Bank  but  also 
in  everv  phase  of  sight  conservation.  They  are 
doing  a great  work  in  our  state.  They  are  to 
be  congratulated  on  the  way  the  publicity  is 
being  handled.  The  average  layman  has  so 
many  misconceptions  of  things  medical  that 
it  is  easy  for  him  to  expect  the  miraculous  and 
the  impossible.  The  Lions  Club,  as  sponsors  of 
the  Eye  Bank,  set  it  up  in  close  consultations 
with  the  ophthalmologists.  The  Club  under- 
writes the  money  and  the  ophthalmologists  do 
the  work. 
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Everyone  is  urged  to  support  the  bank  by 
contributions.  Five  types  of  memberships  are 
listed.  Please  contact  Mrs.  William  Dallis, 
South  Carolina  Eye  Bank,  Inc.,  1506  Barnwell 
St.,  Columbia,  S.  C.  Telephone  Alpine  6-8227. 
Clay  W.  Evatt,  M.  D. 

Medical  Advisor 

South  Carolina  Eye  Bank,  Inc. 


CYCLOPLEGIA  AND  THE 
OPTOMETRIST* 

A Question  of  Malpractice  for  the  M.  D. 

It  has  been  brought  to  our  attention  that 
occasionally  practicing  physicians  have  been 
asked  to  administer  cycloplegic  drugs  for 
optometrists  so  that  the  optometrist  may  then 
refract  children  and  complicated  cases  in 
adults.  It  is  also  noted  that  certain  physicians 
do  not  know  that  optometrists  are  not  medi- 
cally trained  and  not  legally  allowed  to  use 
or  prescribe  drugs  in  any  form.  They  are  not 

doctors  of  medicine  and  onlv  use  the  title  of 

✓ 

doctor  because  of  state  legislative  action. 

Although  this  has  happened  in  only  a few 
isolated  instances,  the  dangers  involved  are 
considerable. 

First,  there  are  cases  in  which  a cycloplegic 
may  be  disastrous,  as  in  cases  of  glaucoma  in 
which  the  patient  might  become  blind.  This 
is  especially  true  of  the  narrow  angle  acute 
type  of  glaucoma  in  patients  who  may  never 
have  had  a previous  attack.  This  type  of  eye 
disease  can  be  safely  recognized  only  by  a 
well  trained  ophthalmologist. 

Second,  in  the  event  of  harmful  effect  mal- 
practice suits  against  the  optometrist  would 
not  apply,  as  he  is  not  a physician  and  did  not 
prescribe  the  drug.  The  physician  would  bear 
the  brunt  of  legal  action  and  rightly  so. 

Optometrists  are  not  trained  to  the  degree 
that  they  can  judge  the  type  of  case  needing 
cycloplegia  and  the  great  majority  of  them 
realize  this  and  do  not  risk  compromising  a 
friendly  physician  in  this  way. 

“Modified  version  of  an  editorial  by  H.  F.  Hill  and 
R.  N.  Dennis,  published  in  the  Maine  Medical  Jour- 
nal, February  1957. 

SCHOOL  EXAMINATIONS 

How  much  are  examinations  of  school  chil- 
dren worth?  The  question  of  the  value  of 
routine  physical  examinations  in  primary 


schools  is  achieving  more  attention  as  some 
doubt  is  cast  on  the  returns  from  these  pro- 
cedures. 

The  old  goal  of  trying  to  examine  all  the 
grades  every  year  has  long  been  abandoned 
as  impractical.  The  system  of  lining  up  a class 
and  rapidly  assessing  (often  faultily)  the  state 
of  the  children’s  tonsils  has  been  put  aside  as 
inaccurate.  There  is  a growing  feeling  that  the 
only  examination  really  worth  while  is  that 
done  properly  by  the  family  physician  or 
pediatrician  in  his  office,  and  that  the  school 
physician  making  mass  examinations  has  little 
opportunity  to  make  correct  assessment  of  de- 
fects. 

An  interesting  view  of  school  examinations 
might  be  based  on  an  article  published  re- 
cently in  the  American  Journal  of  Public 
Health .*  This  reports  a series  of  careful,  de- 
tailed, and  time-consuming  examinations  made 
of  children  in  the  first  and  fourth  grades.  Im- 
pressions were  developed  as  follows: 

Examination  of  the  first  grade  was  of  little 
or  no  value  if  preschool  examinations  had  been 
made. 

During  the  time  between  the  first  and 
fourth  grade,  only  14  per  cent  of  the  children 
had  developed  defects  (“adverse  conditions”). 
However,  only  4 per  cent  of  the  conditions 
were  unknown  or  not  under  medical  care. 

Of  the  34  children  representing  the  14 
per  cent,  only  9 had  defects  which  could  not 
have  been  discovered  by  non-medical  in- 
spection, and  8 of  the  9 could  have  been 
identified  by  medical  inspection  alone. 

Put  otherwise,  2263  examinations  by  a phy- 
sician were  done  to  yield  9 children  requiring 
attention,  or,  one  child  in  each  251  examina- 
tions was  found  to  need  care.  Such  examina- 
tions seem  to  involve  a high  price  in  effort  for 
a small  return  in  accomplishment. 

“Am.  ].  Pub.  H.  46:1533.  Dec.  1956. 


INSPIRATION  FROM  RETROSPECTION 
Enmeshed  in  the  many  demands  of  daily 
practice,  we  often  find  it  difficult  to  realize 
the  rapid  changes  taking  place  in  the  practice 
of  medicine.  Yet,  if  we  find  time  to  look  back 
over  our  careers,  we  cannot  fail  to  be  im- 
pressed with  the  differences  between  today 
and  the  “good  old  days”.  It  is  more  important, 
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though,  that  the  medical  profession  look  ahead 
to  the  future  and  furnish  leadership  and  guid- 
ance based  on  the  needs  of  today  and  the  ex- 
perience of  the  past. 

Once  medical  practice  consisted  largely  of 
a man  and  a black  bag  proceeding  by  slow 
conveyance  from  one  residence  to  another. 
Now  there  are  156  varieties  of  medical  and 
ancillary  occupations  listed  in  the  Health 
Careers  Guidebook.  With  the  help  of  auxiliary 
workers  and  by  securing  public  acceptance  of 
office  and  hospital  care,  the  modern  physician 
extends  his  services  to  many  more  people.  De- 
velopment of  multitudinous  diagnostic,  pro- 
phylactic, and  therapeutic  aids  has  rendered 
his  services  spectacularly  more  effective.  Free 
enterprise,  insistence  on  quality,  and  material 
blessings  have  elevated  American  medicine  to 
pre-eminence  in  the  world.  Our  doctors  and 
hospitals  have  ungrudgingly  assumed  much  of 
the  responsibility  of  providing  health  care  for 
the  indigent  sick. 

Yet  from  time  to  time  we  hear  suggestions 
for  improvement  of  the  social  organization  for 
health  care.  Patterns  developed  in  foreign 
countries  based  on  their  unique  past  and  pres- 
ent circumstances  are  studied.  The  false  lure 
of  “something  for  nothing”  adorns  many 
propositions.  Seemingly  minor  developments 
form  the  entering  wedge  for  expanding 
schemes.  Some  consumer  groups  seek  to 
manipulate  the  social  structure  to  their  particu- 
lar advantage. 

We  cannot  ignore  or  blindly  reject  all  such 
proposals.  We  must  continue  to  give  them 
serious  consideration  — trace  their  origin, 
weigh  their  pros  and  cons,  evaluate  their  im- 
pact if  effected,  and  give  strong  support  or 
determined  opposition.  True  leadership  de- 
mands more  than  this.  We  must  also  continue, 
both  individually  and  collectively,  to  devise 
ways  to  augment  patient  satisfaction  with 
service  rendered,  facilities  used,  and  method 
of  payment.  Only  by  concerted  intelligent 
action  can  we  fulfill  our  obligation  to  the  medi- 
cal leaders  of  the  past  with  our  best  effort  to 
insure  that  the  great  traditions  of  American 
medicine  are  preserved  in  the  advancing 
future. 

Leon  Banov 


NEWS 


Although  he  has  reached  the  age  of  mandatory  re- 
tirement, Dr.  L.  A.  Hartzog,  of  Olar,  will  continue  to 
serve  as  director  of  the  Bamberg  and  Barnwell  county 
health  departments. 

Dr.  Hartzog,  now  72,  would  have  retired  July  1 — 
except  for  a special  provision  inserted  by  the  Bamberg 
county  delegation  in  the  state  appropriations  bill.  The 
law  requires  retirement  of  health  officers  at  age  72. 
Dr.  Hartzog,  however,  is  specifically  exempted  from 
the  requirement  under  the  provision  incorporated  by 
the  state  money  bill. 

For  the  past  48  years,  Dr.  Hartzog  has  been  a 
practicing  physician  in  Bamberg  county.  He  was  born 
at  Govan,  September  7,  1884,  but  moved  to  Olar  and 
began  the  practice  of  medicine  in  1909.  Previously 
he  worked  for  the  Bamberg  pharmacy  and  read  medi- 
cine under  Dr.  B.  D.  Bronson  before  entering  the 
Medical  College  of  South  Carolina,  where  he  received 
his  degree. 


Dr.  C.  Berwyn  Rush  has  recently  augmented  the 
medical  staff  in  Timmonsville  and  is  associated  with 
the  Davenport  Clinic. 

A former  resident  of  Olanta  and  Lake  City,  Dr. 
Rush  is  a 1948  graduate  of  Davidson  College,  and 
was  graduated  from  the  Medical  College  of  South 
Carolina  in  1953. 


Dr.  William  Henry  Breeland  of  Allendale  was 
honored  by  his  many  friends  with  a reception  on  the 
afternoon  of  June  20th.  The  occasion  being  his  78th 
birthday. 

Dr.  Breeland,  a native  of  that  section,  became  asso- 
ciated with  his  late  father,  Dr.  W.  PI.  Breeland,  in 
the  practice  of  medicine  in  the  early  part  of  1900, 
shortly  after  his  graduation  in  medicine.  Since  that 
time  he  has  served  the  area  faithfully  and  well,  until 
recent  ill  health  necessitated  his  retirement. 


51st  ANNUAL  MEETING 
SOUTHERN  MEDICAL  ASSOCIATION 
Miami  Beach,  Florida 
November  11,  12,  13,  14,  1957 


A state  rehabilitation  center  for  alcoholics  created 
by  the  recent  General  Assembly  got  a boost  with  Gov. 
Timmerman’s  appointment  of  a board  of  directors. 

The  assembly  for  years  had  by-passed  efforts  to 
establish  a rehabilitation  center  for  victims  of  liquor 
drinking,  but  this  year  created  the  board  and  appro- 
priated funds. 

A special  bond  act  for  permanent  improvements  at 
various  state  agencies  included  an  item  of  $75,000  to 
establish  the  home.  No  site  was  designated,  but  it 
apparently  will  not  be  the  now  closed  Confederate 
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Home  across  the  road  from  the  State  Mental  Hospital. 

However,  it  is  possible  the  center  will  be  located 
in  the  Columbia  area  where  it  could  work  with  the 
mental  hospital. 

The  1957-58  general  appropriations  bill  included 
an  allocation  of  $20,000  for  the  first  year  of  operation 
of  the  center.  It  probably  will  take  some  time  to 
select  a location  and  equipment  before  operations 
start. 

The  governor  named  a seven-man  board,  headed 
by  Dr.  W.  R.  Mead  of  Florence  as  member-at-large 
and  chairman.  The  other  six  were  chosen  from  the 
state’s  several  congressional  districts. 


George  S.  Croffead,  M.  D.  announces  the  opening 
of  an  office  for  the  practice  of  Ophthalmology  at  149 
Wentworth  Street,  Charleston. 


Dr.  James  F.  Dorn  has  begun  full-time  practice  of 
medicine  in  MeClellanville.  The  area  has  been  without 
a full-time  physician  since  the  death  of  Dr.  James 
Scott,  Jr.  last  February  7. 

Dr.  Dorn  is  a graduate  of  the  Medical  College  of 
South  Carolina.  He  recently  completed  his  internship 
at  Roper  Hospital. 


NATIONAL  HEADQUARTERS 
SELECTIVE  SERVICE  SYSTEM 
Washington  25,  D.  C. 

1.  The  provisions  of  section  4 (i)  of  the  Universal 
Military  Training  and  Service  Act  terminated  on  July 
1,  1957.  Effective  that  date,  local  boards  ceased  the 
special  registration  of  physicians,  dentists,  and 
veterinarians  and  all  further  processing  of  special 
registrants. 

2.  No  registrant  who  has  received  the  degree  of 
bachelor  of  medicine,  or  doctor  of  medicine,  or  doctor 
of  dental  surgery,  or  doctor  of  dental  medicine  shall 
be  ordered  to  report  for  induction  or  delivered  for 
induction  in  filling  the  regular  call  for  July  1957  un- 
less he  is  a delinquent  or  a volunteer. 


Dr.  H.  G.  Hiers,  Bamberg  physician,  was  recently 
awarded  a certificate  of  appreciation  at  a statewide 
meeting  of  Selective  Service  members  and  clerks. 

The  certificate  is  in  recognition  of  15  years  of  un- 
compensated service  as  a medical  advisor  to  Local 
Board  5,  Bamberg,  and  bears  the  signatures  of  Presi- 
dent Eisenhower,  Governor  George  Bell  Timmerman, 
Jr.,  Gen.  Lewis  B.  Hershey,  national  director  of  selec- 
tive service,  and  Lt.  Col.  James  Hunter,  state  director 
of  selective  service. 


'I’he  Greenville  County  Medical  Society  passed  this 
resolution  on  June  4,  1957: 

WHEREAS,  two  members  of  the  Greenville  County 
Medical  Society  have  recently  been  unfairly  and 
cruelly  embarrased  by  a law  suit  without  sufficient 
basis  to  even  reach  the  jury,  and 

WHEREAS,  the  two  members  have  stood  fast  and  re- 
September,  1957 


(used  to  give  ground  to  such  a charge  of  negligence 
or  ineptitude  and  so  doing  have  stood  for  us  all; 
THEREFORE,  be  it  resolved,  that  the  members  of 
the  Greenville  County  Medical  Society  unanimously 
express  our  confidence  in  these  professional  and 
ethical  qualifications  and  also  our  appreciation  of  their 
courage  in  withstanding  publically  such  baseless 
charges,  and 

BE  IT  THEREFORE  RESOLVED,  that  this  resolu- 
tion be  published  in  the  Greenville  County  bulletin, 
the  Journal  of  the  South  Carolina  Medical  Association 
and  if  possible,  in  the  daily  press. 


STATE  BOARD  OF  HEALTH 

A regular  meeting  of  the  Executive  Committee  of 
the  State  Board  of  Health  was  held  on  June  19,  1957. 
Representatives  of  the  milk  industry  appeared  before 
the  Committee  in  connection  with  pending  regulations 
regarding  the  addition  of  multivitamins  to  whole  milk 
and  skim  milk.  The  following  is  a condensation  of 
some  of  the  pertinent  statements  made  by  these  repre- 
sentatives : 

F.  S.  Hanckel,  Coburg  Dairies,  Charleston — More 
milk  is  being  sold  when  vitamins  are  added — this  is 
definitely  a selling  point. 

Mr.  Gwynett,  West  End  Dairies,  Charleston — These 
vitamins  do  not  harm — one  cannot  get  an  overdose. 

Paul  E.  Peale,  General  Mills,  Inc.,  Atlanta,  Georgia 
— The  fortifying  of  foods  for  humans  is  far  behind 
that  for  animals. 

Dr.  J.  P.  LeMaster,  Dairy  Department,  Clemson  Col- 
lege— Quoted  Cornell  authorities  who  do  not  look 
favorably  on  the  addition  of  multivitamins  to  milk. 

Dr.  J.  H.  Mitchell,  Jr.,  Food  Technology  and  Human 
Nutrition  Department,  Clemson  College — Also  quoting 
from  Cornell  authorities,  does  not  advocate  the  ad- 
dition of  multivitamins. 

Professor  Ben  E.  Goodale,  Dairy  Department,  Clem- 
son College — Stated  that  only  twenty  states  authorize 
the  addition  of  multivitamins  to  milk.  He  favors  any 
gimmick  that  sells  more  milk,  but  is  doubtful  if  the 
addition  of  vitamins  is  going  to  promote  the  sale  of 
more  milk. 

Mr.  Calvin  B.  Reeves,  Clemson  Extension  Service — 
Presented  a summary  of  all  states  which  have  regula- 
tions on  this  subject. 

Mr.  T.  H.  Burton,  Southern  Dairies,  Inc. — Does  not 
see  the  need  for  vitamin  additions  to  milk. 

It  was  moved  by  Dr.  Platt,  seconded  by  Dr.  King, 
that  this  Committee  go  on  record  as  opposing  the  ad- 
dition of  multivitamins  and  minerals  to  whole  milk, 
other  than  the  addition  of  400  U.S.P.  units  of  Vitamin 
D per  quart.  Passed. 

This  motion  was  amended  by  Dr.  Hanckel, 
seconded  by  Dr.  King,  that  permission  be  granted  to 
make  such  additions  of  Vitamins  A and  D to  skimmed 
milk  as  may  be  necessary  to  bring  it  back  to  normal 
whole  milk  content  of  4000  units  of  Vitamin  A and 
400  units  of  Vitamin  D.  Passed. 

1 
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The  South  Carolina  Society  of  Internal  Medicine 
was  formed  at  the  time  of  the  last  meeting  of  the 
South  Carolina  Medical  Association  and  plans  to  be- 
come a part  of  the  American  Society  of  Internal  Medi- 
cine. 

President — Dr.  Ben  N.  Miller 
Vice-President — Dr.  George  R.  Wilkinson 
Secretary-Treasurer — Dr.  Richard  M.  Christian 
Council  Members — Dr.  Hugh  Smith 
Dr.  Robert  Wilson 

The  objects  of  this  Society  are  to  unite  the  qualified 
internists  of  the  state  in  an  organization  for  the  further- 
ance of  the  practice  of  internal  medicine,  to  encourage 
the  study  of  the  scientific,  economic,  social  and  politi- 
cal aspects  of  medicine  in  order  to  secure  and  main- 
tain the  highest  standards  of  practice  in  internal  medi- 
cine, and  to  become  a component  society  of  the  Amer- 
ican Society  of  Internal  Medicine. 

Membership  is  limited  to  diplomates  of  the  Ameri- 
can Board  of  Internal  Medicine,  or  to  Fellows  of  the 
American  College  of  Physicians  in  the  active  practice 
of  internal  medicine. 


The  1957  winner  of  the  $1,000  Prize  Essay  Contest 
sponsored  by  the  Association  of  American  Physicians 
and  Surgeons  was  Miss  Sonia  Gustavson  of  Olivia, 
Minnesota,  a talented  18-year  old  high  school  gradu- 
ate. Her  essay  gives  a good  exposition  of  the  subject 
of  “The  Advantages  of  Private  Medical  Care.”  Copies 
of  the  winning  essay  and  rules  of  the  1958  contest  are 
available  from  Dr.  Thomas  Parker,  110  South  Calhoun 
St.,  Greenville,  S.  C. 


N.  F.  I.  P.  SURVEYS  AFTERMATH  OF 
POLIOMYELITIS 

A comprehensive  survey  to  discover  the  rehabilita- 
tion needs  of  all  patients  in  South  Carolina  who  have 
had  poliomyelitis  is  being  conducted  by  the  county 
chapters  of  the  National  Foundation  for  Infantile 
Paralysis. 

The  survey  is  part  of  a nationwide  project  by  the 
polio  organization  to  compile  a roster  of  cases  of  all 
ages  and  degrees  of  disability,  regardless  of  date  of 
onset  of  the  disease. 

The  object  of  the  survey  and  compilation  of  the 
roster  is  to  get  those  patients  still  in  need  of  rehabilita- 
tion back  to  their  doctors  so  that  the  treatment  can 
be  administered,  Wilmer  Sims,  state  representative  of 
the  polio  foundation,  informed  Dr.  D.  Lesesne  Smith, 
Jr.,  Spartanburg,  president  of  the  South  Carolina  Medi- 
cal Association. 

Mr.  Sims  discussed  plans  for  the  survey  with  Dr. 
Smith.  A tabulation  of  the  findings  will  be  presented 
to  the  Medical  Association  as  soon  as  available. 

Modern  medicine  has  made  impressive  strides  in 
developing  new  rehabilitation  techniques  in  recent 
years,  Mr.  Sims  pointed  out.  He  said  that  pilot  surveys 
already  undertaken  show  that  there  are  thousands  of 
polio-handicapped  in  the  United  States,  many  of  them 
in  South  Carolina,  who  have  not  yet  had  an  op- 


portunity for  medical  re-evaluation  to  determine 
whether  they  might  benefit  from  these  new  techniques. 

Some  of  the  techniques  employed  for  those  disabled 
by  polio  and  other  causes  were  unknown  or  unused 
as  recently  as  ten  or  even  five  years  ago,  he  said. 

“We  wish  to  find  everyone  who  had  had  polio, 
whether  paralytic  or  non-paralytic.  The  so-called 
non-paralytic  cases  occasionally  turn  up  with  muscle 
weakness  in  later  years.  Wc  want  to  know  the  special 
problems  of  the  post-polio  patients,  so  that  they  may 
be  helped  to  live  useful  lives.” 

The  medical  profession  will  be  called  upon  by  the 
county  chapters  lor  assistance  in  compiling  the  list  of 
patients,  as  will  the  several  state  agencies  involved 
in  rehabilitation. 

Information  sought  for  each  patient  includes  indica- 
tion of  whether  or  not  he  is  employed,  attends  school, 
can  climb  stairs  and  dress  himself,  receives  regular 
treatment  and  uses  a breathing  aid. 


Announcing 

the 

Third  Annual 

MEDICAL-HOSPITAL  SESSION 
of  the 

SOUTHERN  CONSUMER  CREDIT  CLINIC 
at 

Hotel  Charlotte,  Charlotte,  N.  C. 
Dinner-Dance,  Tuesday  Evening,  September  24 
Workshop  Program  & Luncheon, 
Wednesday,  September  25 

No  professional  speakers.  Strictly  a workshop  program, 
directed  toward  assistant  hospital  administrators  and 
office  employees  of  hospitals  and  physicians. 

Lectures  by  qualified  persons,  panels  and  audience 
participation  on  such  problems  as  welfare  matters, 
collections,  credits,  office  operations  and  medical- 
hospital  insurance. 

You  are  invited  to  send  as  many  of  your  staff  as  pos- 
sible. Communicate  with  Gray  Duval,  Southern 
Consumer  Credit  Clinic,  P.  O.  Box  1599,  Charlotte  1, 
North  Carolina  for  reservations. 


Dr.  Edward  Nl.  Burn  of  Columbia  was  elected 
president  of  the  Southeastern  Society  of  Neurology 
and  Psychiatry  at  the  39th  clinical  meeting  held  re- 
cently at  Augusta,  Ga.  . . . Dr.  Burn,  a senior  assistant 
physician,  women’s  service,  Columbia  Division,  South 
Carolina  State  Hospital,  has  been  on  the  medical  staff 
there  since  August  1948.  . . . Elected  as  vice-presidents 
were  Dr.  Lawson  II.  Bowling,  clinical  director,  Colum- 
bia Division,  S.  C.  State  Hospital.  . . Dr.  William  G. 
Morehouse,  a senior  assistant  physician,  Columbia 
Division,  S C.  State  Hospital,  was  elected  secretary- 
treasurer. 


DR.  L.  L.  RICHARDSON,  90 
The  community  of  Simpsonville  has  just  paid  fitting 
tribute  to  its  first  citizen,  Dr.  L.  L.  Richardson,  on 
his  ninetieth  birthday. 
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Still  an  active  practitioner  in  medicine,  still  mayor 
of  his  town  after  40  years,  still  a force  for  all  things 
of  benefit  to  his  people,  we  may  well  ask  how  has  he 
continued  this  amazing  performance. 

We  would  venture  one  explanation.  Dr.  Richardson 
has  lived  his  life  a bit  more  in  the  future  than  in  the 
present.  He  has  geared  his  outlook  to  things  to  come, 
remaining  unsatisfied  with  things  as  they  might  be  at 
the  moment. 

This  maintenance  of  an  interest  in  life  ahead,  this 
pressing  forward,  this  tendency  to  put  the  past  behind 
keeps  many  alive  today  who  might  lose  life’s 
momentum  were  they  to  permit  their  years  to  become 
shackles. 

A human  who  ever  keeps  a tight  rein  on  himself, 
which  in  turn  elevates  his  eyes  and  thoughts  to  the 
future  is  unlikely  to  falter  as  time  moves  on.  It  may 
not  always  be  possible  to  ignore  years  but  they  do  not 
have  to  be  used  as  excuses. 

Back  in  the  days  of  horses,  a good  rider  always 
kept  a tight  rein  on  his  mount  to  help  the  latter  avoid 
serious  stumbles  or  floundering.  A human  being  can 
accomplish  much  the  same  for  himself  by  keeping  the 
controlling  reins  of  his  life  tight  enough. 

Greenville  (S.  C.)  Piedmont 


Dr.  Earle  Hodge  of  Cheraw  has  left  for  Brooke 
Medical  Center,  San  Antonio,  Texas,  for  a tour  of  duty 
with  the  Medical  Corps  of  the  U.  S.  Army.  Dr.  Hodge 
has  a rank  of  captain. 

Hodge  Clinic  on  Market  Street  will  remain  open 
and  Dr.  John  M.  Ervin,  who  recently  set  up  a partner- 
ship with  Dr.  Hodge,  will  run  the  clinic  and  treat  Dr. 
1 lodge’s  patients  in  his  absence. 

J.  Lloyd  Mims,  M.  D.  announces  the  opening  of  his 
office  at  63  Rutledge  Avenue,  Charleston,  S.  C.  Prac- 
tice limited  to  diseases  of  the  skin. 

Dr.  Mims  is  a diplomate  of  the  American  Board  of 
Dermatology. 

O.  Paul  Buchanan,  M.  D.  announces  the  opening  of 
his  office  for  general  practice  at  Darlington  Apartment 
Building,  King  and  Mt.  Pleasant  Streets,  Charleston. 


ASIATIC  INFLUENZA 

There  was  the  possibility  that  with  Congress  in 
session  through  most  of  the  summer  a vast  federal 
program  would  be  set  up,  with  the  U.  S.  purchasing 
and  allocating  the  vaccine.  It  was  heartening  to  the 
medical  profession  that  this  possibility  was  pretty  well 
eliminated  in  the  early  stages  when  the  Department 
of  Health,  Education,  and  Welfare  announced  the 
following  as  official  policy: 

“The  Public  Health  Service,  in  cooperation  with 
the  medical  profession,  will  stimulate  and  promote 
a nationwide  voluntary  program  of  vaccination 
against  the  prevalent  strain  of  influenza.  It  will 
not,  however,  request  federal  funds  for  the  pur- 
chase or  administration  of  vaccine — except  for  its 


own  legal  beneficiaries.  The  State  and  Territorial 
health  officers  and  the  American  Medical  Asso- 
ciation have  jointly  assured  the  Surgeon  General 
that  community  resources,  both  public  and  pri- 
vate, will  be  mobilized  to  provide  vaccinations  for 
persons  who  are  unable  to  pay  for  such  pro- 
tection.” 

This  policy  was  reaffirmed  later  by  the  White  House, 
when  the  President  asked  for  half  a million  dollars  to 
finance  the  additional  work  for  Public  Health  Service. 
The  White  House  statement  said  flatly  that  it  did  not 
plan  to  have  the  federal  government  buy  vaccine. 


DEATHS 


DR.  C.  C.  HORTON 

Dr.  C.  C.  Horton,  66,  well-known  Pendleton  physi- 
cian, died  unexpectedly  June  27  in  Denver,  Colo., 
while  on  a tour  of  the  west. 

Dr.  Horton  was  stricken,  presumably  with  a heart 
attack,  at  the  home  of  a cousin,  Ed  Horton  in  Denver, 
where  he  and  his  wife  and  a niece,  Miss  Ethel  Stead- 
man were  visiting. 

News  of  Dr.  Horton’s  unexpected  passing  will  be 
received  with  deep  regret  by  countless  friends.  He 
was  born  and  reared  in  the  Lebanon  section  of  the 
county.  Dr.  Horton  graduated  from  Emory  University 
Medical  School,  and  located  in  Pendleton  after  com- 
pleting his  medical  course.  He  had  practiced  his  pro- 
fession there  since  that  time. 


DR.  FRANK  MARION  DANIELS 

Dr.  Frank  Marion  Daniels,  49,  a physician  of  Green- 
ville since  1932,  died  June  27  following  several  months 
of  declining  health. 

He  was  a native  of  Dexter,  Ga.  He  was  educated  at 
the  University  of  Georgia,  where  he  finished  the 
medical  college.  He  came  to  Greenville  and  was  at 
General  Hospital  as  an  intern  and  then  resident  physi- 
cian before  opening  his  office. 

He  was  a member  of  the  Greenville  County  Medical 
Society,  the  South  Carolina  Medical  Association,  the 
American  Academy  of  General  Practice,  the  American 
Medical  Association,  and  the  Greenville  Kiwanis  Club. 


ANNOUNCEMENTS 


PROGRAM  FOR  1957 
ANNUAL  MEETING  OF  THE 
SOUTH  CAROLINA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF 
GENERAL  PRACTICE 
October  3,  1957 

“Acute  Nephritis  in  Childhood" 

Dr.  Weston  M.  Kelsey,  The  Bowman-Gray  School  of 
Medicine 

“Obstetrical  Management  of  the  Primigravid  Woman” 
Dr.  Isadore  Dyer,  Tulane  University  School  of  Medi- 
cine 


September,  1957 
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"Dermatologic-  Therapy  in  General  Practice” 

Dr.  Harry  M.  Robinson,  University  of  Maryland 
School  of  Medicine 
“Left  Heart  Failure” 

Dr.  Benjamin  Manchester,  Washington,  D.  C. 

“Uses  and  Limitations  of  Tranquilizing  Drugs” 

Dr.  David  R.  Hawkins,  The  University  of  North  Caro- 
lina School  of  Medicine 
Luncheon — 1:00  p.  m. 

Speaker — Mr.  Porter  W.  Carswell,  Waynesboro, 
Georgia 

“Pyelonephritis  in  Childhood" 

Dr.  Weston  M.  Kelsey,  The  Bowman-Gray  School  of 
Medicine 

“Management  of  Emergencies  During  the  Third  Stage 
of  Labor  and  in  the  Immediate  Puerperium” 

Dr.  Isadore  Dyer,  Tulane  University  School  of  Medi- 
cine 

“The  Value  of  Anticoagulant  Therapy  in  Thromboem- 
bolic Disorders” 

Dr.  Benjamin  Manchester,  Washington,  D.  C. 
“Accidental  Poisoning  in  Children” 

Dr.  Julian  Price,  Florence,  South  Carolina 
Cocktails — 6:30  p.  m. 

Compliments  of  Mr.  Russell  Jones  and  Mr.  Park  Mc- 
Kinney of  the  B.  F.  Ascher  Company. 

Banquet — 8:00  p.  m. 

Dr.  Malcolm  Phelps,  President 
American  Academy  of  General  Practice 


October  4, 1957 

“Newer  Drugs  in  Anesthesia” 

Dr.  G.  P.  Cone,  Orangeburg,  South  Carolina 
“Cardiac  Pain” 

Dr.  Edward  S.  Orgain,  Duke  University  School  of 
Medicine 

“Adult  Immunization  or  The  Neglected  Age  of  Man” 
Dr.  S.  F.  Ravenel,  Greensboro,  North  Carolina 
“Gallbladder” 

Dr.  R.  L.  Sanders,  Sanders  Clinic 
“The  Treatment  of  Hypertension” 

Dr.  Edward  S.  Orgain,  Duke  University  School  of 
Medicine 

Luncheon — 1:00  p.  m. 

2:30  p.  m. — “The  G.  P.  as  the  Surgeon  Sees  Him” 
Dr.  R.  L.  Sanders,  Sanders  Clinic 


PROGRAM 

PIEDMONT  POST-GRADUATE 
CLINICAL  ASSEMBLY 
SEPTEMBER  18-19,  1957 
CLEMSON  HOUSE 
CLEMSON,  SOUTH  CAROLINA 

Wednesday,  September  18,  1957 
1:50 — Invocation:  Rev.  C.  J.  Lupo,  Pastor  Trinitv 
Methodist  Church,  Anderson. 

2:00 — Dr.  William  S.  Kroger,  Chicago,  Assoc.  Prof,  of 
OB.  & Gvnocology,  Chicago  Medical  School. 
“Hypnotherapy  in  Psychosomatic  Obstetrics  & 
Gynecology.” 

3 : 00 — Intermission 

3:1.5 — Dr.  Thomas  R.  Gaines,  Past  President  S.  C. 
Medical  Assoc.,  Anderson,  S.  C. 

“Glaucoma  in  General  Practice.” 

3:4.5 — Dr.  Arthur  Merrill,  Associate  Prof,  of  Clinical 
Medicine,  Emory  University. 

“Acute  Renal  Failure.” 

4:15 — Dr.  Richard  Blumberg,  Dept,  of  Pediatr'cs, 
Emory  Univ. 

“Diagnosis  and  Management  of  Primary  Tuber- 
culosis in  Children.” 

4:4.5 — Dr.  Charles  E.  Flowers,  Jr.,  Associate  Prof,  of 
OB.  & Gyn.,  University  of  N.  C. 

“Gynecological  Surgerv  During  Childbearing 
Age.” 


5:45 — Questions  and  answers. 

6:00 — Social  hour. 

7 : 00 — Banquet. 

8:00 — Dr.  Godfrey  T.  Mann,  Chief  Medical  Examiner, 
State  of  Va.,  Richmond. 

“Forensic  Medicine:  The  New  Approach.” 
Thursday,  September  19,  1957 

2:00 — Dr.  John  R.  Lewis,  Plastic  Surgeon,  Atlanta. 
“Injuries  of  the  Face.” 

2:30 — Dr.  Robert  Lich,  Prof,  of  Urology,  University  of 
Louisville. 

"Bladder  Dysfunction.” 

3:00— Dr.  Arthur  Merrill: 

“Chronic  Renal  Problems.” 

3:4.5 — Dr.  Richard  Blumberg. 

“Variations  in  Gamma  Globulin  Levels  and 
Resistance  to  Infection.” 

4:15 — Dr.  H.  R.  Pratt-Thomas,  Med.  College  of  S.  C. 
Panel  Discussion:  Dr.  Charles  E.  Flowers  & 
Others. 

“Carcinoma  of  Cervix,  in  Situ.” 

5:15 — Questions  and  answers. 

6:00 — Social  hour. 

7 :00 — Banquet. 

8:00 — Dr.  Robert  Lich,  Rose  E.  Ramer  Lecture. 
“Urologic  Cancer.” 


BOOK  REVIEWS 


THE  PREMARITAL  CONSULTATION.  By  Abra- 
ham Stone,  M.  D.  and  Lena  Levine,  M.  D.  Grune  & 
Stratton,  19.56  New  York.  Price  $3.00. 

This  85  page  volume  is  described  as  a manual  for 
physicians.  It  is  an  excellent  summary  of  and  guide  to 
the  requirements  for  premarital  advice.  It  is  written 
simply  and  could  easily  be  loaned  by  a physician  to 
his  patient.  Certainly  its  estimate  of  the  two  hours 
needed  for  interviews  is  more  than  the  average  patient 
can  afford  to  pay  for  or  the  average  doctor  to  spend 
except  under  unusual  circumstances.  It  offers  the 
ideal,  from  which  the  practitioner  may  choose  what  he 
considers  the  most  essential.  The  reviewer  is 
sufficiently  reactionary,  however,  to  feel  qualms  as  to 
the  advisability  of  describing  the  function  of  the 
clitoris  to  a prospective  groom  in  the  presence  of  his 
fiancee;  i.  e.,  the  reviewer  does  not  subscribe  to  the 
double  interview  except  for  philosophic  advice.  The 
appended  summary  of  state  marriage  laws  and  contra- 
ceptive laws  is  valuable.  The  book  is  well  worth  three 
dollars  and  even  more  as  an  addition  to  a medical 
library. 

James  Wilson,  M.  D. 


EPILEPSY— GRAND  MAL,  PETIT  MAL,  CON- 
VULSIONS by  Letitia  Fairfield,  C.  B.  E.,  M.  D.. 
D.  P.  H.  Philosophical  Library  Inc.,  New  York  1957. 
Price  $4.75. 

This  little  book  discusses  for  the  layman  the  prob- 
lems of  epilepsy,  both  medical  and  sociological.  The 
picture  is  presented  lucidly  and  adequately.  Individual 
and  community  care  are  discussed,  especially  as  re- 
gards resources  in  Britain.  A section  of  questions  and 
answers  covers  the  chief  problems  which  come  to  the 
minds  of  patients  and  parents.  The  latter  part  of  the 
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book  gives  a useful  picture  of  the  situation  in  England. 
Much  of  the  sociological  aspect  discussed  is  not  ap- 
plicable to  us  in  this  country. 

J.  I.  W. 


SURGERY— PRINCIPLES  AND  PRACTICE,  J. 
Garrott  Allen,  Henry  N.  Harkins,  Carl  A.  Moyer,  and 
Jonathan  E.  Rhoads,  pp  1945,  J.  B.  Lippineott,  Phila- 
delphia 1957.  Price  $16.00. 

Here  is  a completely  new  and  comprehensive  book 
on  the  broad  field  of  surgery.  The  important  general 
principles  in  the  handling  of  surgical  disorders  are 
exceptionally  well  presented  in  systematic  fashion  in 
the  first  third  of  the  book  as  well  as  emphasized  in 
topical  consideration  of  organs  and  organ  systems  in 
the  remainder.  The  four  authors  and  their  contributors 
are  teachers  by  trade  and  have  accomplished  a profes- 
sional job  with  this  volume  of  instruction  for  the  stu- 
dent of  surgery  age  20  to  90.  The  undergraduate  will 
find  this  a highly  useful  text.  The  resident  and  the 
practicing  surgeon  should  have  it  as  a reference  and 
review  facility;  for  it  will  save  many  a trip  to  the 
library  when  some  topic  of  concern  arises. 

The  table  of  contents  and  the  adequate  index  are 
well  arranged  and  permit  ready  access  to  information 
desired  at  the  moment.  The  623  illustrations  are  clear 
and  well  chosen.  It  is  refreshing  to  note  omission  of 
photographs  seen  in  some  texts  of  rare  and  curious 
diseases  which  have  become  the  particular  pet  of  the 
author  who  has  happened  to  encounter  them.  The 
illustrations  in  this  book  are  directed  to  augment  the 
printed  word  in  the  comprehension  of  the  subject  at 
hand. 

The  chapters  include  four  on  fractures  and  one  each 
on  the  female  reproductive,  genito-urinary  and  ner- 
vous systems.  The  authors  are  among  those  who  be- 
lieve that  the  general  surgeon  need  not  hole  up  in  and 
about  the  umbilicus  in  a last  retreat  against  the  on- 
slaughts of  super-specialism  or,  at  least,  he  may  send 
out  scouting  parties  to  find  out  what  the  advocates  of 
partition  are  up  to.  The  complete  specialist  has  been 
compared  to  a bird  who  hops  out  to  the  utmost  branch 
of  the  tree  and  twitters  in  a language  no  one  else  can 
understand.  The  broad  frame  of  reference  and  clarity 
of  presentation  qualify  this  book  for  usefulness  on  all 
levels  of  surgical  training  and  experience. 

For  a first  edition  there  are  remarkably  few  errors, 
typographical  or  otherwise.  This  reviewer  would  pick 
one  small  quarrel  with  an  old  friend  and  former  col- 
league in  reference  to  the  brief  paragraph  on  the  rela- 
tion of  age  to  wound  healing.  The  uninformed  reader 
might  get  the  mistaken  impression  that  wounds  in 
older  patients  heal  poorly.  The  whole  field  of  surgery 
in  the  aged  deserves  emphasis  because  of  the  wide- 
spread belief  that  advanced  age  per  se  is  a contra- 
indication to  necessary  operation. 

This  book  is  recommended  as  a must  for  the  prac- 
ticing surgeon  and  as  a highly  useful  source  of  in- 
struction for  the  medical  student  and  house  officer.  The 
price  seems  extremely  modest  in  view  of  the  com- 


prehensive contents.  It  should  rapidly  assume  a posi- 
tion among  the  most  widely  used  textbooks  of  surgery. 

Fred  Kredel,  M.  D. 


CHILDRENS’  EYE  PROBLEMS.  By  Emanuel 
Krimsky,  M.  D.  Grune  & Stratton,  Inc.  1956 — New 
York.  Price  $6.00. 

The  material  in  this  book  is  presented  in  a very 
practical  manner.  It  is  also  written  in  popular  style 
so  that  even  a layman  might  understand  much  of  its 
contents.  It  probably  covers  more  subject  matter, 
though  some  of  it  is  in  almost  outline  form,  than  most 
texts  under  this  title. 

For  the  pediatrician  and  general  practitioner,  the 
reviewer  thinks  that  the  aim  of  the  author  has  been 
accomplished,  viz:  “to  provide  a practical,  usable  guide 
to  the  understanding  of  childrens’  eye  problems.” 

The  ophthalmologist  will  find  it  a handy  brief  refer- 
ence text. 

Some  instances  of  faulty  proof  reading  were  found, 
viz:  spelling,  a mislabeled  paragraph,  and  an  un- 
finished sentence. 

Pierre  G.  Jenkins,  M.  D. 


CLINICAL  EXAMINATIONS  IN  NEUROLOGY. 
By  Members  of  the  Sections  of  Neurology  and  Section 
of  Physiology,  Mayo  Clinic  and  Mayo  Foundation  for 
Medical  Education  and  Research,  Graduate  School, 
University  of  Minnesota,  Rochester,  Minnesota.  W.  B. 
Saunders  Company,  Philadelphia  1956.  Price  $7.50. 

This  book  is  a welcome  addition  to  the  neurological 
literature.  It  is  a factual  outline  of  the  practical  com- 
ponents of  the  neurological  examination.  It  presents 
chapters  covering  not  only  the  usual  components  of 
the  neurological  examination  as  history,  cranial  nerves, 
motor,  sensory  examination  and  reflexes,  but  also  has 
concise  presentations  of  chapters  on  examination  in 
certain  pain  problems,  electromyography,  electro- 
encepholography,  biochemical  and  pharmacologic  aids 
in  neurological  diagnosis,  language  defects  and  an  ex- 
cellent section  on  muscle  testing. 

This  book  is  recommended  not  only  for  those  in  the 
neurological  specialties,  but  for  the  medical  student, 
house  officer  and  those  in  clinical  practice  who  often 
use  all  or  some  portion  of  the  neurological  examina- 
tion. 

Luther  C.  Martin,  M.  D. 


SOUTH  GAROLINA  STATE  BOARD 
OF  HEALTH 

SUGGESTED  TREATMENT  SCHEDULES  FOR 
VENEREAL  DISEASE 
Revised — July  1,  1957 
SYPHILIS 

Preparations  Used 

1.  Procaine  penicillin  G in  Oil  with  2%  aluminum 
monostearate  added,  each  cc  containing  300,000 
Units. 

2.  Bicillin  (benzathine  penicillin  G) 
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A.  Penicillin 

1.  Primary  and  Secondary  Syphilis 
Day 

1st — 2.4  million  U 

( 8cc — 4 cc  in  each  hip ) 

4th — 1.2  million  U (4  cc) 

8th — 1.2  million  U (4  cc) 

2.  Other  Syphilis  (Except  Symptomatic  Neuro- 
Syphilis  and  Congenital  Syphilis.) 

Day 

1st — 2.4  million  U (8  cc) 

4th — 2.4  million  U (8  cc) 

7th — 2.4  million  U (8  cc) 

10th — 2.4  million  U (8  cc) 

( It  is  believed  that  3 doses  of  2.4  million  units 
should  be  sufficient.  However,  the  4th  dose  on 
the  10th  day  may  be  given  as  an  added  pre- 
caution. ) 

B.  Bicillin 

If  Bicillin  is  used  in  lieu  of  penicillin  in  oil,  the 
dosage  is  reduced  by  one  half,  and  in  primary 
and  secondary  syphilis  may  be  given  as  a single 
injection.  In  other  words  a single  injection  of 
2.4  million  units  (8  cc)  of  Bicillin  would  con- 
stitute our  recommended  treatment  for  either 
primary  or  secondary  syphilis. 

For  other  syphilis  the  dosage  of  Bicillin  is  also 
one-half  the  dosage  shown  for  penicillin. 

3.  In  Symptomatic  Neuro-Syphilis  each  case  should 
be  handled  individually  and  treated  on  its  own 
merits.  State  Hospital  should  be  considered. 

4.  Congenital  Syphilis — Treatment  in  children 

weighing  under  90  lbs.  is  best  given  on  the  basis 
of  weight — a total  dose  of  100,000  units  peni- 
cillin per  kilogram,  or  50,000  units  of  Bicillin  per 
kilogram  being  administered  in  divided  doses 
over  a period  of  5 to  14  days. 

Penicillin-Sensitive  Patients 

Aureomycin,  Terramycin,  or  Chloromycetin 
may  be  given  in  lieu  of  penicillin,  in  doses  of  0.5 
gram  ( 500  mg. ) four  times  daily  for  8 days — 
(total  16  gms). 


GRANULOMA  INGUINALE 
Out-Patient  Single  daily  injections  of  2 grams 
streptomycin  dihydrochloridc  for  10  days,  making  a 
total  of  20  grams. 

Aureomycin  or  Terramycin  may  be  used  in  lieu  of 
streptomycin.  The  dose  is  0.25  gram  ( 250  mg. ) given 
as  one  capsule,  four  times  daily  for  12%  days  (total 


12.5  gms.)  Both  of  these  drugs  are  given  orally  but 
we  do  not  in  general  advocate  their  use  for  two 
specific  reasons:  (1)  The  drugs  are  expensive  (2) 
The  average  granuloma  patient  comes  from  a rela- 
tively low  order  of  society  and  the  carrying  out  of 
correct  dose  schedules  by  such  a class  of  patients  is 
questionable.  The  State  Board  of  Health  accordingly 
does  not  stock  these  drugs. 

The  patient  should  also  receive  sitz  baths  twice  daily, 
consisting  of  seven  5-grain  tablets  of  potassium  per- 
manganate in  a wash  tub  of  water. 


CHANCROID  AND  LYMPHOGRANULOMA 
VENEREUM 

First  dose — 4 grams  sulfadiazine  with  equal  amount 
of  sodium  bicarbonate.  Subsequent  doses  starting  6 
hours  after  initial  dose — 1 gram  sulfadiazine  with 
equal  amount  of  sodium  bicarbonate  4 times  daily  for 
5 days. 


GONORRHEA 

A case  of  acute  gonorrhea,  in  the  absence  of  any 
other  symptoms  or  lesions,  should  be  treated  without 
delay.  Before  administering  penicillin,  however,  a 
blood  specimen  should  be  drawn  and  submitted  for 
serology,  then  the  patient  is  given  penicillin  as  fol- 
lows: 

Male  — 1,300,000  (4.0  cc)  Units 

Female  — 1,800,000  ( 6.0  cc)  or  3 cc  in  each  hip 

If  genital  lesions  are  present  they  should  be  re- 
garded as  syphilitic  lesions  until  proven  otherwise. 
Such  proof  would  lie  in  history,  thorough  physical  ex- 
amination, darkfield  examination,  serology,  skin  tests 
to  rule  out  chancroid  disease  and  lymphogranuloma 
venereum,  and  smears  for  Donovan  bodies.  It  is  ex- 
tremely ill-advised  to  administer  penicillin  to  such 
cases  until  a darkfield  examination  has  been  made, 
for  the  reason  that  penicillin  would  nullify  the  pos- 
sibility of  finding  the  spirochetes  (or  treponema)  even 
though  the  lesions  be  those  of  syphilis.  This  would 
also  apply  to  secondary  lesions,  whether  genital  or 
Otherwise.  In  view  of  this,  it  would  be  unwise  to  ad- 
minister any  treatment  to  such  cases,  unless  it  be  the 
intention  of  the  local  Health  Department  to  give  a full 
course  of  anti-syphilitic  treatment  to  such  individuals. 

If  the  type  case  mentioned  in  paragraph  two  is  to  be 
referred  to  a private  physician,  then  again  it  would 
be  ill-advised  to  give  such  patient  penicillin,  because  it 
would  make  the  diagnosis  with  regard  to  concomitant 
syphilis  just  as  difficult  for  the  private  physician. 


4° 


352 


The  Journal  of  the  South  Carolina  Medical  Association 


ONE  HUNDRED  AND  NINTH  ANNUAL  SESSION 
OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION. 
HOUSE  OF  DELEGATES 

MYRTLE  BEACH,  S.  C.,  MAY  1,  1957,  OCEAN  FOREST  HOTEL 
(Continued  From  August  Number) 


HOUSE  OF  DELEGATES 
Wednesday,  May  I,  1957,  9:30  A.M. 

Dr.  William  H.  Prioleau,  Presiding 

THE  CHAIR:  Gentlemen,  will  you  please  come  to 
order. 

Is  there  any  report  from  the  Credentials  Committee? 
If  not,  there  is  apparently  a quorum  present  so  we  shall 
proceed. 

The  first  order  of  business  is  hearing  the  reports  from 
the  reference  committees.  These  reference  committees 
were  appointed  to  prevent  hasty  action  by  the  Associa- 
tion. The  reference  committees  have  given  considera- 
tion, time  and  thought  to  the  different  resolutions  and 
reports  which  were  presented  to  them  yesterday.  As 
each  reference  committee  had  a number  of  subjects  not 
necessarily  closely  related,  each  subject  shall  be  con- 
sidered separately.  And  in  giving  the  report  of  the  com- 
mittee, rather  than  have  the  committee  chairman  read 
the  report  as  a whole  it  will  be  better  that  he  report  on 
each  subject  and  that  be  disposed  of  at  the  time,  for 
there  would  be  nothing  gained  in  reading  the  report 
and  then  going  back.  Once  the  report  has  been  read 
the  particular  subject  will  be  open  for  discussion  by 
the  House. 

The  report  of  a reference  committee  can  be  approved 
or  not,  but  the  subject  does  not  have  to  be  decided  in 
that  manner.  The  resolutions  can  be  modified  on  the 
floor.  The  reference  committees  have,  of  course,  made 
certain  modifications  so  further  modifications  can  be 
made  on  the  floor  because  in  any  case  this  House 
has  the  final  say,  and  is  responsible  for  the  final  work. 
Needless  to  say  any  modifications  have  to  be  pertinent 
and  within  the  scope  of  the  subject. 

We  shall  ask  that  discussion  be  kept  to  the  point.  We 
never  know  how  much  ground  has  to  be  covered  at  this 
meeting. 

We  shall  try  to  proceed  according  to  parliamentary  law, 
as  that  of  course  is  the  means  of  expediting  the  work. 
We  shall  ask  that  the  use  of  the  motion  to  “table”  be 
not  abused,  that  it  be  limited  to  its  proper  use.  Its 
proper  use  is  not  to  cut  off  discussion.  Should  it  be 
used  in  that  way,  bear  in  mind  (whoever  made  it) 
that  the  subject  is  not  necessarily  through,  it  can  be 
brought  up  again.  Should  you  feel  that  discussion  is 
getting  long  and  wish  to  cut  it  off,  the  more  direct  way 
is  to  move  the  previous  question  or  simplv  to  request 
to  move  that  discussion  be  slopped.  It  is  the  same 
idea,  and  that,  of  course,  requires  a two-thirds  vote. 
The  reports  of  the  reference  committees  will  be  con- 
sidered according  to  the  listing  on  that  blackboard, 
unless  there  is  no  objection,  that  is  not  the  order  in 
which  they  are  printed  in  the  program  but  if  there  is 
no  objection  that  is  the  order  in  which  they  were 
assigned. 

We  will  ask  the  Chairman,  Dr.  Henry  Robertson,  for 
the  report  of  his  committee  on  Miscellaneous  Business. 

REPOR1  OF  REFERENCE  COMMITTEE 
M I SC  ELLA  NEOL  S B LSI  N ESS 

DR.  ROBERTSON:  1 he  ittee  on  Miscellaneous 

Business  had  several  items  referred  to  it  most  of  which 
are  not  controversial. 

The  first  item,  Mr.  President  and  members  of  the 
House  of  Delegates  is  the  excellent  report  of  Mr.  M.  I.. 


Meadors,  Executive  Secretary  of  the  Association.  This 
report  was  received  and  recommended  for  approval. 
The  report  is  further  evidence  of  the  great  energy  and 
admirable  efficiency  of  Jack  Meadors,  whom  the  mem- 
bers of  the  Association  have  come  to  regard  with  both 
affection  and  admiration. 

Mr.  President,  we  move  the  acceptance  of  his  report. 
THE  CHAIR:  You  have  heard  the  motion  and  if  there 
is  no  objection  the  report  is  accepted  as  recommended. 
DR.  ROBERTSON  (Cont.).  “The  reports  of  your  dele- 
gates to  the  A.  M.  A.,  Dr.  William  Weston,  Jr.,  and 
Dr.  George  Dean  Johnston,  were  well  chronicled,  and 
the  Association  is  fortunate  to  be  so  ably  represented.” 
The  committee  recommends  approval  of  these  reports. 
THE  CHAIR:  If  there  is  no  objection  these  reports 
are  approved. 

DR.  ROBERTSON  (Cont.).  The  committee  had  pre- 
sented to  it  the  resolution  that  the  South  Carolina 
Medical  Association  endorse  the  efforts  of  the  State 
Committee  on  Adoption,  which  committee  is  not  a 
medical  committee,  is  not  connected  with  this  Associa- 
tion, is  not  connected  with  the  Children’s  Bureau  and 
is  an  independent  lay  committee  which  is  striving  to 
improve  the  adoption  situation.  Your  reference  com- 
mittee recommends  that  this  resolution,  endorsing  these 
efforts,  be  approved. 

THE  CHAIR:  Is  there  any  discussion  of  this?  Would 
anybody  like  the  resolution  read?  It  was  read  yesterday. 
If  not,  if  there  is  no  discussion— this  will  be  approved 
if  there  is  no  objection. 

I)R.  ROBERTSON:  (Cont.)  “The  report  of  the  Com- 
mittee on  Veterans’  Affairs,  Dr.  L.  P.  Thackston,  Chair- 
man, is  approved  with  the  recommendation  that  the 
committee  be  discharged  with  thanks.”  (See  June  1957 
Journal). 

THE  CHAIR:  Is  there  any  discussion?  If  not,  the  report 
is  accepted,  as  read. 

DR.  ROBERTSON:  (Cont.)  “The  report  of  the  Com- 
mittee on  Historical  Medicine,  Dr.  J.  I.  Waring,  Chair- 
man, is  recommended  for  approval,  including  the  ap- 
propriation of  $500.00  requested  by  the  committee 
toward  publication  of  a History  of  Medicine  in  South 
Carolina.” 

THE  CHAIR:  You  recommend  the  approval  of  that? 
1)R  ROBERTSON:  We  recommend  the  approval  of 
the  report  including  the  appropriation  of  $500  as  re- 
quested in  the  report. 

THE  CHAIR:  And  that  has  been  approved  by  Council. 
The  question  comes  up,  Dr.  Cain,  whether  the  House 
has  authority  to  make  an  appropriation  or  does  the 
Council,  only? 

DR.  CAIN:  I think  the  House  can  do  anything  they 
want. 

THE  CHAIR:  All  right,  then  what  is  the  pleasure  of 
the  House,  the  House  has  the  power  of  approving  that 
recommendation,  what  is  your  pleasure? 

Motion  was  made  by  Dr.  Shealy  (Kirby  D.)  that  it 
be  adopted,  this  was  seconded,  there  was  no  discussion, 
vote  was  taken,  the  ayes  have  it  and  it  was  so  ordered. 
DR  ROBERTSON:  (Cont.)  “The  report  of  the  Com- 
mittee on  Rural  Health,  Dr.  W.  M.  Bennett,  Chairman. 
We  move  the  adoption  of  this  report  as  submitted.” 
THE  CHAIR:  Any  objection  to  the  adoption  of  that 
report?  It  is  adopted  as  submitted. 
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I)R.  ROBER  TSON':  “The  report  of  the  Committee  on 
the  Care  of  t fie  Indigent,  Dr.  Ben  N.  Miller,  Chairman.” 
Now,  this  report,  as  the  others  were,  was  published 
in  the  Journal  and  t lie  report  goes  hack  and  outlines 
the  progress  of  similar  proposals  over  the  past  few 
years.  And  I think,  since  this  is  more  or  less  of  a con- 
troversial subject,  that  this  past  history  ought  to  be 
briefly  outlined.  In  essence,  this  is  a proposal  to  pro- 
mote efforts  to  secure  state  funds  and  federal  funds, 
federal  funds  actually  to  be  matched  by  state  funds 
for  the  care  of  the  medical  indigent.  This  matter  lias 
come  up  almost  annually  and  the  Committee  on  In- 
digent Care  of  1956  reported  back  to  the  House  of 
Delegates  of  the  South  Carolina  Medical  Association 
that  each  township  or  County  should  take  care  of  its 
own  indigent  patients,  and  that  efforts  should  not  be 
made  to  secure  federal  funds,  that  have  to  be  matched 
by  state  funds.  Now,  the  report  of  the  Committee  this 
year  makes  three  (3)  recommendations: 

1.  That  a Standing  Committee  on  Indigent  Care  be 
appointed  and  that  appropriate  changes  be  made  in 
the  Constitution  and  By-Laws  for  the  establishment  of 
such  a committee. 

2.  That  the  House  of  Delegates  instruct  its  council, 
legislative  committee,  and  attorney  to  make  concerted 
effort  to  influence  legislation  that  will  allow  South 
Carolina  to  receive  its  proportionate  share  of  the  wel- 
fare and  public  health  funds  where  matching  state 
funds  are  required. 

3.  A proposal  is  made  that  the  state  vote  matching 
funds  to  the  community  and  counties  so  burdened  with 
the  problem  of  indigent  medical  care. 

Now,  your  Committee  went  into  this  at  length  and 
we  are  opposed  to  the  recommendation  of  this  com- 
mittee, that  is  the  Reference  Committee  is  opposed 
to  the  recommendation  of  the  Committee  on  Indigent 
Care.  We  feel  that  the  problem  of  care  of  the  indigent 
is  a problem  of  the  county  or  the  locality,  whose 
agencies  are  better  qualified  to  establish  the  need  and 
the  status  of  any  individual  who  may  need  free  medical 
attention  or  free  hospitalization. 

We  feel  further,  that  if  the  counties  certify  individuals 
for  free  hospitalization  with  the  knowledge  that  that  is 
going  to  come  out  of  state  and  federal  funds  that  there 
will  he  a tremendous  increase  in  the  amount  of  relief 
money  so  spent,  and  your  committee,  therefore,  dis- 
approves of  the  recommendations  of  the  Committee  on 
Indigent  Care  and  moves  that  this  report  not  be  adopt- 
ed. (The  motion  received  a second) 

THE  CHAIR:  Th  at  motion  is  seconded,  it  is  now  open 
for  discussion. 

I)R.  BF.N  MILLER  (recognized).  Dr.  Prioleau,  mem- 
bers of  the  delegation,  with  me,  there  has  been  very 
few  occasions  that  I have  had  the  need  to  come  before 
this  group  to  present  a problem  or  to  defend  a report 
that  has  already  been  given.  Last  night  I did  not  get  to 
attend  the  hearing  for  I had  my  own  Committee  on 
Council  and  Officers,  hut  I feel  like  the  problem  was 
well  presented  as  I have  heard  from  the  committee 
and  I feel  that  the  pros  and  cons  have  been  considered 
fairly. 

When  I was  appointed  to  this  committee  my  immedi- 
ate feeling  was  this  was  something  we  could  brush  off 
very  lightly,  but  when  you  go  back  and  read  the  min- 
utes of  the  last  few  years  you  find  that  we  have  taken 
a very  vacillating  sort  of  position  on  this  thing  here 
on  a legislative  level  and  in  consequence  in  one  year 
we  have  a proposal  and  it  would  come  out  of  committee 
and  be  received  as  information;  and  the  next  year  it 
would  be  passed  and  the  next  year  it  would  be  re- 
jected, and  even  on  one  occasion  it  went  into  refer- 
ence committee  and  was  never  reported  out  of  refer- 
ence committee.  So,  I feel  that  we  are  certainly  not 
taking  the  leadership  of  the  range  in  legislative  affairs 
in  this  very  wide  field. 


Now,  this  field  may,  on  the  surface  appear  very  narrow 
but  it  is  verv  wide,  particularly  since  the  participation 
of  federal  agencies  and  since  the  large  group  of  people 
retiring  on  disability  and  people  retiring  on  old  age 
pensions.  Because  it  is  a one-way  affair— we  are  send- 
ing money  out  of  the  state  to  these  federal  agencies 
and  we  are  able  to  get  them  back  on  a certain  rate 
and  under  certain  consideration  and  we  are  passing  up 
on  the  consideration.  Possibly  this  is  premature  to  ask 
for  Part  2 and  3 of  this  report  because  the  thing  is  now 
in  the  state  of  flux.  Even  some  of  the  state  agencies 
don't  know  what  could  be  done  and  they  do  not  know 
how  much  money  we  are  passing  up.  I did  some  foot 
work  on  this  to  try  to  get  the  facts  and  actually  some 
of  the  state  agancies  don’t  know  quite  where  thev 
stand  on  funds  that  they  have  coming  to  them  and 
funds  that  they  are  having  to  return  because  of  failure 
to  match  the  funds.  So,  as  I say.  Part  2 and  3 may  be 
premature  and  I shall  not  contend  that  they  should  be 
passed  particularly  in  view  of  the  action  of  the  refer- 
ence committee,  however.  Part  1,  I think  is  pretty  im- 
portant in  our  organization.  If  you  take  the  occasion, 
as  1 have,  and  go  back  and  read  the  minutes  of  the  last 
few  years  you  will  find,  as  I stated  in  the  beginning, 
that  there  is  a vacillating  type  of  leadership  in  our 
society  in  • lie  legislation  referring  to  indigent  care. 
So,  I would  like  to  bring  this  back  under  discussion 
and  at  the  proper  time,  and  when  the  motion  of  the 
reference  committee  has  been  considered  and  discussed, 
that  this  Part  I be  put  up  for  general  vote  among 
the  delegates  of  this  convention. 

THF.  CHAIR:  Thank  you.  Dr.  Miller,  would  you  be 
kind  enough  to  state  point  (1),  if  there  is  no  objection. 
This  had  better  be  div  ided  into  sections. 

DR.  MILLER:  You  mean  the  only  one  that  I want  to 

contest 

THE  CHAIR:  That  is  right. 

DR.  BEN  MILLER  (Reading  from  his  report  published 
in  the  April  1957  issue  of  the  Journal) 

“It  is  recommended  that  a Standing  Committee  on 
Indigent  Care  be  appointed  to  be  composed  of  five 
representative  members  of  the  profession  with  the 
ultimate  aim  that  each  member  serve  for  a period  of 
five  years.  It  is  suggested  that  an  appropriate  amend- 
ment to  the  Constitution  and  By-Laws  be  prepared  to 
set  up  such  a committee,  the  initial  group  to  serve  on 
a staggered  basis  with  the  ultimate  aim  as  above  ex- 
pressed.” 

THE  CHAIR:  Dr.  Miller  did  you  mean  that  to  be  a 
Special  Committee  for  this  year  and  then  if  it  is  seen 
fit  to  go  into  it  further? 

DR.  MILLER:  To  facilitate  it,  I think  it  would  have 
to  be. 

THE  CHAIR:  A Special  Committee  this  year? 

DR.  MILLER:  Yes,  and  after  that  a Standing  Commit- 
tee on  a staggered  basis,  so  that  there  can  be  old  mem- 
bers on  it  at  all  times,  so  this  will  not  occur. 

THE  CHAIR:  The  discussion  is  limited  to  this  one 
recommendation.  Is  there  any  further  discussion  of 
this  one  recommendation?  If  not,  those  in  favor  — Is 
there  a motion  to  adopt  this  one  recommendation? 

DR.  BEN  MILLER:  I would  like  to  so  move. 

THE  CHAIR:  Dr.  Miller  so  moves,  is  there  a second 
to  it? 

Delegate  from  Floor:  There  is  a motion  before  the 
House. 

THE  CHAIR:  That  is  correct,  the  motion  was  made 
to  reject  the  whole  report.  Now,  we  revert  to  that  mo- 
tion, Dr.  Miller's  discussion  is  pertinent  to  that  original 
motion.  Are  you  ready  for  the  motion  as  originally 
made  or  is  there  any  further  discussion? 

DR.  GUESS:  Mr.  President,  I move  the  original  motion 
be  amended  to  exclude  Section  1 of  the  recommenda- 
tion? (This  motion  was  seconded  by  Dr.  Wyatt.) 
THE  CHAIR:  Is  there  any  discussion  of  this  amend- 
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merit?  If  not,  those  in  favor  say  “aye”,  those  opposed 
"no”  (no  vote).  The  ayes  have  it  and  it  is  so  ordered. 
Now,  those  in  favor  of  the  original  motion,  as  amend- 
ed, the  original  motion  rejects  the  rest,  that  is  as  re- 
gards present  consideration  — is  there  any  further  dis- 
cussion of  this?  (There  was  none).  Those  in  favor  of 
that  say  “aye”,  those  opposed  “no"  (There  were  no 
negative  votes).  The  ayes  have  it  and  it  is  so  ordered. 
Now,  the  floor  is  open  for  any  further  motion. 

Dr.  Miller,  if  you  wish  to  state  your  motion. 

I)R.  MILLER:  I would  like  to  move  that  Part  (1)  of 
this  report  which  I read,  he  adopted.  (This  was  sec- 
onded). 

THE  CHAIR:  Is  there  any  discussion  of  this  motion? 
DR.  NORMAN  O.  EADDY  (Sumter):  Just  as  a matter 
of  form,  does  this  represent  an  amendment  to  the 
Constitution? 

THE  CHAIR:  No,  it  has  been  changed  to  be  a Special 
Committee,  as  a special  committee  that  would  not  be 
an  amendment  to  the  constitution. 

DR.  EADDY:  His  motion  was  that  the  Constitution  be 
amended. 

T HE  CHAIR:  Dr.  Miller  would  you  restate  the  motion, 
state  it  as  you  wish  it. 

MOTION-DR.  BEN  MILLER:  It  would  be  a Special 
Committee  as  of  now,  and  then  it  will  be  necessary  to 
propose  a Constitutional  amendment  to  propagate  it, 
and  that  amendment  will  be  proposed  later  on,  next 
year. 

THE  CHAIR:  Now,  is  that  in  order.  Is  there  any  dis 
cussion  of  this  motion,  as  just  stated.  (There  was  none; 
the  vote  was  taken  and  there  were  no  negative  votes). 
The  ayes  have  it  and  it  is  so  ordered.  Now,  Dr.  Rob- 
ertson. 

DR.  ROBERTSON  (Continues  his  report):  This  com- 
mittee has  just  one  more  report.  (Reading)  “Report  of 
Committee  to  make  recommendations  regarding  prac- 
tice by  graduates  of  non-recognized  medical  schools, 
and  foreign  physicians  here  on  temporary  basis,  Dr. 
Sam  Cantey  Chairman.  The  reference  committee  is  in 
hearty  agreement  with  this  report  and  moves  its 
adoption.”  (The  motion  was  seconded) 

T HE  CHAIR:  Any  discussion.  (There  was  none;  the 
vote  was  taken)  The  ayes  have  it  and  the  motion  is 
adopted. 

DR.  ROBERTSON:  T hat  concludes  the  report  of  this 
reference  Committee  on  Miscellaneous  Business. 

THE  CHAIR:  Thank  you  Doctor. 

THE  CHAIR:  The  next  committee  report  is  that  of 
Reports  of  Council  and  other  Officers,  Dr.  Ben  Miller, 
Chairman,  Dr.  Miller. 

DR.  BEN  MILLER:  Dr.  Priolean. 

THE  CHAIR:  Dr.  Miller. 

DR.  MILLER:  This  committee  on  Council  and  Other 
Officers  had  a very  pleasant  duty  to  perform.  Most  of 
the  matters  were  routine  and  the  non -controversial 
ones  will  be  referred  to  first.  The  committee  was  made 
up,  and  was  attended  by  all  of  its  members,  Dr.  Roder- 
ick Macdonald,  Dr.  John  Guttino,  Dr.  John  Fleming, 
Dr.  Gressette,  Dr.  Tom  Brockman  having  been  re- 
moved from  the  committee,  on  request.  The  first  report 
taken  up  was  that  of  the  President,  Dr.  I’rioleau  and 
this  committee  report  could  not  possibly  cover  all  of 
the  details  of  the  active  year  that  Dr.  I’rioleau  had 
spent  in  the  service  of  the  society.  His  report  and  the 
listing  of  the  activities  was  received  and  he  was  com- 
mended iti  reference  to  his  work.  There  was  one  con- 
troversial matter  in  his  report  and  that  was  the  request 
that  a Committee  on  Medical  Care  by  the  Medical 
College  be  formed,  this  committee  to  be  made  up  to 
study  things  with  reference  to  that  institution.  This 
committee  was  attended  by  a number  of  people  includ- 
ing Drs.  Lynch,  Pitts,  [ervey,  Smith  and  our  A.  M.  A. 
representative.  Dr.  Weston.  After  a thorough  consider- 
ation by  all  people  involved  and  letting  Dr.  Priolean 


discuss  his  phase  of  it,  it  was  thought  judicious  at  this 
time  to  postpone  and  reject  such  recommendation  and 
the  committee  so  voted.  In  regard,  then,  to  the  report 
by  Dr.  Prioleau,  we  would  like  to  adopt  his  report 
excluding  that  part  which  the  committee  gives  a nega- 
tive report. 

THE  CHAIR:  You  have  heard  the  report  of  the  Com- 
mittee, what  is  your  pleasure? 

(There  was  a motion  from  the  floor  that  it  be  adopted.) 
DR.  BACHMAN  SMITH:  (Recognized  by  The  Chair) 
1 think  the  recommendation  of  the  President  on  the 
liaison  of  that  committee  is  w'ell  worth  while  and  I 
would  certainly  like  to  see  it  approved. 

THE  CHAIR:  It  would  appear  to  the  Chair  that  a 
motion  is  in  order  to  consider  the  report  in  two  parts, 
one  is  simply  the  activities  of  the  office  for  the  year, 
and  the  second  part  would  be  the  controversial  issue 
as  regards  this.  Is  there  a motion? 

DR.  MILLER:  As  to  the  non-controversial  portion  I 
would  like  to  move  that  it  be  adopted.  (This  motion 
received  several  seconds,  there  was  no  discussion,  the 
vote  was  taken  (there  were  no  noes)  the  chair  ruled 
the  ayes  have  it  and  it  was  so  ordered.) 

THE  CHAIR:  Now,  Dr.  Miller. 

DR.  MILLER:  The  second  part,  with  regard  to  the 
liaison  committee,  your  reference  committee  moves  this 
not  be  adopted.  (This  motion  was  seconded). 

THE  CHAIR:  The  motion  is  made  and  seconded  that 
this  part  not  be  adopted.  This  part  is  now  open  for 
discussion. 

DR.  J.  I.  WARING  (Recognized):  I would  like  to  ask 
whether  the  Committee  disapproves  of  the  set-up  or 
the  principle? 

THE  CHAIR:  If  the  Chairman  of  the  Reference  Com- 
mittee is  so  inclined  to  answer  questions  as  they  are 
brought  up,  Dr.  Miller? 

DR.  MILLER:  The  question  as  I understood  it  was 
whether  the  committee  disapproved  of  the  general  idea 
or  merely  the  set-up?  It  was  disapproved,  as  I under- 
stood, upon  the  basis  of  the  general  idea. 

THE  CHAIR:  Is  there  any  further  discussion? 

DR.  EDWARD  E.  PARKER  (Charleston)  Recognized: 
Mr.  President,  this  is  a state  matter  and  I think  it  is 
wrong  to  disapprove  this  on  the  general  idea.  All  over 
the  country  in  recent  years  there  has  been  consider- 
able discussion  by  state  medical  associations  of  prac- 
tices, among  us  all,  including  those  of  us  who  are  on 
Medical  College  faculties.  There  are  certain  principles 
involved  which,  it  is  believed,  this  Association  should 
be  concerned  about.  We,  as  an  Association  promoted  the 
Medical  College  in  its  expansion  program  and  it  is 
believed  this  Association  should  continue  to  maintain 
a very  close  liaison  with  it  and  its  principles  and  its 
practices.  Now,  whether  or  not  it  needs  to  be  done  this 
year,  1 am  not  certain.  Certainly  some  of  the  functions 
that  this  committee  would  carry  out  are  vested  in  the 
Board  of  Trustees,  but  I do  not  think  it  would  be 
amiss  at  all  for  this  Association  to  continue  to  work 
closely  with  the  Medical  College  in  its  mission  for  medi- 
cal education  in  the  State  of  South  Carolina. 

I III  CH  \IR:  I hank  you.  Dr.  Parker. 

DR.  TOM  PITTS  (Recognized):  Mr.  President,  mem- 
bers of  the  House  of  Delegates,  this  situation  is  one 
that  requires  great  care;  it  requires  careful  handling. 
Over  the  years  the  close  association  of  this  organiza- 
tion with  the  Medical  College  is  a known  fact.  I am 
speaking  now,  as  a member  of  the  Board  of  Trustees 
of  the  Medical  College,  therefore  I am  expressing  my 
views,  plus  a little  more,  plus  somewhat  the  general 
idea  of  the  Board  as  a whole. 

The  Medical  College  was  falling  somewhat  behind 
other  schools  some  years  ago  and  as  a result  we  started 
what  is  commonly  known  as  the  expansion  program, 
seeing  the  need  for  improving  the  school;  seeing  the 
need  for  improving  the  quality  of  teaching;  and  seeing 
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I lie  need  for  additional  physicians  in  the  state.  We  dis- 
cussed it  with  many  members  of  this  organization  and 
you  must  not  lose  sigh t of  the  fact  that  t lie  majority  of 
the  members  of  the  Board  of  Trustees  of  the  Medical 
College  are  members  of  this  organization.  We  are  doc- 
tors. We  make  our  living  practicing  medicine  just  like 
you.  I think  that  is  an  important  point,  anyway.  There 
was  a committee  set  up  from  this,  known  as  the  Com- 
mittee of  Seventeen,  which  did  good  ground  work  in 
investigating  various  phases  and  needs,  for  the  loca- 
tion and  what  not,  anti  it  was  somewhat  through  their 
efforts,  if  not  largely,  that  we  launched  this  program. 
It  has  matured,  in  part,  up  to  now;  it  is  now  beginning 
to  gain  some  strength,  leaving  the  crawling  and  todd- 
ling form  and  developing  slightly,  but  it  is  yet  vul- 
nerable, it  is  very  vulnerable,  as  most  of  you  know,  if 
you  deal  with  appropriation  bodies  for  your  financial 
support. 

When  this  program  first  started  there  was  the  ex- 
pected opposition  in  Charleston.  It  developed,  we 
thought  it  would  come  and  it  has.  This  whole  program 
was  opposed  by  some  twenty  (20)  odd  Charleston  doc- 
tors, whose  opinion  appeared  on  the  front  page  of  the 
News  & Courier,  as  I am  told.  It  has  been  somewhat  a 
controversial  point  from  that  time  up  until  now.  The 
main  point  or  question  is,  right  now,  seems  to  be,  and 
1 was  totally  unaware  of  any  kind  of  a resolution  of 
this  kind  which  carries  with  it  the  implication  of  deeds 
not  done,  of  implying  things  that  should  not  be,  and  it 
came  somewhat  as  a shock  to  me,  yesterday,  when  I 
was  informed  of  the  proposed  idea. 

It  has  no  possible  chance  of  doing  any  good  at  this 
time,  it  has  tremendous  chances  of  doing  a tremendous 
harm  to  the  college,  the  welfare  of  the  College  at  pres- 
ent and  in  the  future.  The  whole  idea,  if  I might  be  so 
bold,  Dr.  Miller,  the  whole  idea  was  set  down  by  me 
with  the  help  of  some  others  in  the  form  of  a resolu- 
tion, a resolution  that  we  presented  last  night  to  this 
Reference  Committee,  and  if  Dr.  Miller  will  permit,  1 
will  read  a copy  of  the  resolution  and  not  take  up  so 
much  of  your  time  in  the  general  discussion. 
"WHEREAS  over  the  years  the  relations  between  the 
Medical  College  of  South  Carolina  and  the  South  Caro- 
lina Medical  Association  have  been  notably  harmon- 
ious, each  with  the  avowed  purpose  of  improving  medi- 
cal care  for  all  of  the  people,  and 

WHEREAS  each  had  uniformly  supported  the  other  in 
the  special  provinces  that  they  serve,  and 
WHEREAS  is  was  through  the  spirit  of  this  coopera- 
tion that  the  school  had  reached  its  present  satisfac- 
tory phase  of  development,  and 

WHEREAS  any  appearance  of  division  of  thought  be- 
tween the  Medical  College  and  the  Association  could 
hardly  be  helpful  to  medicine  in  South  Carolina,  but 
rather  would  tend  to  be  harmful  especially  in  the 
minds  of  legislative  and  lay  people,  and 
WHEREAS  the  Medical  College  has  always  been  and 
still  is  receptive  to  advice  from  the  Association  for  the 
improvement  of  medical  education  and  medical  serv- 
ice in  the  state,  and 

WHEREAS  the  present  expansion  program  was  initi 
ated,  approved  and  promulgated  by  the  State  Asocia- 
tion, 

THEREFORE  BE  IT  RESOLVED  that  the  question 
be  postponed  for  further  exploration.” 

I think  that  that  states  my  case. 

THE  CHAIR.  Thank  you.  Dr.  Pitts. 

Generally  speaking  the  Chair  presides.  On  this  occa- 
sion as  the  Chair  is  responsible  for  the  mtroducton 
of  this  resolution  he  feels  that  he  owes  it  to  the  Asso- 
ciation to  state  the  position.  The  Chair  will  ask  Dr. 
Richard  Johnston,  the  vice-president  to  preside  for 
the  remainder  of  the  discussion  of  this  question. 

DR.  A.  R.  JOHNSTON  (Takes  the  Chair) 

DR.  LYNCH  (Recognized  by  the  Chair). 


1 shall  not  ask  for  the  Floor  at  the  present  time  until 
the  President  of  the  Association  has  made  his  speech. 
Dr.  Prioleau,  as  1 understand,  asked  for  the  floor. 

DR.  JOHNSTON:  Dr.  Prioleau. 

1)R.  PRIOLEAU:  Thank  you  Dr.  Lynch. 

This  will  be  very,  very  brief,  and  very  much  to  the 
point,  there  are  only  one  or  two  principles.  We  ap- 
peared before  the  Reference  Committee  and  things 
were  discussed  in  a great  deal  more  detail.  Now,  what 
precipitated  this,  as  one  thing,  first  of  all  it  is  in  an 
economic  factor,  certainly  there  is  no  professional 
factor,  now,  and  I trust  that  none  will  develop.  We  do 
know  that  in  different  parts  of  the  country  such  pro- 
fessional problems  have  arisen,  but  we  have  none  in 
mind,  certainly  no  major  ones  in  mind.  Suppose  we 
dismiss  that  phase  of  it.  At  present  we  are  concerned 
principally  with  the  economic  situation.  The  Medical 
College  Hospital  is  supported  to  a great  extent,  I don't 
know  the  figures,  but  by  an  appropriation  by  the  Legis- 
lature. This  places  it  in  a class  or  in  a position  where 
it  is  not  subject  to  the  usual  economic  restrictions  of 
hospitals  which  are  dependent  almost  solely,  if  not 
solely,  upon  the  services,  fees,  etc.,  from  patients. 

Now  locally,  we  feel  very  keenly  that  the  Medical  Col- 
lege Hospital  is  offering  a type  of  competition  which  is 
felt  locally.  Roper  Hospital  can't  meet  it,  I don't  think, 
alone,  and  it  is  bound  to  affect  other  institutions  in 
the  state,  such  as  raising  patients  charges,  etc.  Now 
we  don't  look  upon  this  as  a local  problem,  entirely, 
we  think  that  it  is  going  to  affect  the  whole  state  and 
it  can  even  affect  the  whole  section.  We  think,  as  a 
matter  of  principle,  that  there  is  no  one  institution, 
organization  or  group  that  should  be  absolutely,  and 
almost,  if  not  absolutely,  independent  of  the  medical 
profession  as  a whole,  even  in  an  economic  manner. 
Now,  the  resolution,  as  offered  was  probably  rather 
—well,  if  this  goes  on  we  think  it  will  do  nothing  but 
lower  the  standards  of  hospital  care  in  the  hospitals  in 
the  community;  it  will  lower  the  standards  of  patient 
care,  and  we  attribute  all  of  this  to  the  fact,  and  it  is 
a very  nice  motive,  to  the  fact  that  the  Medical  Col- 
lege being  particularly  and  almost  solely  interested  in 
its  own  expansion  program  and  to  a great  extent  to 
the  exclusion,  and  certainly  from  an  economic  stand- 
point, to  the  exclusion  of  the  welfare  of  other  hos- 
pitals. 

Now,  it  is  a side  issue  but  it’s  still  a most  important 
issue.  The  Roper  Hospital  houses  the  indigent  patients 
which  serve  as  a basis  for  teaching  and  as  a basis  for 
residency.  The  Roper  Hospital  is  trying  very  hard  to 
continue  to  hold  those  indigent  patients  for  use  for 
teaching  purposes  — and  I don't  state  this  that  there 
are  strong  sentiment  on  the  part  of  some  of  the  Roper 
authorities  that  the  Roper  should,  as  they  express  it, 
get  out  of  the  indigent  patient  business  and  that  what 
would  happen,  we  don’t  know,  but  still  we  don't  think 
the  Medical  College  can  take  them  over  or  wants  to 
take  them  over. 

So,  we  are  trying  to  keep  Roper  running  and  at  the 
same  time  to  save  other  hospitals  from  undue  com- 
petition — but  particularly,  not  only  for  the  college 
but  particularly  for  community  services,  and  we  think 
the  welfare  of  the  community  and  the  health  of  the 
state  in  general  is  more  important  than  any  single 
institution. 

Now,  there  was  no  idea  of  any  unpleasant  implication, 
connotation,  certainly  not  from  any  professional  stand- 
point. There  is  no  question  at  all  about  that.  And  we 
would  feel  that  if  any  feeling  resulted  from  bringing 
this  up,  it  would  be  quite  unfortunate,  certainly  we 
have  no  intentions  of  having  any  feelings  about  it,  so 
we  are  very  glad  to  make  only  one  point  and  that  one 
point  is  that  we  think  there  should  be  some  official 
connection,  some  liaison  connection  between  the  Medi- 
cal College,  this  is  a state  or  state  supported  institution 
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and  the  South  Carolina  Medical  Association,  and  as 
I see  it,  is  the  go-between,  it  is  the  go-between  the  pro- 
fession and  the  public,  medical  institutions  and  the 
public,  not  only  the  individual.  And  so,  we  would  be, 
as  it  were,  agreeable,  we  would  after  further  discussion 
suggest  changing  the  motion  to  that  of  a liaison  com- 
mittee. 

It  would  read  as  follows:  “That  there  be  established 
a Medical  College  liaison  committee  of  the  South  Caro- 
lina Medical  Association  to  be  appointed  by  the  Presi- 
dent and  to  be  composed  of  eleven  (11)  members,  three 
from  the  first  district,  one  from  each  other.  This  com- 
mittee is  to  confer  at  intervals  with  representatives  of 
the  College  to  assure  that  the  Medical  College  and  the 
South  Carolina  Medical  Asociation  work  together  for 
the  public  welfare.” 

Now,  Dr.  Lynch  and  I discussed  this  once  before.  As 
a matter  of  fact  I have  a letter  from  Dr.  Lynch  before 
me  in  which  after  1 returned  from  the  A.  M.  A.  meet- 
ing I gave  Dr.  Lynch  the  documents  and  connection 
and  all  of  the  resolutions  passed  by  the  A.  M.  A.  and 
for  which  I received  a very  nice  letter  thanking  me 
and  stating  that  the  policy  of  the  Medical  College  was 
well  in  line  — he  was  not  aware  of  any  exception  ex- 
cept possibly  one  and  that  was  the  establishment  of  an 
official,  say  a definite  liaison  committee.  I know'  it  is 
not  fair  to  read  a letter  out  of  context:  there  is  a letter, 
and  I certainly  wouldn’t  want  to  do  that,  and  he  sug- 
gested a Committee  on  Medical  Education.  This 
committee,  as  I understand  it,  was  not  in  existence 
when  the  Constitution  and  By-Laws  of  the  whole  com- 
mittee set-up  was  changed  some  two  years  ago,  that 
committee  was  not  contingent.  There  is  now  a Com- 
mittee on  the  American  Education  Foundation  and  in 
replying  to  Dr.  Lynch  I told  him  I didn’t  think  that 
particular  committee  w’as  set  up  for  that  particular  pur- 
pose and  so  — Mr.  Chairman,  if  there  is  no  objection 
I would  like  to  change  that  resolution  to  the  one 
which  has  just  been  read  "that  there  be  established  a 
liaison  Committee  of  the  South  Carolina  Medical  As- 
sociation to  confer  at  intervals. 

(Dr.  Prioleau  w'as  interrupted,  from  the  floor,  and  re- 
minded there  was  a motion  before  the  House.) 

Mr.  President,  will  you  rule  on  that? 

THE  CHAIR:  You  can  make  an  amendment  to  that 
motion,  but  not  a new  motion. 

DR.  PRIOLEAL:  Mr.  President,  I restate,  1 trust  ac- 
cording to  parliamentary  form,  I make  a substitute 
motion.  First  let  me  know  what  the  motion  is  before 
the  House? 

THE  CHAIR:  The  motion  before  the  house  is  to  adopt 
the  motion  made  by  Dr.  Miller’s  Committee  that  the 
liaison  committee,  or  the  committee  to  act  between  the 
Medical  College  and  the  South  Carolina  Medical  Aso- 
ciation be  rejected. 

DR.  PRIOLEAL:  The  motion  is  that  a portion  of  that 
resolution  be  — this  makes  it  a little  difficult  but  I 
think  a substitute  motion  is  still  in  order,  it  is  still  in 
line,  it  is  still  in  the  thought,  and  I make  this  as  ? 
substitute  motion  that  "that  this  resolution,  as  just 
read,  be  adopted”. 

THE  CHAIR:  I am  afraid.  Dr.  Prioleau  that  that  isn’t 
in  order.  We  can  act  on  the  original  motion,  first,  and 
then  have  a new  motion  or  a substitute  motion. 

DR.  PRIOLEAL:  My  discussion  is  ended  and  we  will 
let  it  go,  from  here. 

DR.  EDWARD  PARKER  (Recognized):  I believe  it 
is  in  order  — Dr.  Prioleau’s  motion  is  in  line  with  this 
whole  report,  and  to  clear  the  floor  if  it  is  agreeable 
with  the  Chair  it  would  be  in  order  to  vote  to  table 
Dr.  Miller's  motion  to  allow  further  discussion  and  the 
introduction  of  a substitute  motion,  which  can  then  be 
discussed. 

THE  CHAIR:  You  so  move  that  Dr.  Miller's  motion 
be  tabled? 


1)R.  LYNCH  (Recognized):  Mr.  Chairman,  I rise  to  a 
point  of  order.  Before  the  motion  is  tabled  I wish  to 
first  be  allowed  to  discuss  the  first  motion. 

DR.  CAIN:  Dr.  Lynch,  will  you  yield  to  me  for  a min- 
ute before  you  start  — I will  give  it  back  to  you,  1 
promise. 

DR.  LYNCH:  With  pleasure. 

DR.  CAIN  (Recognized):  Gentlemen,  I think  that  we 
have  got  a problem  before  us  that  we  should  consider 
verv  carefully.  I know  we  all  realize  how  much  the 
Medical  College  means  to  us  and  how  hard  we  worked 
to  get  it.  I know  we  also  realize  that  the  motive  behind 
this  motion  is  not  a personal  one,  not  a professional 
one,  it  is  an  honest  expression,  the  same  as  was  the 
opposition,  referred  to  by  Dr.  Pitts,  several  years  in 
opposition  to  the  Medical  College.  I do  not  believe  we 
should  find  ourselves  in  the  position  of  taking  sides 
either  for  or  against,  which  seems  to  be  the  tendency 
in  the  present  discussion.  Certainly  the  South  Carolin 
Medical  Association  in  all  aspects,  from  Greenville  to 
Charleston,  should  be  in  close  association  with  the 
Medical  College. 

In  my  position  as  secretary  of  the  Alumni  Association 
I happen  to  know  that  in  the  alumni  meeting  today  Dr. 
Lynch  had  chosen  as  his  subject  this  same  thing  that 
we  are  discussing  today,  before  the  motion  of  yesterday 
ever  came  up.  I think  that  we  already  have  done  the 
Medical  Association  and  the  Medical  College  some 
harm  by  the  introduction  of  this  motion  yesterday, 
since  is  has  appeared  in  the  daily  press  and  its  intention 
might  be  misconstrued. 

1 would  like  to  recommend  to  you  that  at  the  conclu- 
sion of  our  vote  on  the  motion  that  we  consider 
deferring  this  whole  situation.  I have  a feeling  that 
Dr.  Lynch  will  invite  the  Medical  Association  to  come 
in  and  to  find  out  and  maybe  a committee  can  be  set 
up  or  a group  can  be  set  up  which  can  report  to  us  at 
our  next  meeting.  I think  at  this  time  it  should  be  de- 
ferred and  I am  in  favor  of  the  motion  as  submitted  by 
the  Reference  Committee. 

THE  CHAIR:  Dr.  Lynch. 

DR.  KENNETH  LYNCH  (Recognized):  Mr.  President, 
members  of  the  South  Carolina  Medical  Association, 
I almost  asked  to  withdraw  my  position  on  the  floor 
after  Dr.  Cain’s  remarks.  He  has  said  in  few  words, 
which  is  best,  the  most  of  what  I wanted  to  say.  I have 
approached  this  subject  here,  under  the  circumstances, 
with  considerable  hesitancy.  At  first  I was  somewhat 
surprised  by  the  introduction  of  the  resolution  yes- 
terday, about  which  I had  heard  no  consideration  be- 
fore, perhaps  that  was  one  of  the  points  which  was  of 
importance  in  my  consideration,  but  I had,  as  Dr. 
Cain  has  already  told  you,  tried  to  prepare  something 
to  say  along  this  line  to  the  Alumni  Association  lunch- 
eon meeting  today  assuming  that  I might  have  the 
opportunity  to  say  something  there. 

I have  the  main  objection  to  the  course  this  meeting 
has  been  launched  upon  and  has  taken.  I am  de- 
pressed that  what  Dr.  Cain  said  is  true,  that  the  way 
in  which  this  has  come  about  has  already  done  harm. 
I am  not  at  liberty  to  relate  to  you  an  item  which  has 
just  come  before  the  department  and  which  nobody 
knows  anything  about  except  me.  It  has  already  done 
more  harm  than  even  Dr.  Cain  knows  about.  Now,  the 
reason  for  that  is  not  the  intent,  as  Dr.  Prioleau  says, 
himself,  and  I am  glad  he  removed  that  part  of  t lie 
question  at  least  for  discussion  here,  but  I shall  men- 
tion it  to  try  to  clear  the  matter  a bit.  This  has  no  part 
of  a question  about  any  professional  activity  at  the 
Medical  College  and  is  entirely  an  economic  matter. 
Well,  unfortunately  economic  matters  become  tangled 
up  with  everything  else  nowadays,  especially  when  the 
party  concerned  in  the  question  of  economics  has  such 
widespread  relations  as  the  Medical  College  has  and 
as  the  Medical  Association  also  has. 
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I am  sure  there  was  no  cause  to  raise  a question  of 
correctness  of  procedure  but  the  mere  making  of  tire 
charge,  which  I think  went  into  public  press,  if  I am 
not  mistaken,  that  the  Medical  College,  as  I under- 
stood the  word  yesterday,  had  pulled  away  from  the 
medical  profession.  Dr.  Prioleau  changed  his  word  or 
correct  meaning,  of  what  was  used,  withdrawn.  It  is  the 
same  meat  and  meaning.  It  constitutes  a charge  that  the 
Medical  College  has  withdrawn  from  its  historic,  com- 
plete, harmonious  relations  with  the  South  Carolina 
Medical  Asociation. 

That  is  the  harm  and  at  this  particular  moment,  yes- 
terday and  today,  during  these  days,  is  when  that  could 
have  and  did  do  harm.  Now,  what  I shall  say,  if  I keep 
my  mind  on  that  subject,  at  the  Alumni  Association, 
I can't  make  my  talk  here,  will  recall  the  historic  re- 
lations and  particularly  in  the  1940’s  when  without 
this  Association  the  Medical  College  was  and  would 
have  remained  helpless,  and  this  Association  in  its 
confidence  and  in  its  trust  in  the  development  of  a 
proper  medical  educational  research  and  service  center 
of  South  Carolina,  virtually  unanimously  responded 
and  is  the  creditable  agent  in  where  we  have  arrived 
today.  Now,  there  has  been  here  with  us  a form  of  in- 
ertia for  an  era  between  the  time  of  enthusiastic  com- 
paigning  and  the  time  of  maturing  the  top  of  that 
phase  of  campaigning.  There  has  been  something  of  a 
period  of  inertia.  During  that  same  period  the  time 
and  trouble  which  all  of  us  feared,  all  of  us  who  are 
interest  in  this  subject  in  South  Carolina,  and  that 
is  my  only  interest  in  it,  is  in  South  Carolina,  we  are 
all  aware  that  the  happening  of  things,  which  may 
not  have  had  any  more  intention  than  this  occurrence 
did,  have  caused  most  serious  and  endless  troubles  be- 
tween the  medical  profession  and  medical  schools  in 
almost  every  state  in  the  Union  and  particularly  in 
the  South.  Now,  we  are  credited  with  having  carried 
our  affairs  on  in  such  a way  that  we  have  avoided  that. 
Now,  we  must  undertake  to  continue  to  avoid  it  and 
we  have  to  develop  the  program  of  avoidance  care- 
fully,  cautiously  and  with  all  of  us  in  full  considera- 
tion and  in  cooperation. 

Therefare,  I hope  that  the  motion  to  reject  this  ques- 
tion, altogether,  at  this  time  will  prevail.  It  is  a serious 
thing  at  this  moment  and  I can  assure  you  that  the 
authorities  of  the  Medical  College,  as  Dr.  Pitts,  Chair- 
man of  the  Board  has  already  expressed,  and  as  far 
as  1 am  concerned  that  the  Medical  Association  will 
be  invited  in  a form  which  will  cast  no  reflection  on 
either  the  Association  or  medical  education  in  South 
Carolina. 

THE  CHAIR:  Thank  you  Dr.  Lynch. 

(A  delegate  called  for  the  question.) 

THE  CHAIR:  Any  further  discussion? 

(Delegate)  I would  like  to  ask  a question,  what  are 
these  economic  factors  that  they  are  talking  about? 
I am  afraid  I don't  know  very  much  about  it. 

THE  CHAIR:  Dr.  Prioleau,  will  you  answer  the  ques- 
tion? 

DR.  PRIOLEAU:  May  I ask  Dr.  Parker,  vice-chairman 
of  the  Board  of  Commissioners  of  the  Roper  Hospital 
or  Dr.  Siegling,  also  on  the  Board  of  Commissioners  or 
Dr.  Hanckel  to  answer  that. 

THE  CHAIR:  Dr.  Siegling,  will  you  answer  that  or 
Dr.  Parker? 

DR.  SIEGLING:  Dr.  Parker  is  vice-chairman,  I would 
like  him  to  give  that. 

DR.  EDWARD  PARKER  (Recognized):  1 believe  the 
direct  question  is,  what  are  the  economic  factors  in- 
volved? At  the  moment  the  economic  factors  involved 
are  the  salaries  to  be  paid  nurses  and  the  ancillary 
personnel.  As  I understand  it,  the  Medical  College  is 
proposing  or  actually  increasing  the  salary  of  nurses, 
which  is  going  to  make  it  difficult  for  hospitals  in  the 
region,  and  by  that  including  the  low  country,  prob- 
ably, and  in  the  state  of  South  Carolina,  to  possibly 


retain  some  of  its  personnel  and  maintain  the  high 
standards  which  they  have  tried  to  keep  in  force.  I be- 
lieve that  is  the  chief  economic  factor  involved  right 
now. 

Now,  I would  like  to  say,  in  addition  to  the  answer 
to  that  question— that  in  the  eyes  of  those  of  whom 
this  resolution,  as  originally  introduced— is  a purpose 
of  strengthening  the  lies  between  the  medical  profession 
and  medical  colleges,  our  medical  college  in  particular. 
After  all,  the  people  who  introduced  it,  so  to  speak, 
Dr.  Prioleau  has  been  on  the  stall  of  the  Medical  Col- 
lege for  some  years.  1 think  that  the  Medical  College 
has  its  definite  reasons  for  advocating  this  increase 
in  the  salaries  which  will  make  it  difficult  for  other  hos- 
pitals or  institutions  in  the  region;  1 think  it  had  its 
reasons.  1 think  if  such  a committee  were  in  exist- 
ence—I will  not  discuss  the  size  or  the  other  factors— 
that  matters  such  as  that  affecting  the  economy  of  the 
region,  as  a whole,  could  be,  threshed  out  fully,  and 
that  the  position  of  the  Medical  College  possibly 
strengthened,  rather  than  weakened. 

I assure  you,  gentlemen,  that  I hope  you  are  as  fasci 
nated  in  this  discussion  as  I am,  and  so  I will  turn  it 
over  to  someone  else.  Thank  you. 

1 HE  CHAIR:  Thank  you.  Dr.  Parker.  Is  there  any 
further  discussion? 

(Delegate  from  the  floor):  I move  the  previous  ques- 
tion. 

(Another):  Call  for  the  question. 

THE  CHAIR:  We  will  now  have  the  vote  on  the 
original  motion.  Is  everybody  ready  for  the  question? 
All  in  favor  of  the  Committee’s  report  rejecting  that 
part  of  the  report  will  please  stand.  (Dr.  Ravenel. 
Chief  teller,  counts.)  Be  seated. 

All  opposed,  will  please  stand.  (Only  a few  stood). 

The  ayes  have  it,  the  motion  is  carried. 

I will  turn  the  Chair  back  to  the  President,  Dr.  Prio- 
leau. 

DR.  PRIOLEAU  (Resumes  the  Chair.) 

THE  CHAIR:  The  next  order  of  business  is  contin- 
uing of  the  report  of  the  Reference  Committee  on  Re- 
ports of  Council  and  Officers,  Dr.  Ben  Miller,  Chair- 
man. 

DR.  MILLER:  The  next  report  is  that  of  the  Secretary, 
Dr.  Robert  Wilson.  The  committee  took  cognizance  of 
the  excellent  work  in  the  report  of  Dr.  Wilson.  There 
is  no  point  that  was  controversial.  The  only  point  that 
needs  technical  assistance  in  the  terms  of  an  amend- 
ment to  the  constitution  was  referred  to  the  appropriate 
committee,  that  being  the  matter  of  taking  $5  out  of 
the  dues,  or  some  appropriate  amount  each  year  to 
pay  for  a permanent  home  for  the  society.  So  that  will 
not  be  voted  on  in  this  part  of  the  report.  The  report 
in  general  which  does  not  call  for  any  clearance  is 
accepted  and  I would  like  to  so  move. 

THE  CHAIR:  You  have  heard  the  motion  that  the 
report  of  the  secretary  be  approved.  Is  there  any  dis- 
cussion? If  not  it  stands  approved. 

Is  there  anything  further.  Dr.  Miller? 

DR.  MILLER:  The  report  of  Dr.  Howard  Stokes,  the 
Treasurer's  Report  is  received  and  should  be  recorded. 
This  committee  not  being  an  auditing  committee,  we 
would  not  be  in  a position  to  say  accept  the  report, 
but  record  for  reference,  and  I so  move.  (Treasurer’s 
Report  marked  "12"). 

THE  CHAIR:  Is  there  any  objection?  Any  discussion? 
If  not  that  stands  approved. 

1)R.  MILLER  (Com.).  Doctor  Waring's  report  as  edi- 
tor of  the  Journal  is  recorded.  It  is  an  excellent  pub- 
lication, it  is  appreciated  by  the  committee  and  the 
society  in  general  and  we  vote  that  his  report  be 
accepted. 

THE  CHAIR:  Is  there  any  discussion?  Is  there  am 
objection,  if  not  the  part  of  the  report  is  approved. 
I)R.  MILLER  (C.ont.).  The  last  report  is  that  of  Dr. 
Cain,  on  the  Council  Report,  and  many  points  were 
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brought  out  in  the  report,  item  by  item  and  referred 
to  the  appropriate  committee  for  decision.  The  report, 
which  was  a progress  report  recording  certain  action, 
not  referred  to  other  committees,  was  accepted  by  our 
committee  and  we  move  it  so  be  accepted. 

THE  CHAIR:  Is  there  any  discussion?  If  not  this  part 
of  the  report  is  accepted.  Is  there  any  further  report, 
Dr.  Miller? 

I)R.  MILLER:  That  is  all  and  I would  like  to  thank  the 
committee  serving  with  me. 

THE  CHAIR:  Thank  you.  Dr.  Lesesne  Smith  (Recog- 
nized): 

DR.  LESESNE  SMITH:  Gentlemen,  if  there  is  any- 
thing that  we  need,  when  facing  the  public  and  legis- 
lation, it  is  unity  among  our  own  ranks.  Now,  what 
was  brought  up  was  for  the  good  of  everyone,  I am 
sure,  from  everyone’s  standpoint  they  were  talking  for 
the  good  of  medicine  and  for  the  good  of  the  state. 
Now,  as  certain  information  has  reached  the  press  and 
certain  information  has  reached  the  legislature,  I am 
told,  I would  like  to  make  a motion  that  we  commend 
Dr.  Lynch  for  what  he  is  doing  for  medical  education 
in  South  Carolina. 

THE  CHAIR:  You  have  heard  the  motion  made  by  Dr. 
Lesesne  Smith.  (Several  seconds  from  the  floor). 
Is  there  any  discussion  of  the  motion?  If  not  are  you 
prepared  for  the  motion?  (The  vote  was  taken,  it  was 
unanimous,  none  voting  no).  The  ayes  have  it  and  it  is 
so  ordered  and  the  secretary  will  please  take  note. 
Is  it  part  of  Dr.  Lesesne  Smith’s  motion  that  it  be 
given  to  the  press? 

Dr.  Smith:  Yes. 

DR.  BLACK  (Recognized):  Was  that  a unanimous 
vote? 

THE  CHAIR:  Yes. 

DR.  BLACK:  I would  like  to  make  a motion  that  the 
Chair  be  instructed  to  cast  a unanimous  ballot. 

THE  CHAIR:  You  have  heard  Dr.  Black’s  motion,  is 
there  any  discussion  of  that?  If  not  and  there  is  no 
objection  the  vote  is  unanimous.  Thank  you  Dr.  Black. 
DR.  EDWARD  PARKER  (Recognized):  Would  it  be 
in  order  that  that  be  given  to  the  press  or  will  that 
be  done  automatically? 

THE  CHAIR:  I think  that  was  a part  of  the  motion 
of  Dr.  Lesesne  Smith,  that  it  be  given  to  the  pres. 
DR.  LESESNE  SMITH:  (Referring  to  correspondent  in 
the  room)  I think  he  is  up  to  using  his  own  judgment. 
THE  CHAIR:  That  would,  under  ordinary  condi- 
tions be  left  to  the  Chairman  of  Council  and  to  the 
Public  Relations.  In  less  there  is  some  objection  to 
that. 

Now,  to  continue  the  same  order  of  busincs,  we  will 
take  up  the  report  of  the  Reference  Committee  on 
Amendments,  Constitution  and  By-Laws,  Dr.  O.  B. 
Mayer,  Chairman.  Dr.  Mayer 

DR.  O.  B.  MAYER:  Mr.  President,  members  of  the 
association,  the  reference  committee  on  Constitution 
and  By-Laws,  composed  of  Dr.  Pettit,  Dr.  J.  I).  White- 
head, Dr.  H.  M.  Eargle,  Dr.  William  Hunter  and  my- 
self as  chairman,  carefully  considered  all  matters  re- 
ferred to  it  and  makes  the  following  recommendations: 

I 'he.se  recommendations  will  only  affect  by-laws  and 
therefore  they  could  be  enacted  today  by  a two-thirds 
vote.  (Reading). 

I.  The  resolution  of  Dr.  Hanckel,  as  regards  the 
addition  of  a second  vice-president,  was  disapproved, 
the  committee  believing  that  the  present  set-up  is 
satisfactory.”  I therefore  move,  Mr.  President  that  the 
recommendation  of  Dr.  Hanckel  not  be  approved. 

I HE  CHAIR:  Is  there  a second  to  that  motion? 

(The  motion  was  seconded  by  Dr.  Charles  Wyatt.) 

I HE  CHAIR:  Is  there  any  discussion  of  that  motion? 
If  not,  those  in  favor  of  it  say  "aye”.  (The  vote  was 
unanimous).  The  ayes  have  it  and  it  is  so  ordered. 
DR.  MAYER  (Continuing)  (Reading). 

‘2.  The  resolutions  proposed  by  Dr.  Robert  Wilson 


regarding  a fund  for  a permanent  home  and  from 
Council  as  regards  an  increase  in  dues  and  contribu- 
tions to  the  Educational  Fund  were  acted  upon  favor- 
ably, as  follows: 

That  the  annual  dues  be  increased  by  $15  and  that  con- 
tributions to  the  A.  M.  E.  F.  be  $10.00. 

The  by-laws  then  would  be  amended  to  read  as  folows: 
CHAPTER  X,  Sec.  1.  Annual  dues  for  members  in  the 
association  shall  be  changed  to  $35.00,  of  which  $3.00 
shall  be  for  a subscription  to  the  Journal  of  the  Asso- 
ciation and  $5.00  per  member  be  set  aside  in  a fund 
for  a permanent  building  program,  to  be  used  at  the 
discretion  of  Council  in  the  future. 

The  treasurer  of  the  association  shall  bill  for  and  col- 
lect at  the  same  time  with  the  annual  dues  an  addi- 
tional sum  of  $10  from  each  member  of  the  Associa- 
tion. This  amount  is  to  be  ear-marked  as  a contribution 
to  the  A.  M.  E.  F.,  according  to  the  doctor’s  instruc- 
tion, and  is  to  represent  a voluntary  contribution  and 
not  a compulsory  portion  of  Association  dues.” 

Mr.  Chairman,  I move  the  adoption  of  this  report. 
THE  CHAIR:  Is  it  the  desire  of  the  house  to  con- 
sider this  portion  of  the  report  as  a whole?  Hearing 
no  objection— is  there  a second  to  the  motion.  (Several 
seconds  were  made).  Is  there  any  discussion?  Dr.  Park- 
er (Recognized): 

DR.  PARKER:  May  I ask  if  the  A.  M.  E.  F.  has  any 
other  way  of  collecting  contributions  other  than  through 
the  State  Medical  Association  Treasurer? 

THE  CHAIR:  Dr.  Cain,  may  I ask  you  to  answer  that 
question? 

DR.  CAIN:  I would  like  to  say  that  they  do,  definitely. 
Now,  the  reason  for  this  suggestion  is  that  those  means 
have  not  been  satisfactory.  I think  that  as  a point  of 
clarification  we  should  realize  that  the  A.  M.  E.  F.  fund 
is  a fund  of  ten  million  dollars,  eight  million  dollars 
of  that  is  dumped  into  our  laps  by  private  industry, 
assuming  that  we  are  going  to  raise  the  additional  of 
two  million  dollars.  Well,  we  haven’t  been  able  to  do 
it.  Now,  if  we  were  to  assess  every  member  of  the 
South  Carolina  Medical  Association  and  every  mem- 
ber of  the  American  Medical  Association  $10,  and  if 
we  could  collect  it  we  would  still  have  only  one  and 
a half  million  dollars  of  the  two  million.  It  is  a simple 
matter  of  arithmetic.  Now,  wfiat  other  little  dribble 
comes  in  from  other  sources  might  make  up  the  five 
hundred  thousand  ($500,000). 

Now,  prior  to  the  last  year  or  so  the  American  Medical 
Association  has  had  a surplus  in  their  funds  which  they 
have  donated  to  help  our  pittance  not  look  quite  so 
small.  But  we  are  in  very  definite  danger  of  having 
the  eight  million  dollars,  now  given  us,  taken  away 
from  us  because  of  our  lack  of  interest. 

Now,  you  might  say,  what  the  heck  good  is  it?  I don’t 
know  of  any  other  place  in  the  world  where  you  can 
put  in  $10  and  get  $40  or  $50  back.  Now,  just  how 
that  will  come  back  is  somewhat  in  this  fashion.  If 
you  donate  $10  to  the  A.M.E.F.  you  have  the  privilege 
of  naming  the  institution  to  which  you  wish  it  sent. 
Of  course,  we  realize  that  all  doctors  in  the  medical 
Association  are  not  members  or  are  not  graduates  of  the 
Medical  College  of  South  Carolina  therefore  it  is  their 
privilege  do  designate  when  they  make  this  contri- 
bution where  they  want  it  sent.  If  they  want  it  sent  to 
the  Medical  College  of  South  Carolina,  why  that  is 
good.  If  they  want  it  sent  to  their  own  college,  that  is 
good— if  they  want  it  sent  anywhere  else  that  is  their 
privilege. 

Now,  when  we  make  the  donation,  this  way,  through 
the  A.M.E.F.  our  $10  goes  to  the  A.M.E.F.  presumably 
it  is  earmarked  to  go  to  our  medical  college,  it  will  be 
matched  through  A.M.E.F.  funds,  whether  the  match- 
ing is  100  per  cent  or  70  per  cent  it  depends  on  the 
policy  which  varies  from  time  to  time.  However,  when 
it  gets  to  the  Medical  College  it  will  be  increased 
definitely,  probably  doubled.  Out  of  the  additional 
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$10,000,000  and  out  of  other  funds  which  work  in  con- 
junction with  A.M.E.F.,  the  medical  colleges  over  the 
country  are  annually  allotted  other  sums  to  help  in 
their  work  which  this  donation  will  in  no  wise  effect. 
In  other  words,  if  we  give  this  donation,  and  believe 
me,  and  believe  any  of  the  other  fellows  among  you 
who  tried  to  collect  this  ten  bucks  from  you,  we  just 
can’t  do  it  unless  we  do  it  like  this.  Now,  in  making  it 
a part  of  the  by-laws  we  hope  you  will  pay  it  along  with 
your  dues.  Realizing  that  some  people  don't  go  along 
with  it,  for  various  reasons,  we  don’t  want  to  cause 
dissension  by  making  it  compulsory.  It  is  a voluntary 
contribution.  That  may  be  the  wrong  way  to  do  it. 
maybe  we  should  take  it  but  when  you  understand  the 
spirit  of  the  thing  and  the  profit  to  ourselves,  as  doc- 
tors, certainly  we  owe  something  to  our  alma  mater. 
Whatever  position  that  most  of  us  hold  in  our  com- 
munity, and  whatever  personal  wealth  we  have  ac- 
cumulated, we  owe  more  or  less  directly  to  medicine. 
Some  of  us  are  fortunate  enough  to  maybe  have  other 
means  of  making  a living  but  most  of  us  owe  a very 
definite  depth  of  gratitude  to  our  medical  college, 
whether  it  is  Charleston  or  whether  it  is  somewhere 
else  and  certainly  we  should  not  worry  about  a measly 
ten  bucks,  particularly  when  your  internal  revenue 
man  is  going  to  cut  it  down  to  a contribution  of  $5 
or  $6.  I certainly  hope  that  you  will  go  along  with  that 
recommendation. 

THE  CHAIR:  Thank  you  Dr.  Cain.  It  appears  to  the 
Chair  that  this  subject  could  be  better  broken  down 
into  two  sections  and  if  there  is  no  objection  the  first 
part  of  the  discussion  will  be  on  the  raising  of  dues 
and  the  second  part  on  the  other— is  that  satisfactory, 
Dr.  Mayer? 

DR.  MAYER:  Yes,  sir. 

THE  CHAIR:  Now,  the  floor  is  open  to  that  part  of  the 
discussion  which  will  be  considered  separately,  the 
raising  of  the  dues— will  you  kindly  restate  that  sec- 
tion, Dr.  Mayer? 

DR.  MAYER:  CHAPTER  X,  Sec.  I.  “Annual  dues  for 
members  in  the  association  shall  be  changed  to  $35.00 
of  which  $3.00  shall  be  for  a subscription  to  the 
Journal  of  the  Association  and  $5.00  per  member  be 
set  aside  in  a fund  for  a permanent  building  program, 
to  be  used  at  the  discretion  of  Council  in  the  future." 
Mr.  President,  I would  like  to  make  this  additional 
clarification,  if  I may.  The  present  reading  in  the 
Constitution  covers  the  $3.00  for  the  subscription  to  the 
Journal.  The  $5  is  added  for  the  permanent  home. 
It  is  an  actual  fact  the  dues  are  only  being  increased 
$10.00  because  the  $5.00  will  be  set  aside  and  will  not 
be  spent  at  this  time,  it  will  be  used  as  a fund  in  the 
future  to  build  a home  which  is  needed  for  this  in- 
stitution. 

THE  CHAIR:  Is  there  any  discussion  of  this  section. 
(Delegate  from  the  floor)  Call  for  the  question. 

DR.  NORMAN  O.  EADDY  (Sumter)— recognized: 

Mr.  President,  Gentlemen  of  the  House,  this  is  a matter 
which  our  bi-county  societies  have  considered  at  some 
length  and  I think  it  might  be  well  if  we  bore  in  mind, 
that  with  the  exception  of  myself,  most  of  you  here, 
and  you  are  delegates,  you  are  an  older  group  who  have 
set  aside  more  or  less  a good  bit  of  money.  There  are 
members  in  the  various  and  sundry  county  medical 
societies  who  are  not  as  well  off  as  most  of  you.  Per- 
sonally I can  scrape  around  and  get  this  money  with- 
out making  and  undue  hardship  on  myself  but  I am 
not  speaking  for  myself.  I have  been  notified  the  con- 
census of  opinion  in  Sumter  and  Clarendon  counties 
is  to  go  on  record  to  oppose  any  increase  in  the  state 
Medical  Society  dues  unless  Council  feels  it  is  of  ex- 
treme urgency  and  then  they  will  go  along,  if  neces- 
sary with  a $5.00  increase,  and  if  it  is  absolutely  neces- 
sary, with  a $10.00  increase  in  state  dues.  (Laughter) 
Now,  that  is  the  sentiment  of  the  Sumter  and  Clare- 
don  County  Medical  Societies  and  while  they  are  not 


active,  it  is  largely  the  concensus  of  Lee  County.  And 
I believe  if  you  will  consider  the  feelings  of  your 
county  society  members  and  not  of  you  as  individuals 
who,  as  a rule  are  more  successful— you  will  find  the 
majority  of  the  members  of  the  South  Carolina  Medi- 
cal Association  are  not  in  favor  of  increasing  the  dues 
for  putting  anything  aside  for  a permanent  building, 
realizing  many  of  the  doctors  don’t  have  a permanent 
building  of  their  own.  So,  I would  urge,  out  of  respect 
to  the  county  medical  society  members  of  South  Caro- 
lina that  before  we  increase  dues  any,  or  over  $5.00,  or 
if  Dr.  Cain  anti  Council  says  it  is  that  urgent,  over 
$10.00  that  we  go  back  home  and  consult  with  our 
county  medical  society  members  and  get  their  views 
in  the  matter.  Because,  if  you  raise  the  dues  as  they 
are  proposed  now,  in  our  county  the  dues  will  be 
$105.00,  including  the  $10  for  the  medical  fund.  And 
I would  urge  you  please,  if  we  want  harmony  to  reign 
when  we  go  back  to  the  so-called  "grassroots”  if  you 
can  find  any  recommendation  to  a raise  it  would  be 
not  to  exceed  a maximum  of  $10  and  possibly  $5. 
THE  CHAIR:  Thank  you  Dr.  Eaddy.  Any  further  dis- 
cussion? Any  further  discussion  of  this  first  recom- 
mendation on  raising  the  dues,  as  stated  by  Dr.  Mayer? 
DR.  CAIN:  May  1 answer  the  question  as  to  Council, 
if  you  would  like  me  to? 

THE  CHAIR:  Y es,  Dr.  Cain,  please  answer  it. 

DR.  CAIN:  Gentlemen,  just  so  that  you  can  vote  in- 
telligently on  this  question  I would  tell  you  that  Coun- 
cil says  there  is  an  extreme  emergency  and  what  we 
have  got  to  have  ten  bucks.  (Laughter) 

DR.  EADDY:  We  will  go  along  with  the  ten  bucks. 

THE  CHAIR:  Is  that  a sufficient  answer? 

(Call  for  the  question) 

THE  CHAIR:  Is  there  any  further  discussion?  Are  you 
ready  for  the  question  on  the  first  section  as  read  by 
Dr.  Mayer.  The  motion  is  on  the  approval  of  the 
(irst  section  of  the  recommendation  concerning  the 
raising  of  dues.  The  motion  is  to  approve  that. 

DR.  EADDY:  Is  that  to  $15.00? 

THE  CHAIR:  Yes. 

DR.  EADDY:  Then  I would  like  to  offer  an  amend- 
ment that  the  State  Medical  Association  dues  be  in- 
creased $10.00  in  place  of  the  $15.00  recommended. 
THE  CHAIR:  Is  there  a second  to  that  amendment 
(It  was  seconded).  It  was  seconded  and  that  amendment 
is  open  for  discussion.  Any  discussion?  If  not  are  you 
ready  to  vote  for  that  amendment,  that  amendment 
changes  the  motion  to  $10.  Those  in  favor  say  “aye”. 
Those  opposed  “no”.  The  noes  have  it  unless  a division 
is  called  for.  The  noes  have  it.  And  so  we  will  revert 
to  the  original  motion.  Are  you  ready  for  that  motion. 
Those  in  favor  will  say  “aye”.  Those  opposed  “no”. 
(There  were  quite  a few  noes.)  The  ayes  have  it.  It  is 
so  ordered.  Dr.  Mayer. 

DR.  MAYER  (Continuing  his  report):  “The  treasurer 
of  the  Association  shall  bill  for  and  collect  at  the  same 
time  with  the  annual  dues  an  additional  sum  of  $10 
from  each  member  of  the  Association.  This  amount 
is  to  be  ear  marked  as  a contribution  to  the  A.M.E.F.. 
according  to  the  doctor’s  instruction,  and  is  to  represent 
a voluntary  contribution  and  not  a compulsory  por- 
tion of  Association  dues.” 

Mr.  President.  I so  move. 

THE  CHAIR:  Is  there  a second  to  this?  (The  motion 
was  seconded). 

The  motion  is  seconded,  it  is  open  for  discussion. 

DR.  RODERICK  MACDONALD  (Recognized): 

THE  CHAIR:  (Interrupting):  I am  sorry,  a count 

will  be  necessary  on  this  proposed  change  in  dues,  it 
will  require  a two-thirds  vote  before  we  start  on  the 
second  part  we  will  take  that  count.  Those  in  favor  of 
adopting  raising  the  dues  as  recommended  will  please 
stand.  (A  count  is  made  by  the  tellers).  Will  you  be 
seated  please.  Those  oposed  will  please  stand.  (The 
tellers  count  them).  The  vote  is  sixty-three  (63)  for, 
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fourteen  (14)  against.  So  it  is  carried.  That  is  over 
two-thirds.  Now,  Dr.  Macdonald. 

DR.  R.  MACDONALD:  Mr.  President  and  Gentlemen 
of  the  house,  personally  I am  very  much  in  favor  of  us 
being  assessed  $10.00.  York  County  Medical  Society 
went  on  record  last  year  and  collected  $7.00  from  each 
member.  If  we  put  this  thing  on  a voluntary  basis  we 
are  not  going  to  collect  it.  I happened  to  be  treasurer 
for  one  organization  in  South  Carolina  and  it  was  one 
hard  time  to  get  the  boys  to  cough  up  the  money. 
Personally  I think  $10  is  a very  small  sum  for  any  of  us 
to  contribute  to  our  Alma  Mater,  because  socialized 
medicine  is  still  in  the  offing  and  Dr.  Cain  has  told 
you  that  industry  is  not  interested  in  contributing  if 
our  groups  don't  contribute.  And  I think  $10  is  as  little 
as  we  can  give  and  I hope  that  this  group  will  vote 
favorably  in  favor  of  collecting  $10  rather  than  putting 
in  on  a contributing  basis. 

THE  CHAIR:  Dr.  Crawford  (recognized): 

DR.  CRAWFORD:  Gentlemen,  as  Chairman  of  the 
Medical  Education  Fund  Committee  I just  want  to 
clarify  a few  points  that  Joe  Cain  brought  out.  One 
of  them  was  the  $10  from  every  member  of  the  Ameri- 
can Medical  Association  would  collect  about  two  mil- 
lion dollars  which  would  take  care  of  our  two  million, 
instead  of  a million  and  a half.  In  South  Carolina  I 
have  seen  one  place  where  we  had  1250  members  and 
another  place  where  we  had  1400  members.  I assume 
there  are  1250  paying  members  in  the  South  Carolina 
Medical  Asociation,  which  would  give  us  a quota  of 
about  $12,500.00  per  year.  Last  year  we  sent  out  one 
letter.  Now,  our  committee  has  no  funds,  no  money 
at  all  to  go  on,  the  Medical  Association  of  South  Caro- 
lina paid  for  this  letter  and  sent  it  out  to  every  mem- 
ber. We  collected  $3,285.00  I think,  in  round  numbers 
on  that  letter.  That  meant  that  328  or  325  people  con- 
tributed. Now,  I am  sure  that  fewer  than  that  con- 
tributed because  we  received  several  contributions 
of  $100  or  more.  This  year  we  are  sending  out  letters 
and  also  some  descriptive  literature  on  what  this  con- 
tribution means  to  you,  tax-wise;  if  you  give  $10  you 
are  only  actually  giving  anywhere  from  $5  or  more 
dollars  because  the  government  is  going  to  take  about 
one-half  of  what  you  make,  anyway.  So  you  are  ac- 
tually only  paying  $5.00. 

In  addition  to  this  letter  this  year  we  are  sending  out 
two  (2)  cards,  one  probably  about  the  middle  of  the 
summer  and  another  about  November.  This  $10  in- 
crease that  we  are  asking  now,  or  S10  contribution 
that  you  will  be  billed  for  will  be  billed  next  January 
and  will  have  nothing  to  do  with  1957,  so  we  would 
like  for  everybody  to  contribute  as  much  as  they  pos- 
sible can  in  1957  when  this  letter  comes  out  and  there 
will  be  an  envelope  for  your  money  or  contribution 
to  be  mailed  directly  to  the  American  Medical  Educa- 
tion Foundation. 

The  whole  American  Medical  Education  Foundation  is 
completely  separate  from  the  National  Fund  for  Medi- 
cal Education  at  this  time.  You  can  ear-mark  your  con- 
tribution to  your  medical  school  of  your  choice.  The 
entire  amount  of  money  that  you  contribute  will  be 
sent  back  to  the  medical  school  of  your  choice  because 
the  American  Medical  Association  pays  all  of  the  bills 
that  arc  made  by  the  American  Medical  Education 
Foundation  and  not  one  cent  of  the  money  that  you 
contribute  is  taken  for  administrative  expense. 

THE  CHAIR:  Thank  you.  Dr.  Crawford.  Is  there  any 
further  discussion? 

DR.  FADDY:  I move  that  we  accept  the  report  as  pre- 
sented. May  I explain  why  I make  that  motion? 

THE  CHAIR:  Yes. 

DR.  EADDY:  1 am  afraid  if  I don't  somebody  will 
make  a motion  and  make  it  mandatory.  (Laughter) 
THE  CHAIR:  The  motion  is  made  that  this  second 
part,  the  second  recommendation  be  accepted.  Are  you 
ready  for  the  question?  Those  in  favor  of  approving 


this  second  recommendation  will  say  “aye.”  You  had 
better  stand,  it  is  a two-thirds  vote.  Please  be  seated. 
Those  opposed  “no”.  If  there  is  any  obvious  differ- 
ence, apparently  the  House  is  satisfied  the  “ayes”  have 
it  and  it  is  so  ordered.  Do  you  have  any  further  re- 
port, Dr.  Mayer? 

DR.  MAYER  (Continuing):  "The  other  recommenda- 
tion from  Council,  regarding  a vacancy  on  the  Council, 
was  acted  upon  favorably  as  follows:  Amend  Chapter 
VII  by  adding  a new  Section  7 to  read  as  follows: 
“CHAPTER  VII,  Sec.  7.  If  a vacancy  exists  on  Council 
because  of  death  or  resignation  of  a councilor  from  a 
particular  district  the  Council  may  elect  a councilor 
from  that  same  district  to  serve  until  the  next  meeting 
of  the  House  of  Delegates. 

“And  that  the  now  existing  Section  7 of  Chapter  VII 
of  the  By-Laws  be  renumbered  and  become  Section 
8.”  I move  the  adoption,  Mr.  President. 

THE  CHAIR:  Is  that  clear?  Is  there  a second?  (Dr. 
Wyatt  seconded  the  motion).  Is  there  any  discussion? 
Those  in  favor  say  “aye”— no,  it  is  a change  in  the 
By-Laws,  those  in  favor  please  stand.  Be  seated,  please. 
Those  opposed  please  stand.  Apparently  the  ayes  have 
it,  and  it  is  so  ordered.  Is  that  all,  Dr.  Mayer? 

I)R.  MAYER:  Yes,  sir. 

THE  CHAIR:  Thank  you,  Dr.  Mayer. 

The  next  reference  committee  to  report  is  that  of  In- 
surance, Blue  Cross  and  Blue  Shield— Dr.  Cathcart 
Smith,  Chairman,  Dr.  Smith. 

DR.  SMITH:  Mr.  President,  the  Committee  on  Insur- 
ance, Blue  Cross  and  Blue  Shield  met  at  8:00  P.M. 
April  30,  1957.  The  hearing  was  attended  by  a number 
of  interested  members.  The  committee  makes  the  fol 
lowing  recommendations. 

“1.  That  the  Board  of  Directors  of  Blue  Shield  give 
serious  consideration  to  rewording  that  paragraph  of 
the  advertising  brochure  concerning  choice  of  physi- 
cian so  as  to  make  it  clear  that  Blue  Shield  allowances 
apply  toward  the  services  performed  by  those  doctors 
of  medicine  who  are  participating  physicians  of  Blue 
Shield.” 

Mr.  President,  I move  that  this  recommendation  be 
approved. 

THE  CHAIR:  Is  there  a second  to  that  motion.  (Sec- 
onded by  Dr.  Charles  Wyatt.)  Is  there  any  discussion? 
If  not,  those  in  favor  of  approving  this  section,  say 
“aye”.  (The  negative  vote  was  called  for,  there  was 
none).  The  ayes  have  it  and  it  is  so  ordered. 

DR.  SMITH  (Cont.  report). 

“a.  That  those  problems  presented  from  the  Columbia 
Medical  Society  pertaining  to  the  Blue  Cross  discrim- 
ination against  (a)  private  psychiatric  hospitals,  (b) 
radiation  therapy,  and  (c)  revision  of  the  Dread  Dis- 
ease Clause,  be  referred  to  the  Board  of  Directors  of 
Blue  Cross  for  further  consideration.' 

Mr.  President,  I move  that  this  recommendation  he  ap- 
proved. 

THE  CHAIR:  Is  there  a second  to  that.  (Seconded  by 
Dr.  Parker).  Is  there  any  discussion?  (There  was  none, 
the  vote  was  taken  and  there  were  no  “noes”.)  It  is  so 
ordered. 

DR.  SMITH  (Continuing  report): 

“The  report  of  the  Charleston  County  Medical  So- 
ciety Blue  Shield  Committee  was  thoroughly  discussed 
at  the  meeting  of  the  Corporation  of  Blue  Shield  and 
requires  no  further  action. 

“The  Committee  would  like  to  emphasize  and  make 
clear  that  the  physician’s  signature  on  the  Service  Re- 
port, South  Carolina  Medical  Care  Plan,  is  necessary 
for  the  verification  of  medical  information  only  and 
does  not  mean  that  he  verified  the  statement  by  the 
subscriber  as  to  the  annual  total  income. 

“We  wish  to  thank  all  those  interested  members  for 
their  participation  in  the  deliberations  of  this  com- 
mittee.” 

Mr.  President,  I move  that  this  report  be  adopted  as 
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a whole  (This  was  seconded  from  the  floor). 

THE  CHAIR:  It  lias  been  moved  that  this  report  be 
adopted  as  a whole— is  there  any  discussion?  (There 
was  none,  the  vote  was  taken,  passed  unanimously, 
and  it  was  so  ordered.) 

1)R.  CAIN— recognized: 

DR.  CAIN:  May  I give  a supplemental  report? 
Gentlemen,  I thought  that  you  would  be  interested 
in  an  up-to-date  report  on  your  sickness  and  acci- 
dent insurance  program  which  was  not  available  yes- 
terday when  the  committee  report  was  handed  in. 

As  you  know  the  participation  of  the  Association  in  our 
program,  as  an  entire  association,  depends  upon  51 
per  cent  of  our  members  becoming  enrolled.  This  en- 
rollment is  to  be  made  upon  a district  basis  and  as 
each  district  has  51  per  cent  of  its  members  partici- 
pating it  automatically  goes  into  effect  for  that  dis- 
trict, even  though  the  entire  state  might  not  still  be 
covered.  I would  call  your  attention  to  the  fact  that 
Districts  5,  6,  and  7,  8 and  9 have  already  qualified 
and  insurance  is  in  effect  in  those  districts.  Now,  that 
of  course  includes  all  members  who  have  applied 
whether  they  are  insured  risks  or  whether  they  are 
uninsured  risks,  according  to  our  contract  which  will 
allow  them  to  participate  in  this  program  if  they  are 
at  work  when  the  contract  is  delivered.  That  leaves 
several  districts  which  have  not  yet  qualified  and  at 
present  we  are  working  in  District  No.  1 which  still 
needs  thirty-eight  (38)  members  to  be  qualified.  We 
have  not  started  working  in  District  No.  2,  the  only 
application  received  from  Columbia  being  those  which 
were  sent  in  originally  when  the  applications  were 
mailed  out.  They  need  eighty-three  (83).  The  same 
thing  occurs  in  Greenville,  where  little  work  has  been 
done,  they  need  ninety-six  (96).  In  Greenwood,  Dis- 
trict No.  3,  they  need  fifteen  (15)  to  qualify. 

I would  like  to  ask  for  your  continued  cooperation 
in  this  program,  realizing  that  until  your  district  does 
become  qualified  certain  members  of  your  district  who 
are  not  insurable  are  thereby  deprived  of  the  insur- 
ance until  the  district  does  qualify. 

1 wonder  if  there  are  any  questions  concerning  this  that 
anyone  would  like  to  ask? 

(Question  from  the  floor)  If  a district  qualifies,  51 
per  cent  this  year  and  are  not  qualified  for  next  year 
does  that  affect  the  insurance?  Will  the  insurance  still 
he  in  force? 

DR.  CAIN:  Yes,  the  insurance  is  still  in  force  if  the 
entire  state  is  in  force.  In  other  words,  the  district  can 
qualify  either  individually  or  as  part  of  the  state  group 
even  if  it  does  not  qualify  itself.  I think  that  the  terms 
of  the  insurance  contract  would  he  that  if  the  dis- 
trict had  qualified  and  the  State  had  not  and  it 
dropped  below  its  51  per  cent  that  it  would  not  be 
participating. 

THE  CHAIR:  Are  there  any  further  questions?  Or  any 
further  discussion  of  this  report?  If  not,  thank  you  Dr 
Cain. 

Is  there  any  further  report  from  the  Insurance— Blue 
Cross,  Blue  Shield  Committee?  If  not  we  will  proceed 
to  the  next  order  of  business. 

The  Committee  on  Public  and  Industrial  Health.  Dr. 
R.  L.  Crawford,  Chairman. 

DR.  R.  L.  CRAWFORD:  Mr.  President  and  Members 
of  the  House  of  Delegates,  the  committee  on  Public 
and  Industrial  Health  met  and  reviewed  the  reports 
of  the  following  committees: 

“1.  The  Special  Committee  on  Preventions  of  Polio- 
myelitis, Dr.  C.  N.  Wyatt,  Chairman.  We  recommend 
and  move  that  the  Committee  on  Public  Health  take 
over  the  duties  of  this  special  committee,  and  that  the 
committee  be  thanked  for  their  valuable  work  and  be 
discharged.” 

THE  CHAIR:  Is  there  a second?  (Dr.  Wyatt  seconded 
the  recommendation)  (Laughter)  Any  discussion? 

DR.  WYATT:  Mr.  President,  I would  like  to  make 


this  addition  to  my  report  that  I got  this  morning,  as 
reported  by  the  State  Board  of  Health  that  up  until 
yesterday  for  the  month  of  April  there  had  been  about 
88,000  doses  of  vaccine  given  during  the  month  of 
April. 

THE  CHAIR:  Is  there  any  discussion?  If  not,  those  in 
favor  of  approving  this  section  of  the  report  say 
"aye”.  (The  vote  was  taken,  the  vote  was  unanimous). 
It  is  so  ordered. 

DR.  CRAWFORD:  "2.  Maternal  Health  Committee, 
Dr.  Lawrence  L.  Hester,  Chairman.  We  move  the 
adoption  of  this  report  as  printed  in  the  Journal.” 
THE  CHAIR:  If  there  is  no  objection  the  report  is 
accepted  as  printed  in  the  Journal. 

DR.  CRAWFORD  (Corn.).  "3.  Infant  and  Child 
Health  Committee,  Dr.  Richard  Josey,  Chairman— We 
move  the  adoption  of  this  report  as  printed  in  the 
Journal.” 

THE  CHAIR:  If  there  is  no  objection  this  report  will 
be  received  as  printed  in  the  Journal. 

DR.  CRAWFORD  (Coni.)  "4.  Committee  on  Care  of 
the  Patient,  Dr.  F..  C.  Hood,  Chairman.  We  recommend 
the  adoption  of  this  report  as  printed  in  the  Journal.” 
T HE  CHAIR:  Is  there  any  objection  to  acepting  this  as 
printed  in  the  Journal,  with  no  objection  it  is  ac- 
cepted. 

DR.  CRAWFORD  (Coni.)  “5.  Medical  Advisory  Com- 
mittee to  the  Crippled  Children  Society,  Dr.  j.  I 
Waring,  Chairman.  We  recommend  the  adoption  of 
this  report  as  printed  in  the  Journal  and  that  the 
work  of  this  committee  be  continued.” 

THE  CHAIR:  Is  there  any  objection  to  accepting  this 
report?  If  not,  it  is  accepted. 

DR.  CRAWFORD  ”6.  The  Cancer  Committee.  We 
move  that  this  report  he  accepted  as  information  and 
that  the  work  of  this  committee  be  continued."  This 
report  is  not  signed,  who  is  the  Chairman? 

THE  CHAIR:  Dr.  Pettit.  That  committee  has  been 
doing  so  much  work  it  is  only  modesty  not  signing. 
This  is  approved,  unless  there  is  some  objection,  or 
desire  for  some  discussion. 

DR.  CRAWFORD  ”7.  School  Health  Committee,  Dr. 
J.  R.  Paul,  Jr.,  Chairman.  We  recommend  that  this 
report,  as  printed  in  the  Journal,  he  accepted  as  in- 
formation and  move  that  it  be  adopted.” 

T HE  CHAIR:  Is  there  any  objection  to  the  adoption  of 
this  report?  If  not,  it  is  accepted. 

I)R.  CRAWFORD  “8.  Committee  on  Industrial  Health, 
Dr.  ).  L.  Hughes,  Chairman.  We  move  that  next  year's 
committee  on  Industrial  Health  he  requested  to  study 
the  feasibility  of  implementing  a plan  for  and  estab- 
lishing a course  of  instruction  in  Industrial  Medicine  at 
the  Medical  College  of  South  Carolina.” 

THE  CHAIR:  Is  there  any  second  to  this  proposal,  this 
recommendation?  (There  were  several  seconds).  It  is 
seconded,  is  there  any  discussion?  If  there  is  no  dis- 
cussion are  you  ready  for  the  question?  (The  vote 
was  taken,  it  was  unanimous.)  The  ayes  have  it  and  it 
is  so  ordered. 

DR.  CRAWFORD  (Coni  ):  The  last  Committee  was  a 
special  Committee  on  Industrial  Fees,  Dr.  W.  W.  Ed- 
wards, Chairman.  “This  committee  recommends  the 
adoption  of  the  report  of  the  Committee  on  Indus- 
trial Fees,  as  amended  by  this  reference  committee  and 
herewith  hands  you  the  report.” 

T HE  CHAIR:  This  Industrial  Fee  problem  has  been 
gone  over  eery  carefully  and  if  there  is  no  objection— 
it  there  any  discussion?  If  not,  this  report  will  he 
adopted  as  approved  out  by  the  committee. 

DR.  CRAWFORD:  “This  completes  the  report  of  this 
Reference  Committee  and  1 would  like  to  thank  the 
(ommi'tee  members  for  their  valuable  services.” 

THE  CHAIR:  Thank  you  Dr.  Crawford. 

The  last  committee  is  that  on  Legislation  and  Public 
Relations,  Dr.  John  Pratt,  Chairman.  Dr.  Pratt. 

DR.  JOHN  PRATT:  Mr.  Chairman,  fellow  members 


362 


The  Journal  of  the  South  Carolina  Medical  Association 


of  the  House  of  Delegates,  the  report  of  the  committee 
composed  of  Dr.  Black.  Dr.  Crosland,  Dr.  Evatt,  and 
Dr.  Parker  submits  for  your  approval  the  resolution 
of  Dr.  Hood's  of  yesterday  in  which  he  opposes  ratifi- 
cation  of  Charter  of  International  Atomic  Energy 
Agency.  (This  was  seconded  by  Dr.  Cain).  (Copy  of 
the  resolution  follows). 

“Resolution  on  the  Charter  of  the  International  Atomic 
Energy'  Agency. 

WHEREAS,  a treaty  has  been  proposed  for  the  ratifica- 
tion of  the  Charter  of  the  International  Atomic  Energy 
Agency,  and 

WHEREAS,  such  treaty,  if  ratified,  would  become  the 
supreme  law  of  the  land,  and 

WHEREAS,  such  treaty  would  effectively  eliminate  the 
control  by  the  United  States  of  the  distribution  and 
use  of  atomic  materials  supplied  by  this  country  to 
said  agency,  and 

WHEREAS,  such  materials  could  be  allocated  to  en- 
emy nations  which  could  utilize  them  for  military  pur- 
poses. 

THEREFORE,  BE  IT  RESOLVED  that  the  South 
Carolina  Medical  Association  in  annual  session  May  1, 
1957  does  hereby  oppose  the  ratification  of  the  Charter 
of  the  International  Atomic  Energy  Agency.” 

THE  CHAIR:  Is  that  clear  to  everyone? 

DR.  PRATT:  1 will  be  glad  to  read  the  entire  reso- 
lution, if  it  is  desired. 

THE  CHAIR:  Do  you  wish  anything  further  on  that? 
(Someone  from  the  floor  asked  what  the  recommen- 
dation was). 

I)R.  PRATT:  We  recommend  that  it  be  approved,  that 
Dr.  Hood's  recommendation  in  which  he  opposes  the 
ratification  of  the  Charter  of  the  International  Atomic 
Energy  Agency.  (This  was  seconded  again.) 

THE  CHAIR:  That  is  seconded,  is  there  any  discus- 
sion? Those  in  favor  of  approving  the  recommendation 
of  this  committee  will  say  "aye".  Those  opposed  “no”, 
the  ayes  have  it,  it  is  so  ordered. 

DR.  PRATI  (Cont.  report):  The  committee  further 
approves  another  recommendation  of  Dr.  Hood’s  in 
which  he  opposes  federal  subsidies  for  public  schools. 
THE  CHAIR:  Is  there  any  discussion  of  this? 

DR.  CAIN:  I would  like  to  know  if  that  includes  all 
federal  subsidies  or  is  it  concerned  with  federal  con- 
struction or— when  you  say  “public  schools”  you  did 
not  say  “medical?” 

I)R.  PRATT:  No,  it  does  not  include  medicine  in 
this  report. 

THE  CHAIR:  Any  further  question  or  discussion? 

(From  the  floor)  Does  that  include  the  lunch  room 
program? 

1)R.  EVATT:  Mr.  Chairman  there  is  one  word  that  will 
clarify  that  you  say  no  “additional"  federal  aid.  That 
one  word  will  take  care  of  that. 

IHE  CHAIR:  Is  that  right,  Dr.  Pratt? 

DR.  PRATT:  That  is  right,  sir.  We  intended,  we  in- 
terpreted it  as  additional  aid”  of  course  there  is  al- 
ready some  aid. 

I HE  CHAIR:  Is  there  any  further  discussion?  Those  in 
favor  of  approving  the  recommendation  of  this  com- 
mittee will  say  "aye”.  Those  opposed  "no".  There 
were  some  'noes'  . I he  ayes  have  it,  unless  there  is  a 
call  for  a division. 

Resolution  on  Federal  Subsidization  of  Schools: 
WHEREAS,  proposals  have  been  introduced  into  the 
Congress  (HR  1— HR-3986)  to  provide  federal  aid  for 
public  school  construction,  and 

WHEREAS,  federal  subsidy  for  school  construction  and 
expansion  inevitably  would  lead  to  federal  control  of 
education,  and 

WHEREAS,  the  control  of  education  is  a right  reserved 
to  the  States  bv  the  Constitution. 

I HEREFORE,  BE  IT  RESOLVED  that  the  South 
Carolina  Medical  Association  in  annual  session  as- 
sembled May  I,  1957  does  hereby  oppose  federal  sub- 


sidies for  schools. 

(Copies  to  Senators  and  Congresmen). 

DR.  PRATT  (Continuing  Report):  The  next  reso- 
lution was  on  federal  subsidization  of  medical  schools. 
1 would  like  to  read  that  one,  please.  (Reading) 
WHEREAS,  proposals  have  been  introduced  into  the 
Congress  (S-1917.  S-1922,  HR-6874  and  HR-6875)  to 
provide  federal  aid  for  medical  and  dental  school  con- 
struction and  expansion,  and 

WHEREAS,  federal  subsidy  for  medical  and  dental 
school  construction  and  expansion  inevitably  would 
lead  to  federal  control  of  medical  education,  and 
WHEREAS,  the  control  of  medical  and  dental  educa- 
tion is  a right  reserved  to  the  states  by  the  Constitu 
tion. 

THEREFORE,  BE  IT  RESOLVED  that  the  South 
Carolina  Medical  Association  in  annual  session  as- 
sembled May  1,  1957  does  hereby  oppose  federal  sub- 
sidies for  medical  and  dental  schools. 

(Copies  to  Senators  and  Congressmen) 

Mr.  President,  your  committee  recommends  this  ap- 
proval. (Seconded  by  Dr.  Parker.) 

THE  CHAIR:  Is  there  any  discussion.  If  there  is  no 
discussion  are  you  ready  for  the  question  of  approving 
the  recommendation  of  this  committee  with  regard  to 
that  resolution?  (The  vote  was  taken,  there  was  no 
negative  vote).  The  ayes  have  it  and  it  is  so  ordered. 
DR.  PRATT:  Ihe  next  under  consideration  is  the  reso- 
lution of  Dr.  Hood  relative  to  Medicare.  Your  com- 
mittee goes  on  record  as  disapproving  his  resolution 
on  Medicare  but  I would  like  to  inject  here  that  it  has 
a resolution  to  submit  after  you  have  passed  on  this 
resolution.  (This  recommendation  was  seconded  by 
Dr.  Parker). 

THE  CHAIR:  Is  there  any  discussion?  Dr.  Goldsmith  is 
recognized. 

I)R.  GOLDSMITH:  Gentlemen,  I am  not  a delegate, 
may  I have  the  privilege  of  the  lloor? 

THE  CHAIR:  If  there  is  no  objection. 

DR.  PARKER:  Mr.  President:  I think  he  will  have  the 
privilege  again  in  a minute,  if  you  want  to  call  it  that, 
just  say  "no"  and  just  vote  on  this  until  the  amended 
resolution  is  introduced. 

THE  CHAIR:  Is  that  satisfactory,  Dr.  Goldsmith? 

DR.  GOLDSMITH:  Yes,  sir. 

(Request  is  made  for  the  resolution  to  be  read). 

I HE  CHAIR:  Read  it,  sir. 

DR.  PRATT:  This  is  a resolution  submitted  by  Dr. 
Hood  yesterday. 

"Resolution  on  Medicare: 

WEREAS,  the  Congress  has  implied  that  the  pay  of  the 
uniformed  services  is  inadequate  to  pay  for  medical 
care  of  their  dependents,  and 

WHEREAS,  Medicare  was  established  by  Congress  in 
the  attempt  to  provide  more  adequate  medical  care 
for  the  dependents  of  servicemen,  and 
WHEREAS,  Medicare  provides  cash  payments  to  doc- 
tors and  hospitals  from  public  monies  for  services 
rendered  the  said  dependents,  such  payments  passing 
through  the  hands  of  a third  party,  and  not  being 
made  directly  by  those  who  receive  the  benefits  of  said 
services,  and 

WHEREAS,  physicians  accepting  such  payments  are 
regarded  legally  as  entering  into  and  accepting  a con- 
tract with  the  government,  and 

WHEREAS,  this  system  makes  another  large  segment 
of  our  population  look  to  the  federal  government  for 
individual  and  personal  benefits  and  protection,  and 
WHEREAS,  the  assumption  of  the  responsibility  for 
the  care  of  the  health  of  individual  civilian  citizens  1>\ 
the  federal  government  represents  paternalism,  gov- 
ernment medicine,  and  by  current  definition  “social- 
ized medicine,”  and 

WHEREAS,  the  South  Carolina  Medical  Association 
and  the  American  people  have  upon  various  occasions 
in  the  past  expressed  their  opposition  to  socialized 


September,  1957 


'363 


medicine  as  destructive  of  the  character  of  the  recipi- 
ents and  of  the  quality  of  the  services  rendered. 
THEREFORE,  BE  IT  RESOLVED  that  the  South 
Carolina  Medical  Association  in  annual  session  on  May 
1,  1957  denounces  the  system  of  Medicare  as  presently 
constituted  as  being  socialistic  in  concept,  deceptive 
in  presentation,  and  makeshift  in  practice. 

BE  IT  FURTHER  RESOLVED  that  the  present  plan 
of  Medicare  be  abandoned  and  where  Congress  finds 
that  the  pay  and  allowances  of  members  of  the  uni- 
formed services  is  insufficient  for  them  to  meet  the 
medical  needs  of  their  dependents  that  the  Congress 
raise  the  pay  of  such  members  of  the  uniformed  serv- 
ices by  an  amount  considered  adequate  to  provide  such 
care  and  permit  the  individual  servicemen  to  obtain 
medical  care  for  their  dependents  in  the  same  manner 
that  other  citizens  of  this  country  do." 

THE  CHAIR:  Apparently  these  resolutions  can  be 
considered  as  a whole  unless  there  is  some  request  to 
break  it  down. 

DR.  PRATT:  We  disapproved  that  and  our  committee 
will  submit  another  resolution  after  you  have  acted  on 
this. 

(The  motion  was  seconded  from  the  floor). 

THE  CHAIR:  Those  in  favor  of  the  recommendation 
of  the  committee  which  is  disapproving  of  these  reso- 
lutions as  read,  will  signify  by  saying  Aye. 

( Lite  Chair  was  reminded  that  Dr.  Goldsmith  asked 
for  the  floor.) 

T HE  CHAIR:  Did  you  wish  it  Dr.  Goldsmith  on  this 
section?  Or  did  you  wish  it  on  the  amendment? 

DR.  GOLDSMITH:  1 would  like  to  discuss  that  last.” 
"whereas”. 

1TIE  CHAIR:  All  right,  the  privilege  of  the  floor  is 
accorded. 

DR.  GOLDSMITH:  Mr.  President,  and  Members  of  the 
House  of  Delegates,  I asked  Dr.  Hood  to  present  all 
four  of  these  since  I was  not  a delegate  and  I asked  him 
to  do  it  for  me.  This  last  “Whereas”  where  we  show 
that  Congress— that  the  services  are  perhaps  not  paid 
enough  in  order  for  them  to  go  out  in  the  open  market 
and  buy  the  coverage  for  their  own  families,  just 
like  the  other  citizens  have  to  do.  I think  if  you  de- 
lete that  last  "whereas"  you  are  killing  the  purpose 
of  the  whole  thing  against  Medicare.  Because  we  show 
in  the  resolutions  above,  in  this  last  one  why  we  want 
to  change  the  thing,  throw  it  back  on  an  ordinary  sys- 
tem that  we  have  of  free  enterprise  so  that  the  service- 
men could  buy  insurance  if  they  wanted  to  and  if  they 
didn't  it  would  be  entirely  up  to  them,  just  like  it  is 
with  the  rest  of  the  citizens  of  the  United  States.  I hope 
you  will  not  delete  that  last  paragraph  because  if  you 
do  you  will  kill  the  purpose  of  t lie  whole  resolution. 
Thank  you. 

T HE  CHAIR:  Any  further  discussion? 

DR.  GARRISON  (Recognized):  I believe  the  House 
of  Delegates  in  that  called  meeting  accepted  this  pro- 
posal of  Medicare,  and  I would  like  to  know  for  how 
long  that  was  entered  into? 

THE  CHAIR:  The  contract  is  for  one  year  at  which 
time  any  phase  of  it  could  be  renewed. 

MR.  MEADORS  (Recognized):  I think  it  runs  to  the 
end  of  the  present  fiscal  year,  July  1st. 

THE  CHAIR:  Is  there  any  further  discussion?  Are 
you  ready  for  the  question.  The  recommendation  of  the 
Committee  is  disapproving  those  resolutions  as  read, 
is  that  correct? 

1)R.  PRATT:  That  is  right,  sir. 

THE  CHAIR:  This  house  approving  of  that  recom- 
mendation, say  “aye”.  (From  the  floor  someone  said, 
"they  disapprove”). 

THE  CHAIR:  Well,  in  other  words,  this  house  “ap- 
proves” of  the  recommendation  which  “disapproves". 
Those  in  favor  say  “aye”.  Those  opposed  “no”.  (There 
were  only  a few  noes.)  The  ayes  have  it  and  it  is  so 
ordered. 


DR.  PRATT:  I would  like  to  take  the  pleasure  of  sub- 
mitting to  the  House  the  resolution  as  drawn  up  by  our 
committee. 

"WHEREAS,  the  Congress  has  implied  that  the  pay  of 
the  uniformed  services  is  inadequate  to  pay  for  medi- 
cal care  of  their  dependents,  and 

WHEREAS,  Medicare  was  established  by  Congress  in 
the  attempt  to  provide  more  adequate  medical  care 
for  the  dependents  of  servicemen,  and 
WHEREAS,  Medicare  provides  cash  payments  to  doc- 
tors and  hospitals  from  public  monies  for  services  ren- 
dered the  said  dependents,  such  payments  passing 
through  the  hands  of  a third  party,  and  not  being 
made  directly  by  those  who  receive  the  benefits  of  said 
services,  and 

WHEREAS,  physicians  accepting  such  payments  are 
regarded  legally  as  entering  into  and  accepting  a con- 
tract with  tire  government,  and 

WHEREAS,  this  system  makes  another  large  segment 
of  our  population  look  to  the  federal  government  for 
individual  and  personal  benefits  and  protection,  and 
WHEREAS,  the  assumption  of  the  responsibility  for 
the  care  ot  the  health  of  individual  civilian  citizens  by 
the  federal  government  represents  paternalism,  gov- 
ernment medicine,  and  by  current  definition  “socialized 
medicine,”  and 

WHEREAS,  the  South  Carolina  Medical  Association 
and  the  American  people  have  upon  various  occasions 
in  the  past  expressed  their  opposition  to  socialized 
medicine  as  destructive  of  the  character  of  the  recipi- 
ents and  of  the  quality  of  the  services  rendered. 
THEREFORE  BE  IT  RESOLVED  that  the  South 
Carolina  Medical  Association  in  its  annual  session  on 
on  this  1st  day  of  May  1957  disapprove  the  system  of 
medicare  as  being  socialistic  in  principle. 

BE  I I FURTHER  RESOLVED  that  the  South  Caro- 
lina Medical  Asociation  withdraw  from  the  plan  after 
termination  of  the  present  contract.” 

1 HE  CHAIR:  Now,  that  is  a set  of  resolutions  which 
has  been  prepared  by  the  Committee  on  this  subject, 
the  subject  of  Medicare.  Is  there  any  second  to  approv- 
ing that  recommendation  or  that  resolution? 

(The  resolution  was  seconded  by  Dr.  Garrison). 

THE  CHAIR:  Is  there  any  discussion  of  these  reso- 
lutions as  just  read?  Is  it  all  clear?  (Dr.  Cain  recog- 
nized.) 

DR.  CAIN:  Gentlemen,  I don't  think  we  should  go 
along  with  the  resolution  of  that  kind  which  will  allow 
us  to  withdraw  from  Medicare,  although  I feel  that  if 
we  disapprove  Medicare,  certainly  we  should  withdraw 
from  it.  I think  we  should  have  a motion,  if  any  mo- 
tion is  necessary  at  this  time,  which  1 seriously  doubt: 
I think  that  it  is  something  that  we  have  already  taken 
up  at  our  special  meeting  of  the  House  of  Delegates, 
we  have  voted  to  go  into  it.  it  was  thoroughly  discussed 
at  that  time.  Since  that  time  your  committee  has  gone 
to  Washington  and  negotiated  what  is  a very  liberal 
contract.  Of  course,  I realize  the  opposition  to  it  is  not 
financial,  it  is  purely  a moral  and  spiritual  issue.  And 
I think  that  if  we  go  along  with  any  such  resolution 
as  that  it  should  be  that  we  disapprove  of  what  Medi- 
care may  lead  into  and  that  we  suggest  that  these  sal- 
aries be  raised  so  that  it  could  be  eliminated  as  soon 
as  possible.  But,  I do  not  think  that  it  would  be  wise 
for  us  to  enter  into  a contract  in  February  or  March 
and  withdraw  in  July  when  the  date  set  for  the  real 
beginning  if  it  is  not  until  the  15th  of  July  at  which 
time  they  think  that  all  dependents  may  have  an  iden- 
tification card.  They  haven't  even  gotten  started  yet. 
So  whatever  opportunity  Medicare  has  had  to  prove 
itself,  one  way  or  another,  certainly  has  not  been  done 
at  this  time.  I am  violently  opposed  to  anv  such  sugges- 
tion. And  I don’t  think  we  ought  to  adopt  it. 

DR.  MAYER,  (Recognized):  Mr.  President,  as  I recall 
the  background  for  this  Medicare,  there  was  wide  ob- 
jection to  doctors  being  drafted  into  the  army  to  take 
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care  of  the  civilian  population  of  soldiers,  and  the 
American  Medical  Association  worked  out,  as  best  they 
could,  with  that  objection,  this  plan.  It  seems  to  me  if 
we  object  to  it  the  thing  to  do  is  to  instruct  our  dele- 
gates to  the  A.M.A.  who  know  our  feeling  and  take 
advantage  of  such  opportunity  as  they  can  to  bring  out 
the  point.  But  I don’t  believe  we  should  go  on  record 
as  favoring  the  resolution  presented,  and  I shall  vote 
against  it. 

DR.  SIEGLING  (Recognized):  With  several  others  I 
had  something  to  do  with  the  implementation  of  Medi- 
care upon  the  authority  of  this  House  of  Delegates  in 
special  session.  As  Dr.  Mayer  has  said  Medicare  was 
drafted  several  times  and  the  final  draft  approved  by 
the  American  Medical  Association.  As  also  has  been 
said  it  has  been  in  operation  now  for  a few  months 
and  the  contract  is  up  for  renewal.  It  seems  to  me  that 
in  a system  where  the  medical  doctors  have  made  their 
own  fee  schedule  and  negotiated  the  fee  schedule 
that  it  is  in  line  with  thinking  that  the  doctors,  at 
least,  are  controlling  the  plan  to  some  extent.  It 
doesn’t  seem  to  me  that  it  makes  a great  deal  of  differ- 
ence whether  our  taxes  are  used  to  implement  the  fee 
schedule,  which  we  have  arranged,  or  to  raise  the 
salaries  so  that  the  soldiers  can  take  care  of  it  them- 
selves. I am  in  favor  and  express  myself  as  being  in 
disfavor  of  this  motion. 

THE  CHAIR:  Is  there  any  further  discussion?  (Dr. 
Weston  recognized). 

DR.  WESTON:  Mr.  President,  fellow  delegates  anti 
members,  I think  the  American  Medical  Association 
has  been  approached  by  the  government  for  the  first 
time  to  set  our  own  fee  which  we  did  and  in  approving 
Medicare,  and  I think  as  much  as  I admire  Dr.  Pratt 
and  the  other  members  of  his  committee,  I think  we 
are  going  to  kill  the  goose  that  laid  the  golden  egg 
unless  we  give  it  a fair  trial.  I do  not  approve  of  his 
resolution.  And  as  a delegate  at  present  1 would  like 
proper  instructions  if  you  wish  us  to  express  ourselves 
in  New  York  in  June. 

THE  CHAIR:  The  instructions  will  come  following 
the  vote  on  the  resolution.  Dr.  Black,  recognized. 

DR.  BLACK:  Mr.  President  and  fellow  delegates,  I 
didn't  come  up  to  make  a fiery  speech  against  socialized 
medicine,  but  I am  here  to  try  to  clarify  the  action  of 
the  committee  in  the  meeting  last  night.  We  felt  not  so 
much  the  feeling  that  we  wanted  to  take  out  Medicare 
but  we  felt  that  some  point  should  be  brought  before 
the  House  of  Delegates  that  another  segment,  a very 
large  segment,  something  like  maybe  six  or  eight  mil- 
lion people  in  the  I'nited  States  are  coming  under  a 
program  of  federal  aid  in  Medicare  to  them.  And  that 
was  the  entire  feeling  of  the  Committee,  I believe. 
THE  CHAIR:  Is  there  any  further  discussion?  Are  you 
ready  for  the  question.  Those  in  favor  of  approving 
the  resolutions  as  read  by  the  committee— do  you  wish 
them  read  again?  If  not,  those  in  favor  will  say  “aye". 
Those  in  favor  of  approving  the  resolutions  just  read 
by  the  Committee  will  say  “aye”.  Those  opposed  “no". 
The  noes  have  it  and  it  is  so  ordered,  the  approval  of 
the  resolution  is  not  passed.  Do  you  have  any  further 
report,  Dr.  Pratt? 

DR.  PRATT:  We  have  a suggestion  from  council  that 
a special  committee  be  appointed  to  be  called  a liaison 
committee  to  meet  with  other  professional  groups,  such 
as  lawyers,  dentists,  pharmacists  anti  nurses  to  consider 
matters  pertaining  to  public  relations  and  related  sub- 
jects. The  committee  is  to  consist  of  five  members  with 
the  executive  secretary  ex  officio,  to  be  appointed  by 
the  President  for  a term  of  one  year."  This  committee 
recommends  the  adoption  of  this  suggestion. 

THE  CHAIR:  Is  there  any  discussion  of  this.  I his  will 
he  a special  committee,  appointed  for  one  year.  This 
does  not  call  for  a change  in  the  by-laws? 

DR.  PRATT:  No. 

(The  vote  was  taken  and  it  was  passed  unanimously 


and  it  was  so  ordered.) 

DR.  PRATT:  We  also  submit  for  approval  the  report 
of  the  Executive  Committee  of  the  State  Board  of 
Health. 

THE  CHAIR:  Is  there  any  objection  to  accepting  that 
as  published,  is  that  correct? 

DR.  PRATT:  That  is  correct,  sir. 

THE  CHAIR:  If  not,  it  is  accepted  as  published. 

Is  ther  any  further  report? 

DR.  PRATT:  We  also  submit  for  approval  Dr.  Owens 
Interprofessional  Code,  as  published. 

THE  CHAIR:  Is  there  any  discussion— this  is  the  code 
between  physicians  and  lawyers  as  published.  If  not, 
those  in  favor  of  approving  this,  as  published  say  “aye”. 
(There  was  no  negative  vote).  It  was  so  ordered. 
DELEGATE:  I would  like  to  ask  the  indulgence  of  this 
body  for  just  one  second  in  that  connection.  We  had  the 
very  happy  privilege  of  recently  having  a joint  meeting 
with  the  Sixth  Judicial  Bar  Association,  in  Rock  Hill. 
We  had  two  members  of  the  faculty  of  the  Medical 
School,  Dr.  Pratt-Thomas  and  Dr.  Pettit,  we  had  Dr. 
Cook  and  Dr.  William  Hall  as  candidates  for  the 
Medical  Association  and  the  Bar  Association  had  the 
President  of  the  State  Bar  Association,  Mr.  Robinson 
and  Mr.  Black  from  Columbia,  Mr.  Spratt  from  York 
and  some  other  gentlemen,  I don’t  recall  his  name 
right  off  but,  you  have  no  idea  how  comfortable  that 
joint  meeting  was  and  I recommend  to  you  that  you 
have  it  in  your  district.  You  can  obtain  a film  entitled 
"The  Medical  Witness”  from  the  audio-visual  center 
at  Bloomington,  Indiana,  and  it  will  add  much  to  your 
meeting. 

DR.  PRATT:  (Continuing  his  report):  The  reference 
Committee  on  Legislation  and  Public  Relations  sub- 
mits the  following  resolution:  "Be  it  resolved  that  the 
South  Carolina  Medical  Association  in  its  annual  ses- 
sion on  May  1st  1957  instruct  its  Executive  Secretary 
to  contact  the  office  of  the  state  Attorney  General 
pertaining  to  enforcement  of  the  Law  H-10-12,  outlaw- 
ing Naturopathy.” 

THE  CHAIR:  Is  there  any  comment  or  any  discussion 
of  this?  If  not,  those  in  favor  of  this  recommendation 
will  say  “aye”.  Those  opposed  “no".  The  ayes  have  it. 
DR.  PRATT:  The  committee  further  proposes  to  sub- 
mit the  following  resolutions  for  your  consideration: 
"Be  it  resolved  that  the  House  of  Delegates  of  the 
South  Carolina  Medical  Association  in  its  annual  meet- 
ing on  May  1,  1957  direct  its  Executive  Secretary  to 
contact  the  President  of  the  South  Carolina  State 
Pharmaceutical  Association  requesting  him  to  instruct 
the  members  of  the  State  Pharmaceutical  Association 
to  discontinue  the  dispensing  of  prescription-required 
drugs.” 

THE  CHAIR:  What  is  your  pleasure?  Dr.  Cain  (recog- 
nized). 

DR.  CAIN:  I would  just  like  to  rise  as  a point  of  in- 
formation. Are  these  resolutions  coming  from  this  com- 
mittee, or  were  they  referred  to  his  committee? 

DR.  PRATT:  These  last  two  resolutions  came  from 
our  committee,  sir. 

DR.  CAIN:  I would  like  to  submit  that  the  only  com 
mittee  that  can  do  that  is  Council,  any  other  recom- 
mendation should  go  before  a reference  committee. 
THE  CHAIR:  Dr.  Pratt,  is  there  anything. 

DR.  PRATT:  No  sir,  nothing  further. 

T HE  CHAIR:  Are  you  prepared  for  this  question? 

DR.  CAIN:  Rule  on  my  point  of  order. 

THE  CHAIR:  My  apologies,  please  restate  that. 

DR.  CAIN:  I asked  him  the  question  if  this  was  re- 
ferred to  his  committee  as  a reference  committee  or 
was  it  a recommendation  of  his  committee  and  I raised 
the  point  as  to  whether  his  committee  had  the  right  to 
bring  in  a recommendation  to  this  body.  It  seems  to 
me  that  that  in  turn  should  be  referred  to  a reference 
committee.  The  by-laws  state  that  Council  is  the  only 
committee  that  can  bring  in  a recommendation  that  is 
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not  referred  to  a reference  committee. 

THE  CHAIR:  The  chair  rules  that  Dr.  Cain  is  correct 
—unless  Dr.  Pratt  wishes  to  state  his  point,  it  may  have 
been  related  to  some  reference  to  his  committee. 

DR.  PRATT:  Last  evening  we  contacted  you  and  had 
you  to  answer  that  question  for  us  and  you  were  under 
the  impression  that  we  could  present  these  resolutions. 
DR.  CAIN:  I won’t  make  a point  of  it. 

THE  CHAIR:  Apparently  the  Chair  was  in  error,  if  it 
was  something  new.  Dr.  Black  (recognized). 

DR.  BLACK:  Mr.  President,  again,  this  is  my  resolu- 
tion, I would  like  to  clarify  it,  it  is  a fairly  simple 
thing.  The  whole  thing  behind  it  is  that  we  in  our  sec- 
tion of  the  state,  and  I am  sure  that  doctors  in  other 
sections  of  the  state  are  quite  perturbed  at  the  dispens- 
ing of  dangerous  drugs  by  pharmacists;  a person  going 
in  and  buying  penicillin,  "timin''  drugs,  barbital  prep 
arations,  or  what  have  you,  across  the  counter  and  the 
idea  was  to  ask  through  channels  that  the  druggist  be 
cautioned  that  there  is  a law  on  (he  statutes  or  just 
to  recall  (o  their  mind  there  is  such  a statute  covering 
such  acts. 

THE  CHAIR:  Do  you  consider  this  resolution  pertinent 
to  and  along  the  same  line? 

DR.  PRATT:  Yes,  sir,  he  is  the  gentleman  who  pre- 
sented the  resolution. 

THE  CHAIR:  If  that  is  the  case  the  chair  rules  this 
resolution  is  in  order,  though  original  resolutions  have 
to  come  from  the  council.  Those  in  favor  of  this,  of 
approving  this  resolution  as  read  say  "aye”.  Those  op- 
posed no.  The  ayes  have  it  and  it  is  so  ordered. 

DR.  PRATT:  I wish  to  take  this  opportunity  to  thank 
those  who  helped  me  in  preparing  and  presenting  this 
report. 

THE  CHAIR:  Thank  you  Dr.  Pratt.  This  ends  the  re- 
port of  Reference  Committees.  Are  there  any  further 
resolutions?  If  not  we  will  now  proceed  to  the  election 
of  officers. 

ELECTION  OF  OFFICERS— May  1,  1957 
THE  CHAIR:  The  first  officer  is  that  of  President- 
Elect. 

Dr.  J.  Clyde  Harris,  of  Lancaster,  Recognized. 

Mr.  President  and  members  of  the  House  of  Delegates 
of  the  South  Carolina  Medical  Association,  I wish  to 
nominate  a man  who  is  known  to  most  of  the  doctors  of 
South  Carolina  and  many  of  the  doctors  throughout  the 
nation.  I have  had  the  privilege  of  being  a practitioner 
in  the  same  city  with  this  gentleman  for  some  thirty 
years  and  1 would  respectfullv  call  your  attention  to 
some  of  the  accomplishments  and  some  of  the  honors 
already  conferred  upon  him. 

We  have  honored  him  at  home  by  electing  him  the 
first  president  or  the  first  chief  of  staff  of  our  local 
hospital,  (he  Marion  Sims  Memorial  Hospital,  and 
no  doubt  you  remember  from  your  medical  history 
that  Lancaster  County  was  the  birthplace  and  home 
of  Dr.  Marion  Sims.  We  have  also  honored  this  gentle- 
man, whom  I am  referring  to.  by  electing  him  president 
of  the  Lancaster  County  Medical  Society.  He  had  been 
honored  on  many  occasions  already  by  the  doctors  in 
South  Carolina,  having  been  elected  president  of  the 
Alumni  Ass'n.  of  the  Medical  College;  president  of 
the  general  practitioners’  guild,  or  Academy  of  General 
Practice  of  South  Carolina;  also  he  had  been  elected 
councilor  from  the  fifth  district  from  South  Carolina; 
he  is  chairman  of  the  committee  in  South  Carolina  of 
the  Medical  Education  Foundation  of  America;  he  has 
been  elected  vice-president  to  the  Tri-State  Medical 
Association  from  South  Carolina;  he  is  also  a member 
of  the  Industrial  Medical  Association;  a member  of 
the  Theta  Kappa  Psi  and  Alpha  Omega  Alpha  Fra- 
ternities. 

He  is  a member  of  the  Hospital  Advisory  Board  of  the 
State  Board  of  Health,  a member  of  the  Medical  Ad- 
visory board  of  the  Industrial  Commission. 

Gentlemen,  I realize  that  the  work  of  this  delegation 


has  been  rather  long  and  tiresome  and  that  we  would 
all  like  to  get  through  with  this  thing  and  go  ahead 
and  do  the  best  thing  for  the  Association  without  a 
bunch  of  long  speeches,  I would  therefore  like  to  nom- 
inate a man  with  the  foregoing  qualifications,  along 
with  numerous  other  qualifications.  He  is  a direct 
descendant  from  a man  who  received  a land  grant  in 
South  Carolina  from  the  King  of  England,  he  has 
traveled  in  Europe  and  attended  medical  lectures  and 
clinics  in  several  cities  on  that  continent;  he  is  loved 
and  respected  by  patients  and  loved  and  respected  by 
his  fellow  practitioners  and  since  this  gentleman  comes 
from  a county  who  has  not  had  a president  of  the 
Association  in  104  years,  we  think  that  it  is  our  time 
(laughter)  and  that  we  have  the  man,  a man  who  is 
duly  and  truly  prepared,  worthy  and  well-qualified  bv 
the  experience  rendered  in  the  organizations  and  offices 
to  which  he  has  already  been  elected.  My  nominee  is 
from  Lancaster,  the  home  of  one  of  the  largest  of  the 
Springs  Mills  and  as  Captain  Elliot  White  Springs 
says  in  his  advertisement  of  the  Spring  Maid  Products 
"You  can’t  go  wrong  on  a Spring  Maid  Sheet”  I am 
sure  the  South  Carolina  Medical  Association  won’t  go 
wrong  by  electing  the  man  whom  I shall  nominate.  I 
therefore  strongly  commend  to  you  for  your  favorable 
consideration  and  election  of  Dr.  R.  L.  Crawford  of 
Lancaster,  whom  I nominate  as  President-Elect. 
(Applause) 

DR.  KING  (Recognized):  Mr.  President,  fellow  mem- 
bers of  the  House  of  Delegates.  I would  like  the  privi- 
lege of  seconding  the  nomination  of  my  good  friend 
R.  L.  Crawford  and  move  the  nominations  be  closed 
and  that  he  be  nominated  by  acclamation. 

(This  motion  was  seconded  by  several) 

I HE  CHAIR:  Are  there  any  further  nominations?  If 
not  a motion  is  made  that  the  nominations  be  closed, 
and  this  is  seconded.  (This  motion  was  voted  on  and 
passed).  All  those  in  favor  of  electing  Dr.  R.  L.  Craw- 
ford as  President-elect  will  say  "aye”.  (The  motion 
was  passed  unanimously). 

THE  CHAIR:  The  chair  will  take  the  liberty  of  dis- 
pensing with  the  ballot  as  there  is  no  need  of  it  at  the 
present  time.  Will  Dr.  Burnside  and  Dr.  William 
Weston,  Jr.,  see  if  they  can  find  Dr.  Crawford  and  es- 
cort him  to  the  platform. 

The  next  order  of  business  is  the  election  of  a Vice- 
President. 

DR.  KING  (Recognized). 

Mr.  President  and  members  of  the  House,  I would  like 
to  place  in  nomination  before  this  house  a man  for 
vice-president,  a man  that  you  all  have  noticed  is  very 
common-minded,  a man  who  is  a past  president  of  the 
Sumter  County  Medical  Society,  also  a past  president 
of  the  South  Carolina  Opluhalmological  Society,  a man 
who  has  always  thought  of  his  practice  first  and  him- 
self second.  The  man  I would  like  to  nominate  is  Dr. 
Norman  O.  Eaddy  of  Sumter.  (Applause) 
(Nomination  seconded  by  Dr.  Bachman  Smith.) 
(Motion  was  made  from  the  floor  that  the  nominations 
be  closed,  this  was  seconded;  there  was  no  objection, 
the  vote  was  taken  and  the  motion  carried.) 

THE  CHAIR:  It  is  so  ordered  and  Dr.  Norman  Eaddy 
of  Sumter  is  elected  Vice-President.  (Applause) 
Secretary 

DR.  BACHMAN  SMITH  (Recognized):  Mr.  President, 
I would  like  to  nominate  Dr.  Robert  Wilson  to  suc- 
ceed himself.  (Dr.  Wyatt  seconded  the  nomination; 
motion  was  made  that  the  nominations  be  closed,  this 
was  seconded.) 

THE  CHAIR:  It  is  moved  and  seconded  that  the 
nominations  be  closed  and  they  are  automatically 
closed,  those  in  favor  of  Dr.  Wilson  to  succeed  himself 
will  say  “aye”.  And  there  are  no  noes.  Dr.  Wilson  you 
are  re-elected.  That  is  good  fortune  for  the  next 
president,  I will  tell  you. 

The  Treasurer.  This  nomination  comes  from  Council. 
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1)R.  CAIN:  (Recognized):  Council  recommends  Dr. 

Howard  Stokes  to  continue  in  his  position  as  Treasur- 
er. (This  recommendation  was  seconded;  Dr.  Evatt 
moved  the  nominations  be  closed,  and  this  was  second- 
ed; the  vote  was  taken  and  passed  unanimously  and 
it  was  so  ordered.) 

(At  this  time  Dr.  R.  I..  Crawford,  newly  elected  presi- 
dent Elect  was  escorted  to  the  platform  amid  applause). 
(Convention  rises) 

THE  CHAIR:  This  is  indeed  an  honor  and  a pleasure 
to  present  your  President-Elect,  a friend  of  many,  many 
years  and  a man  whose  attributions  I could  not  add  to, 
they  have  been  already  so  well  expressed  by  Dr.  Harris. 
Dr.  Crawford. 

DR.  CRAWFORD:  Dr.  Prioleau,  thank  you.  Members 
of  the  House  of  Delegates  I want  to  thank  you  for 
haying  confidence  enough  in  me  to  elect  me  president 
elect,  and  I assure  you  that  I will  do  all  in  my  power 
to  keep  the  office  of  president  and  the  South  Carolina 
Medical  Association  going  on  the  high  and  efficient 
plane  that  it  is  at  this  time.  I thank  vou.  (Applause). 
THE  CHAIR:  The  next  order  of  business  is  the  elec- 
tion of  the  Delegates  to  the  American  Medical  Asso- 
ciation for  the  two  year  term,  the  term  of  Dr.  William 
Weston,  Jr.,  expires  on  December  31,  1957. 

Dr.  Wyman  Ring,  Recognized). 

DR.  RING:  Mr.  President,  fellow  delegates,  I am  sure 
is  it  apparent  to  all  of  us  that  Dr.  Weston  has  repre- 
sented us  indeed  very  efficiently  in  the  affairs  of  the 
American  Medical  Association.  By  reason  of  his  ex- 
perience he  should  represent  us  perhaps  even  a little 
more  efficiently  in  the  future,  I therefore  nominate 
Dr.  William  Weston,  |r.  to  succeed  himself.  (This  was 
seconded  many  times  and  motion  was  made  to  close 
the  nominations). 

THE  CHAIR:  If  there  is  no  objection  the  nominations 
are  closed.  (The  vote  was  taken  and  passed  unani- 
mously.) 

An  alternate  delegate  to  the  American  Medical  Associa- 
tion, a two  year  term,  the  term  of  Dr.  Robert  Wilson 
expires  December  31,  1957,  nominations  are  in  order 
for  an  alternate  delegate. 

DR.  BLACK  (Recognized).  Mr.  President  I would  like 
to  nominate  Dr.  Robert  Wilson  to  succeed  himself. 
(There  were  seconds  from  the  floor;  Dr.  Evatt  moved 
the  nominations  be  closed;  there  was  no  objection,  the 
nominations  were  closed  and  the  Chair  cast  the  ballot 
for  Dr.  Wilson  to  succeed  himself.)  (Applause) 
Councilors:  (3-year  terms) 

THE  CHAIR:  Councilor  for  the  First  District,  the 
term  of  Dr.  Bachman  Smith  expires,  and  Dr.  Smith 
is  eligible  for  re-election.  (Dr.  Henry  Robertson  was 
recognized  and  he  nominated  Dr.  Bachman  Smith  to 
succeed  himself,  this  was  seconded;  motion  was  made 
that  the  nominations  be  closed,  this  tvas  passed,  the 
vote  was  taken  and  Dr.  Smith  rvas  re-elected  as  coun- 
cilor for  the  First  District.) 

The  Third  District— a councilor  will  be  elected  to  fill 
the  unexpired  term  of  Dr.  H.  B.  Morgan,  who  we  are 
sorry  to  say  has  resigned.  (Dr.  McLane  was  recognized 
by  t be  Chair  and  at  the  request  of  the  Third  District 
Medical  Society  he  placed  in  nomination  the  name  of 
Dr.  C.  J.  Scurry  to  fill  out  the  unexpired  term  of  Dr 
H.  B.  Morgan;  this  was  seconded;  there  were  no  fur- 
ther nominations  and  motion  was  made  that  they  be 
closed,  the  vote  was  taken  and  Dr.  C.  J Scurry  was 
elected  and  it  was  so  ordered.) 

The  Fourth  District,  the  term  of  Dr.  Charles  N.  Wyatt 
expires.  (Nomination  made  that  Dr.  Wyatt  be  elected 
to  succeed  himself;  this  was  seconded,  motion  was 
made  and  passed  that  the  nominations  be  closed,  the 
vote  was  taken  and  was  unanimous  that  Dr.  Wyatt  be 
elected  to  succeed  himself  and  it  was  so  ordered.) 

I lie  Seventh  District,  the  term  of  Dr.  Bozard  expires. 
(Nomination  was  made  that  Dr.  Bozard  succeed  him- 
self; this  was  seconded;  motion  yvas  made  that  the 


nominations  be  closed,  there  was  no  objection,  the 
vote  was  taken  and  Dr.  A.  C.  Bozard  yvas  elected  to 
succeed  himself  and  it  yvas  so  ordered.) 

Members  of  the  Meditation  Committee  (3-year  terms) 
(A  delegate  called  the  attention  of  the  Chair  to  the  fact 
that  a councilor  would  have  to  be  elected  to  fill  the 
vacancy  of  Dr.  R.  L.  Crawford,  who  had  been  elected 
President-Elect.) 

Councilor: 

THE  CHAIR:  Nominations  are  in  order  for  a successor 
to  Dr.  Crawford  for  the  Fifth  District.  Dr.  Crawford 
won't  have  to  resign  within  24  hours,  he  will  auto- 
matically do  so  because  he  becomes  a constitutional 
officer,  as  President-Elect  and  he  can  not  hold  two 
offices.  Are  there  any  nominations?  (Dr.  J.  N.  Gaston 
of  Chester  was  nominated;  this  was  seconded;  Dr.  John 
Brewer  of  KershaW  yvas  nominated,  and  this  was  sec- 
onded; there  were  no  further  nominations  and  ballots 
were  prepared  for  voting  for  Dr.  J.  N.  Gaston  and  Dr. 
John  Brewer.) 


THE  CHAIR:  While  the  tellers  are  collecting  ballots 
we  can  save  a few'  minutes  by  proceeding  with  the 
election  of  the  Meditation  Committee.  According  to  the 
By-Laws  the  nominations  are  made  by  Council.  They 
are  written  on  the  board  and  will  you  be  kind  enough 
to  read  them,  Dr.  Cain. 

DR.  CAIN:  Meditation  Committee— the  constutition  re- 
quires that  two  nominees  be  submitted  from  each 
district  to  fill  a vacancy  and  council  has  recommended 


First  District 


Fourth  District 


Seventh  District 


John  A.  Siegling  ) 

C.  B.  Woods  ) 

T.  G.  Goldsmith  ) 

R.  R.  Nimmons  ) 

S.  E.  Miller  ) 

Harry  Davis  ) 

You  will  elect  one  of  those  from  each  district. 

THE  CHAIR:  Rindly  prepare  three  ballots. 

If  you  will  give  us  your  attention  for  one  minute  we 
will  announce  the  results  of  the  election  for  Coun- 
cilor for  the  Fifth  District,  Dr.  John  Breyver  was 
elected,  that  is  as  Councilor  for  the  unexpired  term  of 
Dr.  Crawford. 


THE  CHAIR:  If  we  can  have  your  attention,  while 
these  ballots  are  being  counted  yve  can  proceed  with 
elections.  The  next  in  order  being  Members  of  the 
State  Board  of  Medical  Examiners— 4-year  terms: 

I he  first  district— the  term  of  Dr.  A.  R.  Johnston  ex- 
pires. 

DR.  BACHMAN  SMITH  (Recognized):  I rvould  like 
to  nominate  Dr.  Johnston  to  succeed  himself.  (This 
w'as  seconded)  there  were  no  further  nominations, 
motion  yvas  made  that  they  be  closed,  the  vote  yvas 
taken  and  Dr.  Johnston  yvas  elected.) 

THE  CHAIR:  The  Third  District,  the  term  of  Dr. 
William  P.  Turner,  Jr.,  expires.  (Dr.  Wilkinson  nomin- 
ated Dr.  Turner  to  succeed  himself,  this  was  second- 
ed—there  were  no  further  nominations,  the  chair  de- 
clared the  nominations  closed,  and  the  vote  was  taken 
and  Dr.  Turner  was  elected  to  succeed  himself.)  The 
next  is  the  Member  of  State  Board  of  Examination  of 
Nurses— 5-year  term.  The  term  of  Dr.  W.  Wyman  Ring 
expires. 

(Dr.  Burnside  nominated  Dr.  Wyman  Ring  to  succeed 
himself;  this  was  seconded,  there  were  no  further  nom- 
inations, the  vote  was  taken  and  Dr.  King  was  re- 
elected, and  it  was  so  ordered.) 


The  Members  of  Hospital  Advisory  Council  of  State 
Board  of  Health,  4-year  terms.  The  term  of  Dr.  R.  I,. 
Crawford  expires  and  so  yve  must  have  a successor  to  Dr. 
Crawford,  a successor  at  large.  (Dr.  Peeples  nominated 
Dr.  J.  C.  Harris,  this  was  seconded,  there  were  no  fur- 
ther nominations,  the  vote  was  taken  and  Dr.  Harris 
yvas  elected  and  it  was  so  ordered.) 

I he  term  of  Dr.  T.  C.  McFall  of  Charleston  expires. 
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(Dr.  Hanckel  nominated  Dr.  McFall  to  succeed  him- 
self, stating  “He  has  done  a very  good  job  and  I think 
lie  deserves  the  nomination.”  (This  nomination  was 
seconded;  there  were  no  further  nominations,  the  vote 
was  taken  and  Dr.  McFall  was  re-elected). 

THE  CHAIR:  There  are  two  telegrams  which  I shall 
ask  the  secretary  to  read.  These  telegrams  are  in  re- 
gard to  the  choice  of  place  of  meeting  for  next  year.  As 
this  will  terminate  the  business  session  we  may  as  well 
proceed  right  now  with  the  choice  of  meeting  place 
for  next  year. 

DR.  ROBERT  WILSON:  We  have  a telegram  (Read- 
ing) 

“Please  express  to  your  officers  and  members  our  most 
cordial  invitation  to  bring  your  1958  convention  to 
Charleston  and  the  Fort  Sumter  Hotel.  Your  inquiry 
as  to  choice  of  dates  will  receive  top  priority.”  It  is 
signed  by  Mr.  Bealer,  General  Manager  of  the  Fort 
Sumter  Flotel. 

A letter,  addressed  to  Mr.  Meadors— to  extend  a very 
cordial  invitation  to  the  South  Carolina  Medical  As- 
sociation to  again  consider  Myrtle  Beach  and  the  Ocean 
Forest  Hotel  for  their  1958  meeting.” 

Dr.  Bachman  Smith:  Mr.  President  I would  like  to 
suggest  that  we  come  to  Myrtle  Beach  and  not  Char- 
leston. (This  motion  was  seconded  by  Dr.  Evatt.) 
(Laughter) 

THE  CHAIR:  That  is  not  very  hospitable  from  the 
Charleston  delegation.  Is  there  any  other  invitation? 


If  there  is  no  other  invitation,  what  is  the  pleasure 
of  the  House.  (Shouts  of  Myrtle  Beach,  Myrtle  Beach, 
the  vote  was  taken  and  Myrtle  Beach  was  selected  for 
the  1958  meeting  place.) 

DR.  WYATT  (Recognized):  Mr.  President  I would  like 
to  ask  the  House  to  give  some  recognition  to  whoever 
made  the  arrangements  for  the  seating  of  the  house  of 
delegates  today.  I think  it  is  very  much  more  con- 
venient than  we  have  ever  had  before  and  I move 
that  we  extend  to  whomever  arranged  this  a vote  of 
thanks. 

THE  CHAIR:  Dr.  Wyatt,  that  would  be  transmitted 
both  to  and  through  Mr.  Meadors  and  Dr.  Joe  Cain. 
1 would  like  to  take  this  oportunity  of  expressing 
thanks  through  the  secretary  for  any  hotel  committee 
on  local  arrangements. 

May  we  have  your  attention— the  report  of  the  tellers 
on  the  Mediation  Committee  is  here: 

Dr.  John  A.  Siegling  has  been  re-elected  to  succeed 
himself  from  the  First  District. 

Dr.  T.  G.  Goldsmith  has  been  elected  from  the  Fourth 
District. 

Dr.  S.  E.  Miller  has  been  elected  from  the  Seventh 
District. 

(Announcement  that  the  Mediation  Committee,  as 
now  constituted  will  meet  immediately  after  adjourn- 
ment in  this  room.) 

THE  CHAIR:  The  meeting  is  declared  adjourned. 
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RELIEVES  THE  GNAWING  ACHE 


Pro-Banthlne0provides  rapid 

control  of  pain  in  peptic  ulcer 


In  a two-year  study1 2 3 4 5  by  Lichstein  and  co- 
workers, documented  by  intensive  personal 
observation  and  by  follow-up  studies,  Pro- 
Banthlne  (brand  of  propantheline  bromide) 
often  brought  immediate  relief  of  ulcer  pain. 
Patients  (11  per  cent)  who  did  not  respond 
satisfactorily  to  Pro-BanthTne  therapy  had 
“anxiety  manifestations  of  psychoneurotic 
proportions.” 

In  addition  to  frequent  immediate  sympto- 
matic relief,  Pro-BanthTne  reduces  gastroin- 
testinal motility  and  diminishes  the  secretion 
and  acidity  of  gastric  juice,  all-important 
factors  in  the  generation  and  aggravation  of 
peptic  ulcer. 

These  actions  of  Pro-BanthTne  and  its 
demonstrated  effectiveness  in  accelerating  ul- 


cer healing2-5  mark  the  drug  as  a most  valu- 
able adjunct  in  the  treatment  of  peptic  ulcer. 

The  suggested  initial  dosage  is  one  15-mg. 
tablet  with  meals  and  two  tablets  at  bedtime. 
An  increased  dosage  may  be  necessary  for 
severe  manifestations  and  then  two  or  more 
tablets  four  times  a day  may  be  prescribed. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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THE  JAMA i CLINICAL  ABSTRACTS  OF  DIAG- 
NOSIS AND  TREATMENT.  The  Intercontinental 
Medical  Book  Corp.  with  Grime  and  Stratton,  Inc., 
New  York.  1957.  Price  $5.50. 

This  is  a selection  of  the  excellent  abstracts  which 
appear  in  the  Journal  of  the  AMA  and  covers  the 
year  1956  more  or  less.  The  abstracts  have  been 
selected  by  Dr.  I.  Phillips  Frohman  and  are  arranged 
by  systems  of  the  body  so  that  a fairly  complete 
picture  of  the  more  important  literature  concerning  a 
particular  system  is  thus  made  available.  The  regular 
reader  of  the  JAMA  will  probably  have  seen  most  of 
these  abstracts,  but  for  one  who  does  not  follow  the 
abstract  section,  this  represents  a useful  compilation 
and  a saving  of  a great  deal  of  time  and  effort. 

J.  I.  W. 


RYPINS ’ MEDICAL  LICENSURE  EXAMINA- 
TIONS. Edited  by  Walter  L.  Bierring,  M.  D.  8th 
Edition,  J.  B.  Lippincott  Co.,  Fhila.  Price  $10.00. 

This  is  the  eighth  edition  of  a book  which  has  long 
been  used  successfully  and  to  great  advantage.  It 
contains  topical  summaries  and  questions  which  are 
pertinent  to  state  medical  board  examinations,  and  is, 
in  effect,  a collection  of  brief  outlines  of  courses  in 
the  various  branches  of  medicine.  It  offers  to  the 
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reader  a brief  review  of  these  courses,  and  contains 
authentic  information  which  can  be  put  to  good  use 
by  the  candidate  who  is  preparing  for  an  examination. 
Actually,  earlier  editions  of  this  book  have  been  used 
as  the  review  text  by  medical  students  to  great  ad- 
vantage. The  book  can  be  recommended  highly  for 
those  interested  in  the  type  of  information  contained. 

There  is  no  section  devoted  to  pediatrics.  It  is  of 
interest  to  note  that  Dr.  Robert  P.  Walton  of  the 
Medical  College  of  South  Carolina  is  a member  of  the 
review  panel  which  collaborated  with  the  editor  in 
the  preparation  of  this  book. 

J.  I.  W. 


ALLEN’S 
INVALID  HOME 

MILLEDGEVILLE,  GA. 

Established  1890 

For  the  Treatment  of 

NERVOUS 

AND 

MENTAL  DISEASES 

Grounds  600  Acres 
Buildings  Brick  Fireproof 
Comfortable,  Convenient 
Site  High  and  Healthful 

E.  W.  ALLEN,  M.  D. 

Department  for  Men 

H.  D.  ALLEN,  M.  D. 

Department  for  Women 
TERMS  REASONABLE 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 
ADMISSIONS  LIMITED  TO  WHITE  WOMEN 
SPECIALIZING  IN  SHOCK  THERAPY 
INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 

Dr.  Chapman  J.  Milling.  Medical  Director 
Dr.  James  B.  Galloway.  Senior  Assistant  Physician 

FOR  RESERVATION  CALL  2641  FOREST  DRIVE 

SUPERINTENDENT  2-4273  COLUMBIA,  S.  C. 

FIRE  SPRINKLER  SYSTEM  THROUGHOUT  HOSPITAL 


370 


The  Journal  of  the  South  Carolina  Medical  Association 


The  Journal 

of  the 

South  Carolina  Medical  Association 

Volume  LIII  October,  1957  Number  10 


PSYCHOTHERAPY: 
GENERAL  PRINCIPLES 

Kenneth  E.  Appel,  M.  D.° 

Philadelphia,  Pennsylvania 


Today  two  aspects  of  the  approach  to 
mental  illness  have  been  discussed — the 
psychological  and  the  surgical.  There 
are  many  procedures  which  can  be  employed 
in  the  treatment  of  mental  illness.  We  have, 
at  our  disposal,  surgery,  shock  therapy,  in- 
sulin coma  therapy,  chemotherapy  and  vari- 
ous forms  of  psychological  therapy.  There  is 
insight  therapy,  attitude  therapy,  relationship 
therapy,  non-directive  therapy,  and  psycho- 
analysis. 

It  is  a tremendous  problem — the  burden 
and  extent  of  emotional  and  mental  illness.  I 
wonder  how  many  of  you  know  the  magnitude 
of  the  big  businesses  of  the  country?  I sup- 
pose General  Motors’  is  ten  billion  dollars  an- 
nually. Mental  illness  is  really  a five  billion 
dollar  business.  It  compares  with  the  great 
businesses  of  the  country.  And  so  far,  society 
has  allowed  4%  of  physicians  to  deal  with  it, 
plus  the  trickle  that  comes  from  social  workers 
and  psychologists,  neuro-physiologists  and 
neurosurgeons.  Here  4%  of  physicians  are 
trying  to  deal  with  a problem  that  occupies 
50%  of  the  hospital  beds  of  the  country,  to 
say  nothing  of  two  to  three  million  mildly  or 
moderately  psychotic  persons  who  are  trying 
to  survive  in  our  nation  outside  of  hospitals, 
and  perhaps  the  ten  to  fifteen  million  people' 

° Professor  and  Chairman,  Departme  nt  of  Psychiatry, 
University  of  Pennsylvania. 

This  paper  is  an  edited  transcription  of  an  address 
given  at  the  Institute  on  Neurology  and  Psychiatry, 
Medical  College  of  South  Carolina,  in  cooperation 
with  The  South  Carolina  Mental  Health  Commission, 
Charleston,  South  Carolina,  March  23,  1956. 


who  are  very  emotionally  disturbed  by  the 
neuroses.  This  is  poor  social  engineering.  We 
need  therefore  a tremendous  amount  of  re- 
search in  this  field.  We  have  had  something 
over  six  million  dollars  given  to  research  in 
psychiatry,  when  one  hundred  and  eighty 
million  dollars  is  given  to  medical  research. 
Over  a billion  dollars  is  given  for  research  in 
the  military  field.  This  is  a matter  of  grave 
concern. 

Medicine  has  undergone  many  changes  in 
the  last  half  century.  The  medicine  of  Pasteur, 
Koch  and  Virchow,  however  important,  has 
undergone  great  developments.  As  a student, 
I worked  under  people  who  represented  a 
transition  from  the  old  to  the  new  in  the 
study  and  practice  of  medicine,  namely,  Har- 
vey Cushing  and  Walter  Cannon.  Harvey 
Cushing  found,  among  many  things,  that 
stimulation  of  certain  parts  of  the  brain,  the 
lower  centres,  caused  gastric  ulcers,  irritations 
of  the  gastric  mucosa,  or  haemorrhages.  There 
is  no  need  to  elaborate  upon  the  contributions 
of  Cannon  on  the  correlation  of  emotion  and 
pain  with  types  of  physiological  disturbances 
associated  with  the  two  branches  of  the  auto- 
nomic system.  Both  of  these  physicians  and 
researchers  showed  that  there  were  disturb- 
ances in  the  body  that  were  not  alone  related 
to  infection,  tumor  formation,  physical  injury, 
intoxication  or  degeneration,  but  were  related 
to  situational  factors.  Harvey  Cushing  was  an 
early  investigator  of  neurological  factors  in 
peptic  ulcers.  There  has  been  an  increase  ap- 


parently  in  peptic  ulcers  in  Western  civiliza- 
tion. This  is  probably  not  due  to  change  in 
diet,  but  to  the  stress  and  strain  which  people 
are  living  under  and  the  preparation  which 
they  receive  (or  rather  lack  of  it)  for  the 
stresses  of  life.  There  were  then  the  wonder- 
ful contributions  of  Pasteur,  Virchow,  Koch 
and  Lister.  But  then  came  another  type  of 
medicine  which  Cushing,  Cannon,  Selve  and 
Pavlov  represent. 

The  contributions  of  these  later  workers 
cannot  be  overlooked  in  the  practice  of  medi- 
cine today,  because  they  have  shown  that 
situations  can  cause  disease,  and  the  disease 
does  not  have  to  be  caused  by  toxic  influences, 
infections,  degeneration  and  the  like.  Situa- 
tions, in  the  present  or  in  the  past,  can  so  dis- 
turb physiology  that  people  can  be  rendered 
incapable  of  performing  their  customary 
activities  with  satisfaction,  effectiveness  or 
even  at  all.  Thus  there  also  developed  new 
types  of  attempts  to  treat  or  resuscitate  pa- 
tients from  the  psychological  and  environ- 
mental points  of  view.  Then  came  shock 
methods,  then  surgery,  and  now  the  new 
tranquilizing  drugs. 

In  the  last  25  years  there  has  developed  an 
extreme  fascination  with  the  microscopic  ex- 
ploration of  the  mind  by  psychoanalysis.  This 
has  been  of  tremendous  cultural  and  medical 
importance.  I think  as  yet  its  fidl  and  ultimate 
importance  has  not  been  recognized.  The  pre- 
occupation of  medical  students  and  residents 
in  many  medical  centers  in  psychiatry  has 
been  with  the  psychological  organization  of 
the  personality.  Something  of  the  latter  will 
be  the  subject  of  my  talk  to  you  today.  It  has 
been  an  extreme  preoccupation,  and  the  field 
of  neurophysiology  has  been  neglected.  1 
asked  a group  of  graduate  students  in  psy- 
chiatry the  other  day  about  the  reticular  sub- 
stance: Where  is  it?  What  is  its  function?  They 
scratched  their  heads  and  they  didn’t  know 
about  it.  Now  if  I had  asked  them  to  discuss 
with  me  the  two  stages  of  oral  or  anal  develop- 
ment, they  would  have  had  much  to  offer  in 
discussion.  We  are  in  a common  universe,  and 
we  must  think  in  holistic  and  comprehensive 
terms  and  not  just  alone  with  the  concepts  of 
psychology  or  separately  in  terms  of  chemistry 
and  physiology. 


My  discussion  is  about  psychotherapy. 
When  I was  to  be  out  of  town  not  long  ago,  1 
asked  a psychiatrist  to  look  after  a patient 
while  I was  away.  I had  been  seeing  her  for 
about  15  years,  and  her  blood  pressure  was 
about  220/130.  When  I returned  to  town  one 
Saturday  morning  and  saw  her  about  2 or  3 
o’clock  that  same  afternoon.  I looked  down  at 
a big  set  of  notes,  but  did  not  see  a notation 
about  her  blood  pressure  or  her  ophthalmo- 
scopic examination.  Immediately  1 phoned 
this  doctor,  a very  good  psychiatrist,  a fine 
fellow,  with  good  internship  and  residency 
training.  I asked,  “What  about  this  patient’s 
blood  pressure?”  “Did  you  use  the  ophthal- 
moscope?’ He  replied,  “Doctor,  I am  ashamed 
to  say  that  I haven’t  done  any  of  these  tests  or 
examinations  since  I have  been  seeing  this 
patient  for  three  or  four  months.”  Now,  this  is 
awfully  discouraging.  So  I went  and  obtained 
the  blood  pressure  apparatus.  The  ophthal- 
moscope was  secured  and  the  patient  was  ex- 
amined. This  patient  had  had  her  very  high 
blood  pressure  for  years.  Notwithstanding  this 
she  had  been  kept  at  work  in  our  industrial  or 
business  economy  for  about  15  years.  She  had 
had  a sympathectomy  about  12  years  before 
and  that  seemed  to  help  things  out  for  several 
years.  Then  the  blood  pressure  started  to 
climb.  Thus  we  ought  not  to  think  of  the 
psychological  aspects  only.  People  are  not 
living  merely  in  a vacuum  of  their  psyche,  but 
are  living  in  a world  which  includes  their  phy- 
sical bodies  and  the  social  environment  of 
concrete  situations  and  circumstances.  Even 
when  there  isn’t  a great  deal  one  can  do  about 
disturbed  physiological  pathology,  I believe 
that  psychiatrists  and  physicians  can  be  a 
real  help  to  people  with  their  problems  and 
their  adjustments. 

Psychiatry,  it  appears  to  me,  deals  with 
stresses,  the  adjustment  of  people  to  situations, 
to  circumstances  and  conditions.  That  adjust- 
ment may  be  handicapping.  Are  incapacities 
on  a heredity  level,  on  a cellular  level,  an  inter- 
cellular fluid  level,  on  a neurological  level,  or 
on  a conditioned  Pavlovian-Cannonian  level? 
Symbolic,  cortical  conditioning  often  does  not 
remain  isolated  in  the  psyche  but  has  its 
reverberations  in  the  hvpothalamic-hypophy- 
seal-adreno-cortical  axis.  This  means  that  psy- 
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chiatrists  ought  to  he  able  to  understand  and 
relate  what  is  going  on  in  the  different  levels 
of  the  body  and  various  areas  of  medicine. 
What  happens  to  an  individual  at  present  is 
determined  to  a great  extent  by  his  condition- 
ing from  the  past.  The  symptoms  found  in  the 
present  may  he  creating  a disturbance  or  im- 
balance of  integrating  homeostatic  reactions, 
which  can  only  he  understood  and  which  can 
only  be  attacked  and  treated,  sometimes,  by 
understanding  what  experiences  that  individ- 
ual has  been  through. 

Hearing  the  lectures  today,  I could  not  help 
thinking  of  a patient  who  had  been  ill  for  22 
years  with  eczema  and  asthma.  She  had  had 
all  the  treatment  that  this  country  and  foreign 
nations  had  available  from  the  medical  point 
of  view,  from  chemical  and  drug  aspects, 
from  allergic  methods.  I tried  to  understand 
the  problems  of  this  patient.  Essentially,  it 
seemed  to  me,  her  life  lacked  security.  She 
had  had  an  asocial,  alcoholic  and  suicidal 
mother  and  an  alcoholic  father,  from  wealthy 
oil  regions  in  the  West.  At  22  years  of  age 
she  had  severe  attacks  of  asthma  of  which  the 
allergist  thought  she  might  die.  Along  with 
these  came  the  terrific  outbreaks  of  eczema. 
I said  to  myself,  “This  young  woman  needs 
some  sort  of  security.”  My  chief  concern, 
therefore,  was  to  see  her  and  be  with  her 
sometimes  five  minutes  a day,  sometimes  not 
for  several  days,  and  sometimes  for  half  an 
hour  or  an  hour.  We  talked  about  everything.  I 
talked  about  what  she  had  read,  what  movies 
she  had  been  to.  I tried  to  build  a solid,  secure 
relationship  with  her.  Sometimes  she  would 
be  sitting  like  a frightened  animal  underneath 
a table  on  which  there  was  a lamp.  So  I sat 
down  on  the  carpet  beside  the  table  and  talked 
to  her  and  let  her  play  with  my  pen  and 
paper.  We  talked  about  everything.  I thought 
the  essential  thing  was  to  establish  a basic 
human  contact  with  another  individual.  Well, 
she  got  well,  and  I think  that  I had  something 
to  do  with  it.  1 don’t  think  that  without  some 
kind  of  rational  treatment  based  on  an  under- 
standing of  her  personality,  her  experiences 
and  her  needs  she  would  have  gotten  well. 
She  is  now  married  to  an  engineer,  and  they 
seem  to  be  getting  along  well.  They  have 
been  married  for  six  years.  I would  say  that 


was  social  therapy,  psychological  therapy,  and 
emotional  therapy.  She  did  not  need  environ- 
mental therapy  because  she  had  been  sent 
away  from  home.  Her  geography  had  been 
changed  many  times.  It  certainly  wasn’t 
chemical,  it  certainly  was  not  drugs,  but  it 
seemed  to  me  she  needed  a secure  relation- 
ship with  another  human  being. 

1 believe  relationships  between  human 
beings  are  terribly  important  in  this  world. 
Psychoanalysis  takes  this  relationship  between 
human  beings  and  traces  the  development  of 
patterns  of  behaviour,  of  inclinations  and  dis- 
inclinations, of  devotions  and  hostilities,  and 
analyzes  them  in  ultra-microscopic  detail.  So 
psychoanalysis  is  doing  a tremendous  service 
for  psychiatry  and  for  society.  Psychoanalysis 
is  limited  to  the  few  who  are  financially  fortu- 
nate in  this  world,  except  in  very  few  in- 
stances. Psychoanalysis  should  be  encouraged, 
especially  from  the  research  point  of  view. 
However,  the  great  bulk  of  mentally  ill  pa- 
tients in  our  mental  hospitals  cannot  be 
analyzed.  A professor  at  Yale  is  making  socio- 
logical studies  about  the  distribution  of  people 
who  receive  psychiatric  therapy  and  in  his 
account,  the  people  who  receive  psychiatric 
therapy  are  Class  A,  and  Class  B of  society. 
These  classes  are  made  up  first,  of  college 
people  with  inherited  wealth,  and  second, 
the  self-made,  the  brilliant  people  who  have 
moved  to  the  top  financially,  and  many  of 
whom  had  been  to  college.  Psychotherapy  of 
this  type  is  available  for  such  people  in  this 
country.  There  is  a hospital  in  England,  under 
socialized  medicine,  where  patients  do  not 
pay  for  their  psychoanalysis.  The  staff  is  given 
complete  freedom  to  treat  these  patients,  and 
see  what  the  results  will  be.  It  is  a fascinating, 
foresighted  experiment  in  psychiatry. 

The  new  drugs,  tranquilizing  drugs  such 
as  Thorazine,  Reserpine,  Frenquel,  mepro- 
bamate, mephenesin  carbamate,  often  make 
psychotherapy  possible.  Psychotherapy  is  of 
different  varieties,  tremendously  different 
varieties,  but  essentially  it  is  the  influence  of 
one  human  being  on  another.  The  degrees  of 
refinement,  the  types,  of  that  influence  vary 
and  are  not  completely  agreed  upon  by  very 
many  people.  It  is  essentially  the  psycho- 
logical, social  or  emotional  influence  of  one 
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individual  on  another  individual  which  is  im- 
portant in  psychotherapy.  There  is,  I believe, 
great  misunderstanding  about  psychotherapy. 
Most  psychotherapy  is  directed  to  the  in- 
tellect or  the  realm  of  ideas  to  reason  and 
logic.  I believe  we  reach  great  limitations  of 
effectiveness  of  reason  and  logic,  when  we 
treat  severe  disorders  such  as  those  we  deal 
with  often  in  psychiatry.  One  of  the  cases  that 
has  always  stuck  in  my  mind  is  the  wife  of 
a doctor,  who  at  50  years  of  age  came  in  my 
office  thoroughly  disheveled,  in  fine  clothes, 
sleepy,  with  indigestion,  restless  and  agitated. 
She  was  filled  with  fear.  She  said,  “I  feel  that 
I’m  going  to  a mental  hospital  or  going  to  kill 
myself.”  Recentlv,  her  father  who  became 
arteriosclerotic  had  been  sent  to  a state  hos- 
pital. She  had  a daughter  who  had  severe 
poliomyelitis.  She  had  another  daughter  who 
was  sent  to  a state  hospital  with  schizophrenia. 
She  had  another  child  who  had  had  an  appen- 
dectomy within  two  months.  I said  to  her,  “If 
I had  been  up  against  all  you  have  been  up 
against  for  the  last  two  or  three  years,  I'd  be 
feeling  just  about  the  way  you  are  feeling.”  I 
found  severe  apprehension,  anxiety  and  agita- 
tion but  no  evidence  of  insanity  or  psychosis. 
1 thought  that  some  sedation  would  be  help- 
ful. I saw  her  three  times.  I had  really  thought 
in  the  first  thirty  minutes  of  the  first  inter- 
view that  the  diagnosis  would  be  an  agitated 
depression  and  was  going  to  require  electric 
shock  treatment.  But,  as  the  interview  de- 
veloped I said  to  myself,  “This  reaction  is 
proportionate  to  the  stresses  that  this  individ- 
ual is  under.”  I saw  her  three  times  and  she 
has  remained  well  for  six  or  seven  years.  Thus 
it  is  perfectly  possible  at  times,  when  you  see 
a rather  acute  situation  and  an  acute  disturb- 
ance, to  present  it  to  a patient  with  definite- 
ness, “Now  this  is  the  situation.  These  are  the 
things  to  do.”  Then  give  the  person  concrete 
suggestions,  direction  and  probably  medicines. 

Complete  direction  as  to  what  to  do  will 
not  solve  the  majority  of  problems.  Patients 
have  had  lots  of  directions  from  their  family 
doctors  and  their  relatives.  They  themselves 
have  tried  it  with  their  own  reasoning  and  I 
think  that  they  need  other  help,  perhaps  in- 
direct help.  That  leads  me  to  another  point: 
psychiatrists,  I believe,  are  never  going  to  be 


able  to  solve  the  problem  of  mental  disease  in 
this  country.  It  is  too  great,  and  I believe  that 
we  will  have  to  enlist  the  help  of  the  general 
practitioners,  and  surgeons,  the  obstetricians, 
the  gynecologists,  and  the  pediatricians,  in 
this  great  job.  It  is  important  that  these  groups 
of  practitioners  understand  what  the  prob- 
lems are  and  how  to  help  with  the  universal 
problems  which  cause  difficulty  in  human 
nature.  My  job  as  a teacher  is  to  try  to  relate 
our  students  and  our  residents  to  these  great 
problems.  The  pathology  that  is  involved  is 
the  Cannonion-Pavlovian-Selye  kind  of  path- 
ology which  certain Iv  exists  in  medical  prac- 
tice. I would  believe  that  this  other  group  of 
physicians,  non-psychiatrists,  can  do  a tre- 
mendous lot  in  the  war  psychotherapy  is 
waging  against  the  great  groups  of  dis- 
integrating forces  in  patients,  and  it  is  of  that 
group  that  I am  thinking.  It  is  not  the  psycho- 
analytic group  of  whom  I am  talking  today. 

Psychotherapy  is  not  just  related  to  the 
intellect  of  the  individual.  The  intellect  of  a 
person,  his  ideas,  his  logic,  are  not,  it  seems  to 
me,  the  most  important  things  about  an  in- 
dividual. We  do  not  like  our  friends,  the 
majority  of  them,  just  because  of  their  intel- 
lects, the  keenness  of  their  reasoning.  There 
are  other  things  besides  that.  Their  devotions, 
their  inclinations,  their  aversions,  their  habits, 
which  are  important,  and  which  appeal  to 
them,  are  closer  to  the  heart  of  the  personality 
— not  just  cold  intellect.  A definition  that  has 
been  helpful  to  me  is  this:  psychotherapy  is 
helping  an  individual  to  handle  his  feelings, 
and  his  emotions  or  behaviour  more  effectively. 
An  individual  is  not  just  his  ideas.  This  is  a 
non-intellectual  definition  of  therapy.  Take, 
for  example,  the  patient  whom  I discussed 
who  had  eczema  and  asthma.  I did  not  reason 
with  this  individual  at  all.  I did  not  argue 
with  her.  I did  not  discuss  in  great  detail  her 
background,  what  her  roots  were,  what  her 
phases  of  development  were.  It  was  apparent 
right  away  that  this  individual  needed  security 
and  that  was  the  most  important  thing.  I tried 
to  give  it  to  her  by  giving  her  part  of  my 
time,  my  communication,  my  contact,  and 
capacity  for  contact.  Psychotherapy  is  a much 
broader  process  or  function  than  the  intellect, 
logic  or  reason.  It  can  be  practiced  by  persons 
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who  are  not  just  psychiatrists.  It  is  an  effort 
to  bring  about  changes  in  a patient,  whether 
through  absolute  direction,  suggestion,  re- 
assurance, explanation,  or  experience  with 
another  individual.  There  are  great  differences 
in  the  types  of  relationships  which  develop. 
This  relationship  needs  to  be  explored  in  cer- 
tain kinds  of  conditions,  particularly  patients 
who  should  be  psychoanalyzed,  but  that  is  not 
necessary  and  is  not  possible  for  the  great 
majority  of  patients. 

There  seem  to  be  three  chief  aspects  of 
psychotherapy:  control,  release,  clarification. 
The  aspect  of  control  is  chiefly  important  in 
relationship  with  the  therapist:  the  control 
that  is  established  through  respect  and  regard 
of  a patient  for  the  therapist.  This  is  the  most 
important  kind  of  control  that  can  be  estab- 
lished. For  psychotic  patients  in  mental  hos- 
pitals often  other  kinds  of  controls  will  have 
to  be  used.  Control  through  personal  relation- 
ship is  the  most  abiding  kind,  and  this  the 
tranquilizing  drugs  often  can  help  establish. 
But  T.  P.  Rees,  with  the  development  of  the 
open  psychiatric  hospital,  has  shown  that 
manv  of  the  controls  thought  traditionally  to 
be  essential  for  the  psychiatric  patient  are  not 
necessary — they  may  even  be  harmful.  The 
next  thing  that  is  important  is  for  people  to  be 
able  to  release  and  express  their  feelings  un- 
reservedly. The  third  aspect  of  therapy  is  the 
clarification  of  problems  and  the  better  under- 
standing of  difficulties,  disappointments,  and 
frustrations.  The  third  aspect  of  therapy 
clarification  is  perhaps  the  least  important  in 
the  majority  of  cases,  though  this  is  contrary 
to  majority  and  traditional  opinion.  I believe 
that  the  first  and  second  aspects  are  far  more 
important. 

For  the  structure  of  the  personality  from  the 
psychological  point  of  view  let  us  take  the 
example  of  the  patient  who  complained  of 
pain  in  the  back  for  eight  years  with  great 
fatigue.  She  had  been  in  bed  at  home  for  two 
months  when  we  first  saw  her.  This  patient 
had  two  operations  which  were  done  to  try 
to  help  her  and  she  continued  extremely  ill 
in  our  hospital  for  eight  months.  She  was  in 
bed  for  about  four  or  five  months  and  it 
seemed  to  me,  as  far  as  I could  make  out,  that 
the  nature  of  her  illness,  related  to  the  struc- 


ture of  her  personality.  May  I present  to  your 
mind’s  eye  a sort  of  functional  diagram  of  the 
personality  as  I saw  it  psychologically.  There 
is  the  intellectual  function  of  the  individual 
which  we  sometimes  think  of  as  the  Ego  or 
perceptive  function.  This  is  the  mirror  of  what 
goes  on  in  the  mind.  Then  there  are  the  in- 
stinctive functions,  emotional  functions,  that 
part  called  by  Freud  the  Id.  The  social, 
standardizing  or  moral  function  in  the  individ- 
ual is  called  the  Superego.  Instinctive  func- 
tions are  chiefly  three  from  the  psychological 
point  of  view.  We  can  resolve  most  of  our 
problems  from  this  aspect  of  the  personality 
into  three  elemental  functions:  fear  or  anxiety, 
hate  and  frustration,  and  love.  Behind  her 
pain  and  weakness,  our  patient  was  suppress- 
ing or  repressing  fear  and  hate  in  excessive 
proportions.  Many  of  our  drugs  minimize 
these  tensions.  Our  lobotomies  sometimes  re- 
lieve these  tensions.  In  neurosis  and  psychosis 
the  capacity  for  love  is  interfered  with.  Under 
love  would  be  included  growth  impulses,  the 
impulses  to  expand,  to  make  progress,  to 
master  things.  They  are  always  interfered 
with,  when  we  have  marked  psychological 
difficulties.  In  these  individuals  and  in  the 
patient  with  the  pains  described  the  com- 
plaints are  merely  reflections  or  manifestations 
of  the  intensity  of  the  fear  and  hate  which  she 
did  not  talk  about  for  a long  while.  The  fear 
and  hate  were  related  to  rejection  by  her 
promiscuous  father  and  her  controlling,  hyper- 
conscientious,  punitive  mother.  Therapy  con- 
sisted of  seeing  the  patient  sometimes  five 
minutes  a day  and  sometimes  thirty  minutes 
a day  and  letting  her  talk  about  anything  that 
seemed  to  come  to  mind.  Things  that  were 
important  were  either  words  expressing  the 
intellectual  aspect  of  life,  or  symbols  express- 
ing this  aspect  of  life:  fear  of  the  instinctual 
aspect  of  her  personality  (Id)  and  hate  of  the 
controlling,  judging,  social  (Superego)  aspect 
of  personality.  There  was  a great  deal  of 
vehemence  toward  the  nurses,  doctor  and 
hospital — a certain  amount  of  destructive  be- 
haviour towards  the  hospital  — throwing 
things,  breaking  things,  which  I thought  was 
entirely  necessary  in  order  that  she  might 
grow  out  of  this  stage  of  expression.  After 
about  eight  months  of  this  sort  of  thing,  this 
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patient  started  to  recover  gradually.  By  de- 
grees her  pain  diminished,  her  fatigue  sub- 
sided and  she  has  been  a functioning  member 
of  society  for  about  ten  or  twelve  years. 

I did  not  discuss  with  this  patient  her  de- 
velopment. She  was  allowed  to  express  this 
aspect  of  things  in  her  own  way.  She  was  per- 
mitted to  be  destructive  in  minor  ways  toward 
the  hospital.  1 could  give  many,  many  ex- 
amples where  destructiveness  is  therapeutical- 
ly valuable  for  an  ill  individual. 

We  should  not  always  use  drugs.  We  should 
not  always  use  restraint  when  an  individual 
needs  destructiveness,  needs  to  express  de- 
structiveness. For  example,  there  was  a pa- 
tient with  schizophrenia.  Her  brother  was  in 
a mental  hospital  with  schizophrenia.  This 
individual  left  my  office  one  afternoon.  She 
called  me  up  about  six  o’clock.  She  said,  “Well, 
I’ve  done  it.”  And  I said,  “Well,  what  have 
you  done?”  She  said,  “I  have  destroyed  ab- 
solutely everything  in  my  home.”  I became 
alarmed  and  sent  one  of  my  young  associates 
out  and  he  sent  back  word  that  he  had  never 
seen  such  a shambles.  I said,  “What  shall  we 
do?  Is  she  upset?”  He  said,  “Well,  I don’t  see 
that  she’s  upset.”  I said,  “Shall  we  send  her 
to  a mental  hospital?”  He  said,  “I  don’t  see 
that  it’s  indicated.”  “I'll  go  out  and  see  her  this 
evening”,  I said.  I did  go  out  and  see  her  that 
evening,  and  if  I had  been  younger  I would 
certainly  have  sent  her  to  a hospital.  I suppose 
that  there  was  $3,500  worth  of  destruction  in 
that  apartment.  At  present  costs,  it  would 
represent  nearer  five  or  six  thousand  dollars. 
However,  it  was  not  the  destruction  of  anyone 
else’s  property.  She  did  not  harm  anybody 
else.  She  did  not  threaten  to  kill  anybody.  She 
was  not  burning  down  the  apartment  house. 
She  was  not  disposed  to  kill  herself.  She  just 
had  this  tremendous  hate  and  destructiveness. 
That  person  recovered  and  is  still  well.  She 
got  married;  she  is  living  a reasonably  happy 
married  life,  and  1 believe  that  the  $3,500  was 
cheaper  as  a therapeutic  experience  than  send- 
ing her  to  the  hospital  for  psychotherapy. 
There  are  certain  experiences  in  life  which  are 
therapeutically  valuable.  This  is  my  prize  ex- 
ample of  how  understanding  on  the  part  of 
the  therapist  can  help  an  individual  eliminate 
a tremendous  amount  of  fear  and  hate  which 


exists,  and  then  release  the  effective,  executive 
and  rational  aspects  of  the  individual  and  help 
him  live  reasonably  satisfactorily  thereafter. 
Psychotherapy  is,  from  this  point  of  view, 
really  an  opportunity  to  help  the  individual 
to  grow,  to  increase  his  effectiveness,  to  in- 
crease the  problem  solving  ability.  It  is  not 
telling  him  what  to  do  by  any  means.  It  is  not 
always  giving  him  insight.  I am  perhaps  in 
the  minority  of  people  who  would  believe 
this.  When  I give  examinations  for  the  Ameri- 
can Board  of  Psychiatry,  I say,  “What  is 
psychotherapy?”,  and  the  candidates  say, 
“giving  the  patient  insight.”  When  the  patients 
do  not  get  well,  they  say  you  haven’t  given 
them  emotional  insight.  This  is,  I think,  a cer- 
tain amount  of  defensiveness  on  the  part  of 
the  therapist.  Defensiveness  is  not  limited  to 
patients.  Psychiatrists  have  a certain  amount 
of  defensiveness,  wish  fulfillment,  and  sadism 
in  their  own  natures.  Psychotherapy  is  not  just 
giving  insight,  not  just  showing  the  patient 
how.  If  you  live  long  enough,  you  will  find 
that  people  may  develop  pretty  good  insight 
as  to  how  they  become  ill  and  they  still  remain 
ill.  I have  seen  patients  of  the  excellent 
analysts  of  the  country,  and  enough  patients 
of  my  own  that  I have  analyzed  to  find  that 
there  is  often  something  lacking  when  psycho- 
therapy is  aimed  too  exclusively  at  intellectual 
formulation  and  insight.  People  say,  “Well,  it 
is  not  enough  to  give  intellectual  insight.”  It 
often  seems  that  it  is  said  that  a patient  has 
emotional  insight  if  he  gets  well;  and  he  lacks 
it  if  he  does  not  get  well.  This  is  in  no  way 
to  deprecate  the  contributions  of  psycho- 
analysis. It  has  been  one  of  the  greatest  cul- 
tural contributions  of  all  time.  However,  it 
seems  to  me  that  in  therapy  we  have  over- 
emphasized the  intellectual  aspect,  the  psy- 
chasthenic aspect.  It  appears  to  be  an  over- 
simplification of  things  which  will  be  corrected 
in  the  next  50  years. 

Psychotherapy  is  not  explaining  to  patients 
how  they  have  gotten  ill,  or  making  clear  to 
them  the  linear  sequences  of  development.  It 
is  more  offering  them  opportunities  for  growth. 
It  is  setting  the  stage  with  them  for  the  pos- 
sibility of  growth.  The  doctor’s  attitudes  which 
are  mentioned  here,  but  which  I will  not  go 
into,  will  help  people.  I have  seen  some  of  my 
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most  clever  and  brilliant  young  men  pass  ex- 
aminations better  than  I could  on  psychiatry, 
but  who  were  so  aloof  and  so  intellectual  and 
so  unresponsive  and  so  lacking  in  conveying 
this  kind  of  thing  to  the  patients,  that  the  pa- 
tients have  left  them.  The  patients  say,  “I  will 
not  continue  with  that  doctor.”  1 had  a phone 
call  two  days  ago,  and  I had  to  go  and  take 
care  of  such  a situation.  A brilliant  young  doc- 
tor in  his  objectivity  and  devotion  to  the  in- 
tellectual side  of  things  broke  his  relationship 
with  the  patient.  The  patient  said  that  she 
broke  it,  but  I think  that  he  broke  it  because 
he  didn’t  have  enough  feeling  and  perceptive- 
ness. 1 think  that  an  effective  doctor  has  to 
have  something  of  this.  The  feeling  a physi- 
cian has  and  the  concern  for  the  health  of 
society  or  the  nation  in  which  he  lives,  his 
concern  for  human  welfare  is  important.  I 
would  relate  it  to  what  Freud  greatly  empha- 
sized, viz,  Love.  It  is  terribly  important,  and 
without  this  aspect  of  an  individual,  no  matter 
how  good  the  intellectual  understanding  is, 
therapy  often  fails.  Because  this  side  of  things 
is  neglected,  the  growth  impulse  of  an  in- 
dividual to  overcome  sometimes  almost  im- 
possible odds  against  him  is  not  tapped  or  re- 
leased. This  is  what  leads  me  to  be  an  optimist 
in  the  midst  of  the  great  futility  psychiatrists 
live  in,  of  which  plenty  of  our  state  hospital 
people  can  tell  us  about. 

A patient  talked  for  three  months  about  her 
pains  and  weaknesses.  It  became  almost 
nauseating  with  its  repetitiveness.  This  patient 
finally  got  down,  through  months  of  oppor- 
tunity for  growth,  to  hate  and  destructiveness 
against  her  parents.  Finally  the  hate  and  des- 
tructiveness was  spent  through  hate  toward 
the  nurses,  the  hospital,  and  finally  the  doctor. 
That  patient  finally  recovered,  without  inter- 
pretation reasoning  and  insight. 

Psychotherapy  is  not  just  reasoning  with  or 
explaining  to  an  individual.  It  has  many 
aspects  which  1 have  just  mentioned.  It  is  an 
experience  as  conditioning  with  a Pavlovian 
dog  is  an  experience,  or  as  the  acute  stress 
situation  of  Cannon  is  an  experience,  or  as  the 
chronic  stress  situation  of  Selye  is  an  experi- 
ence. It  is  an  experience,  not  as  intellectual 
exercise,  it  is  a social  experience  with  another 
individual.  It  is  chiefly,  I think,  an  affective 


experience,  an  emotional  experience,  not 
primarily  an  intellectual  experience  in  which 
there  is  much  release  in  feeling.  A lot  of  it 
goes  on  without  awareness.  In  other  words, 
there  is  an  unconscious  automatic  readjust- 
ment in  the  field  of  forces  of  the  personality, 
the  intellectual  forces,  the  instinctive  forces, 
the  Superego  forces.  An  automatic  readjust- 
ment takes  place  which  does  not  occur  as  the 
result  of  intellectual  understanding.  Therefore 
it  appears  that  a great  deal  of  therapy  can  and 
does  go  on  unconsciously.  It  is  a process  of 
conditioning  and  re-conditioning.  It  takes  time 
for  this  sort  of  thing.  We  can’t  do  the  kind  of 
things  that  surgeons  can  do  in  half  an  hour 
or  twenty  minutes.  We  wish  we  could.  We 
can  usually  tell  which  patients  are  profitably 
amenable  to  surgery  and  what  patients  are 
not.  Time  is  tremendously  important,  and  we 
must  not  be  discouraged  when  much  time  is 
required  for  psychiatric  treatment.  If  it  has 
taken  maybe  twenty  or  thirty  years  to  make  a 
person  ill,  how  can  you  expect  to  turn  the  tide 
and  counteract  a momentum  of  twenty  or 
thirty  years  by  a few  words  or  a few  minutes 
or  a few  hours  of  understanding.  It  takes  time. 

There  is  another  process  that  is  tremendous- 
ly important  in  psychotherapy,  namely  identi- 
fication. The  patient  gradually  sees  how  a 
physician  tackles  terrible  problems,  hopeless 
problems,  awful  problems.  He  does  not  be- 
come upset.  He  says  to  himself,  “Well,  what 
is  the  thing  to  do?”  “What  are  the  possibili- 
ties?” “What  has  contributed  to  this?”  Through 
these  questions  he  establishes  a certain  amount 
of  identification  with  the  patient.  He  moves 
beyond  the  patient’s  immediate  problem  and 
says  to  himself,  “There  is  probably  something 
we  can  do  with  this.”  No  situation  is  usually 
so  awful  that  something  cannot  be  done.  The 
patient  then  gradually  takes  over.  This  is  an 
automatic  process  of  identification  with  the 
physician  in  the  way  he  works.  Of  course  there 
is  much  trial  and  error.  There  are  often  mis- 
takes. There  is  much  failure,  but  we  can  keep 
on  trying.  There  must  be  much  effort  of  prac- 
tice. There  must  be  many  attempts  at  trying 
out  new  hunches,  new  thoughts,  new  experi- 
ments. 

Through  all  of  this  there  is  the  effort  of 
clarification,  an  effort  of  trying  to  understand 
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the  motivations.  However,  I have  seen  enough 
people  who  could  write  a beautiful  essay 
which  I would  say  was  correct  in  the  clarifica- 
tion of  their  problem,  and  yet  they  remained 
ill.  I have  seen  that,  not  only  in  my  own  ex- 
perience, but  in  the  experience  of  excellent 
therapists.  I had  a patient  recently  who  had 
five  years  of  psychoanalysis,  not  by  second 
rate  people,  but  by  top  people,  and  that  pa- 
tient was  still  ill.  That  does  not  mean  that 
there  is  anything  wrong  with  psychoanalysis. 
1 approve  of  what  had  been  done  with  her. 
But  concentration  on  the  microscopic,  re- 
ductive aspect  of  things  in  human  beings  does 
not  always  move  people  from  sickness  to 
health.  The  final  thing  is  important.  This 
woman  patient  said  something  that  is  terribly 
important  when  you  are  dealing  with  emo- 
tional conditions.  If  a doctor  has  hope  and  re- 
sponds to  a challenge,  he  is  going  to  be  a 
better  psychotherapist  than  the  physician  who 
is  too  objective,  too  psychasthenic,  too  intel- 
lectual. 

I can't  help  but  close  with  an  illustration  of 
that.  There  was  a patient  who  was  very  ill, 
and  a young  psychiatrist,  (I  would  have  put 
him  up  amongst  the  top  for  his  ability  in  ex- 
aminations anywhere  in  the  country),  was 
treating  this  patient  and  was  very  much  at 
that  time  influenced  by  analysis.  He  is  a very 


good  analyst  now.  Anyway,  at  that  time  he 
said  to  the  patient,  “It  is  not  my  job  to  care 
really  whether  you  live  or  die,  commit  suicide 
or  not.”  “That  is  not  my  job.”  He  spoke  so 
objectively,  so  scientifically.  “My  job”,  he  said, 
“is  to  help  yon  understand  your  situation  and 
to  render  your  unconscious  conscious’’.  The 
patient  came  to  me  and  said,  “Doctor,  I fear 
that  I can  no  longer  see  so  and  so,  because 
anybody  that  feels  that  way  toward  me  can- 
not help  me.  I went  home  and  the  old  colored 
mammy  who  helped  raise  me,  patted  me  on 
the  shoulder  and  said  ‘Missy,  just  keep  strug- 
gling; things  will  be  all  right’.”  She  said,  “Dr. 
Appel,  that  didn’t  cost  me  $20.00  an  hour.” 
This  patient  is  well,  she  got  something  from 
another  human  being  which  she  did  not  get 
from  a very  excellent  man  who  was  over- 
emphasizing the  psychologic  aspect,  the  in- 
tellectual aspect  of  things.  He  was  not  empha- 
sizing the  human  responsiveness,  the  human 
lift  the  patients  get  and  feel  and  identify  with. 
I believe  that  this  is  the  essence  of  what  has 
been  talked  about,  and  the  essence  of  libido 
and  the  growth  impulse  which  all  individuals 
have.  If  we  can  help  release  that  from  these 
destructive  impulses  of  fear,  hate  and  internal 
hostility,  we  can  help  more  people  from  the 
point  of  view  of  psychotherapy  than  we  think 
we  can. 


“In  other  words  the  attitude  of  modern  medicine 
lias  not  been  so  very  different  toward  these  patients 
from  that  described  in  1884  by  Clifford  Allbutt,  the 
great  English  clinician,  who  said  in  speaking  of  the 
visceral  neuroses:  “A  neuralgic  woman  seems  thus 
to  be  peculiarly  unfortunate.  However  bitter  and 
repeated  may  be  her  visceral  neuralgias,  she  is  told 
either  that  she  is  hysterical  or  that  it  is  all  uterus.  In 
the  first  place  she  is  comparatively  fortunate,  for  she 
is  only  slighted;  in  the  second  case  she  is  entangled 
in  the  net  of  the  gynecologist,  who  finds  her  uterus, 
like  her  nose,  is  a little  on  one  side,  or  again,  like 
that  organ,  is  running  a little,  or  it  is  as  flabby  as  her 


biceps  so  that  the  unhappy  viscus  is  impaled  upon 
a stem,  or  perched  upon  a prop,  or  is  painted  with 
carbolic  acid  every  week  in  the  year  except  during 
the  long  vacation  when  the  gynecologist  is  grouse- 
shooting, or  salmon-catching,  or  leading  the  fashion 
in  the  Upper  Engadine.  Her  mind  thus  fastened  to 
a more  or  less  nasty  mystery  becomes  newly  ap- 
prehensive and  physically  introspective  and  the  mor- 
bid chains  are  riveted  more  strongly  than  ever. 
Arraign  the  uterus,  and  you  fix  in  the  woman  the 
arrow  of  hypochondria,  it  may  be  for  life.” 
Psychosomatic  Medicine  by  Weiss  and  English. 
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CAUSES  AND  RESULTS  OF  PARENTAL 

PERFECTIONISM 


Leo  Kanner,  M.  D. 
Baltimore,  Maryland 


Leslie  was  the  highly  intelligent,  at- 
tractive 14-year-old  daughter  of  an 
economically  well  situated  couple.  She 
did  exceptionally  well  in  school.  Her  parents 
assured  her  often  that  her  happiness  was 
uppermost  on  their  minds.  Yet  Leslie,  who 
did  not  doubt  their  word,  swallowed  a dozen 
pills  one  evening  in  a suicidal  attempt. 

Had  you  met  Leslie’s  mother  at  a social 
gathering,  you  would  have  been  impressed 
by  her  flawless  attire  and  her  correct  man- 
ners. Had  you  been  a guest  in  her  home,  you 
would  have  gone  away  with  the  feeling  that 
no  child  could  have  asked  for  a better  en- 
vironment. Yet  Leslie,  in  a moment  of  despera- 
tion, had  preferred  death  to  life  with  her 
family  and  in  her  world  as  she  experienced  it. 

Leslie,  in  spite  of  her  brilliance  and  her 
good  looks,  had  little,  if  any,  confidence  in 
herself.  She  went  about  with  the  conviction 
that  she  let  her  mother  down.  She  said:  “If  I 
were  a mother  and  had  a daughter  like  me, 
I’d  be  horrified.”  She  was  pathetically  unable 
to  accept  herself  as  she  was.  When  asked 
what  her  most  important  wish  was,  she  replied 
sadly:  “That  my  mother  wouldn’t  have  to 
worry  about  me.” 

Leslie  was  a planned  child.  One  might  say, 
in  fact,  that  she  was  a calculated  child.  Her 
parents  waited  until  housing  and  finances 
were  just  right.  Mrs.  B.,  it  is  true,  had  hoped 
for  a boy;  she  had  selected  a name  which 
would  suit  either  gender.  Once  the  infant 
arrived,  she  was  determined  to  be  a good  and 
dutiful  parent.  She  read  many  books  on  child 
rearing.  She  was  going  to  see  to  it  that  her 
child  would  be  a perfect  specimen.  She  set 
up  rigid  rules  and  regulations  for  herself  and 
for  Leslie.  Feeding  routine,  as  everything  else, 
was  adhered  to  meticulously.  Bowel  training 
was  begun  when  the  baby  was  only  three 
months  old.  As  Leslie  grew  older,  much  de- 
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tailed  attention  was  given  to  diction,  posture, 
demeanor,  cleanliness,  obedience,  choice  of 
companions,  and  later  to  reading  matter,  tele- 
vision programs,  homework,  and  social  func- 
tions. Mrs.  B.  never  spanked  or  scolded.  She 
expressed  her  disapproval  ever  so  subtly:  “You 
are  getting  a bit  stout,  honey;  don’t  you  think 
we  might  go  to  the  doctor  and  have  him  pre- 
scribe a diet  for  you?”  (This  after  Leslie  had 
been  instructed  to  eat  amply  so  that  she 
might  grow  up  to  be  strong  and  healthy).  Or: 
“I  am  proud  that  my  darling  has  95  in  the 
arithmetic  test;  but  don’t  you  think  that  a 
wee  bit  more  effort  might  have  produced 
100?”  Or:  “Dorothy,  with  whom  you  go  around 
so  much,  is  a nice  girl  all  right;  but  did  you 
notice  how  sloppy  she  is  and  the  bad  gram- 
mar she  uses?  How  about  inviting  Alice, 
sweetheart?  She  comes  of  such  a fine  family.” 
Or:  “Of  course,  dear,  I want  you  to  select 
your  own  clothes;  but  don’t  you  think  that 
the  dress  you  just  put  on  is  a bit  too  loud  for 
the  occasion?  Be  a good  girl  and  change  to  the 
blue  one.” 

The  child  obeyed.  But  try  as  she  may,  she 
did  not  always  achieve  100’s.  The  scales  in- 
dicated that  her  weight  was  either  somewhat 
above  or  somewhat  below  what  the  “ideal 
weight  chart”  said  that  it  should  be.  Somehow 
she  could  not  help  liking  Dorothy  better  than 
Alice.  Somehow  her  mother,  who  had  once 
dabbled  in  art,  kept  implying  that  Leslie’s 
tastes  did  not  measure  up  to  her  expectations. 
The  child,  endeavoring  to  please,  set  the  high- 
est imaginable  standards  for  herself  and  was 
full  of  guilt  and  contrition  when  she  found 
that  she  could  not  live  up  to  them.  She  be- 
came a perfectionist,  forever  displeased  with 
her  inability  to  excel  in  everything. 

Leslie’s  mother  was  by  no  means  a villain 
bent  on  undermining  her  daughter’s  morale. 
She  herself  had  been  brought  up  strictly  by 
parents  who  could  accept  her  only  on  condi- 
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tion  that  she  was  “just  so”  in  every  sphere  of 
living.  She  had  to  prove  herself  to  her  parents, 
to  herself,  and  to  the  world  at  large.  She  was 
a defendant  in  this  huge  courthouse  as  which 
she  saw  her  world  and,  in  order  to  assure 
perfection  in  those  for  whom  she  felt  re- 
sponsible, kept  jumping  from  the  defendant’s 
chair  on  the  judge’s  bench.  The  fact  that  her 
verdicts  were  pronounced  ever  so  gently  made 
things  more  difficult  for  Leslie.  You  can  resent 
beatings  and  harsh  censure  but  you  are  hope- 
lessly disarmed  and  crushed  by  the  “sweet- 
ness-and-sunshine”  kind  of  disapproval. 

Lawrence  was  brought  to  the  clinic  at  12 
years  of  age  with  the  complaint  that  he  was 
“pulling  into  himself,  away  from  other  people" 
and  that,  though  known  to  have  a high  in- 
telligence quotient,  he  did  poorly  in  his 
studies. 

Lawrence’s  father  was  a clergyman  who 
occupied  a leading  position  in  the  administra- 
tive functions  of  the  church.  He  was  the  scion 
of  a prominent  family  and  was  expected 
eventually  to  take  over  the  family’s  business. 
He  was  brought  up  with  extreme  rigidity  and, 
no  matter  how  much  he  tried,  could  not  live 
up  to  his  parents’  demands.  While  he  en- 
deavored to  conform  in  every  way,  the  pros- 
pect of  going  into  business  with  his  stern 
father  frightened  him  to  the  extent  that  he 
decided  to  go  into  the  ministry,  not  so  much 
because  he  liked  it  as  a vocation  but  because 
this  offered  the  one  acceptable  opportunity 
to  get  away  from  the  dreaded  affiliation.  He 
saw  in  his  choice  an  act  of  rebellion  against 
his  father.  But,  on  the  basis  of  his  early  ex- 
perience, he  came  to  conceive  of  his  God  as 
another  punishing,  unforgiving,  merciless 
father  who  tolerated  nothing  less  than  the 
utmost  perfection.  He  denounced  movies, 
radio,  television,  smoking,  and  the  reading  of 
secular  books  as  a sinful  waste  of  time.  He 
then  committed  his  second  act  of  rebellion, 
as  he  called  it.  He  married  a young  school 
teacher  whose  family,  albeit  decent  and  re- 
spectable, was  not  as  high  up  in  the  social 
register  as  were  his  parents,  who  refused  to 
give  their  blessings.  Since  this  resulted  in  a 
complete  estrangement  from  his  parents,  he 
somehow  held  it  against  his  wife  and,  from 
the  first  day  on,  tried  to  make  her  over. 


Nothing  that  she  did  was  right,  no  matter  how 
hard  she  tried  to  please  him. 

Lawrence  was  the  second  of  four  children 
from  this  union.  The  father  had  this  to  say 
about  his  paternal  role:  “I  really  have  little 
time  for  them.  Sometimes  they  consider  me  a 
judge  in  a court  house  instead  of  a father.  1 
am  concerned  mainly  with  the  general  conduct 
of  the  children.  Our  marital  relationship  has 
not  been  one  of  the  best,  mainly  because  of 
different  personalities.  One  thing  we  don’t 
agree  on  is  discipline.  1 try  to  maintain  it  and 
pose  punishment  but  she  won’t  carry  it  out.” 
In  order  to  maintain  discipline,  he  went  so 
far  as  to  keep  for  years  a chart  in  which,  at 
the  end  of  each  day,  he  decided  on  the  per- 
centage of  obedience,  neatness,  responsibility, 
etc.;  then  lie  averaged  the  percentages  for  the 
week  and  gave  to  each  child  that  percentage 
of  his  or  her  allowance  which  he  had  worked 
out  on  the  chart  with  mathematical  precision. 
His  wife  finally  burned  the  charts  when  he 
was  on  a trip  away  from  home  and  he 
punished  her  by  not  speaking  to  her  for 
several  weeks.  At  that  time,  it  was  discovered 
that  she  had  a cancer  of  the  breast;  he  de- 
clared that  he  was  too  busy  to  take  her  to  the 
hospital  for  the  operation  and  she  had  to  call 
a cab. 

He  paid  little  attention  to  his  first  child 
who,  being  a girl,  did  not  count  for  much  in 
his  set  of  values.  When  Lawrence  came  next, 
the  father  was  determined  to  see  to  it  that 
his  son  should  be  hammered  into  one  hundred 
per  cent  conforming,  unerring,  obedient,  sub- 
missive perfection.  Lawrence,  wanting  his 
father’s  approval,  complied  as  best  as  he 
could.  He  never  received  recognition  of  his 
successes  but  was  always  severely  rebuked  for 
any  slightest  deviation.  When  seen  at  the 
clinic,  he  was  in  the  process  of  giving  up.  He 
spoke  of  himself  with  sad  conviction  as  being 
inherently  bad,  of  not  having  a shred  of  self- 
confidence  because  he  was  certain  that  there 
was  nothing  in  him  that  was  good  and — under 
the  circumstances — what  was  the  use  of  try- 
ing? 

It  took  quite  some  time  to  help  this  boy, 
crushed  and  defeated  by  constant  paternal 
censure,  to  accept  himself  as  a person  who 
can  be  accepted  by  others.  Lawrence  had 
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found  refuge  in  the  comforting  world  of  day- 
dreams in  which  he  could  be  a conquering 
hero,  a much-admired  explorer,  possessed  of 
unusual  talents.  But  the  more  pleasure  he  had 
found  in  the  realm  of  imagination,  the  farther 
he  removed  himself  from  the  matters  of  every- 
day living,  from  attention  to  his  teachers’  in- 
structions, and  from  social  contacts  with  his 
companions.  In  order  to  make  it  desirable  for 
him  to  come  back  to  the  reality  from  which  he 
had  begun  to  withdraw,  it  was  necessary  to 
make  the  reality  more  palatable  than  it  had 
been.  Much  work  had  to  be  done  with  the 
father  who,  while  reviewing  his  own  early 
experiences  and  resentments,  developed  at 
least  a partial  understanding  of  what  had 
happened  to  his  son.  He  called  off  the  dogs  of 
criticism  and  intolerance  sufficiently  to  cause 
Lawrence  to  be  less  afraid  of  his  father’s  very 
presence.  The  boy,  unused  to  the  newly 
gained  freedom,  went  through  an  episode  of 
retaliation  for  past  misery  but  gradually  found 
his  bearings,  did  well  in  school,  and  learned 
to  accept  himself  as  he  was.  He  was  able  to 
sum  up  his  happier  state  of  mind  by  saying: 
“I  have  found  out  that,  by  conforming  to  other 
people’s  ideas,  I do  not  have  to  lose  my  own 
identity.”  He  is  a happier  person  now  but  for 
years  he  had  suffered  tortures  as  a result  of 
his  father’s  perfectionism. 

Perfectionism,  in  varying  shades  and  de- 
grees, is  not  uncommon  in  our  culture.  In 
many  occupations,  a premium  is  put  on 
punctiliousness  and  meticulousness.  A certain 
amount  of  obsessiveness  can  indeed  be  an 
asset  for  an  artisan,  a scientist,  or  an  executive. 
It  serves  a useful  purpose  if  it  can  be  confined 
to  the  exigencies  of  the  job.  You  could  not 
trust  a mechanic  who  does  not  properly  con- 
nect the  wires  in  your  car,  a carpenter  who 
does  not  depend  on  exact  measurements,  a 
pharmacist  who  does  not  fill  a prescription 
according  to  specifications,  a surgeon  who 
does  not  master  the  intricacies  of  a delicate 
operation,  or  a bookkeeper  who  does  not 
handle  his  figures  with  the  utmost  precision. 
But  a human  being  is  not  an  automobile,  a 
piece  of  furniture,  a drug,  a tumor,  or  a ledger. 
A growing  human  being  wants  to  develop  and 
maintain  a sense  of  identity,  a comfortable 
awareness  of  the  self. 


Parental  perfectionism  is  one  of  the  prin- 
cipal obstacles  to  the  unfolding  of  a child’s 
self-acceptance  and  self-reliance.  From  the 
beginning  of  fife,  he  is  pressed  into  a be- 
havioral strait- jacket.  His  functions  are  de- 
termined by  the  clock,  the  scales,  the  adults’ 
preconceived  notions  about  when  and  how 
much  he  should  eat,  when  and  how  often  he 
should  empty  his  bowels,  when  he  should  re- 
tire and  how  long  he  should  sleep.  As  time 
goes  on,  this  type  of  regimentation  is  extended 
to  include  every  conceivable  area  of  his 
activity.  The  slightest  departure  from  a more 
or  less  arbitrarily  postulated  optimum  cannot 
be  viewed  with  equanimity  by  a parent  out 
to  demonstrate  her  faultless  efficiency.  Her 
devout  wish  to  enjoy  her  offspring  is  counter- 
acted by  an  uninterrupted  succession  of 
chores  intended  to  offer  a perfect  model  to  her 
world.  It  is  so  reassuring  to  be  able  to  say: 
"Behold,  1 am  doing  a good  job.  You  must  ad- 
mit that  1 know  my  responsibilities  and  am 
untiring  in  my  efforts  to  carry  them  out.”  Of 
course,  results  are  the  best  proof  of  successful 
effort.  Therefore,  the  child  is  expected  to  “co- 
operate,” that  is,  to  yield.  If  he  does  not,  the 
pressures  must  be  increased. 

A child  is  not  like  a piece  of  putty  which 
you  can  knead  to  your  heart’s  desire,  with  the 
expectation  that  it  will  retain  the  shape  which 
you  have  impressed  on  it.  John  B.  Watson 
showed  some  forty  years  ago  that  newborn 
infants  could  not  tolerate  any  attempt  to 
hamper  their  movements.  “Almost  any  child 
from  birth,”  he  reported,  “can  be  thrown  into 
a rage  if  its  arms  are  tightly  held  to  its  sides; 
sometimes  even  if  the  elbow  joint  is  clasped 
tightly  between  the  fingers  the  response  ap- 
pears; at  times  just  the  placing  of  the  head 
between  cotton  pads  will  produce  it.” 

There  is  a certain  latitude  provided  for 
motion,  appetite,  sleep  requirement,  bowel 
routine,  and  everything  else.  Nature  sees  to 
it  that  the  spread  is  kept  within  boundaries, 
which  differ  individually.  Arbitrary  narrowing 
or  widening  of  these  boundaries  leads  to  re- 
strictions, constrictions,  and  coercion.  An 
ultrasophisticated  father  was  determined  that 
his  son  should  walk  at  nine  months.  He  forced 
him  to  move  his  legs  forward  and  became 
irritated  when  the  child,  who  was  not  ready 
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for  it,  did  not  comply.  It  took  the  little  boy  a 
long  time  before  he  had  the  courage  to  walk, 
even  when  he  was  ready.  A mother  kept  “cor- 
recting” her  little  daughter’s  speech  at  a time 
when  children  are  unable  to  enunciate  all  the 
consonants  in  adult  fashion.  The  girl  tried, 
felt  that  she  could  not  satisfy  her  mother’s  de- 
mands, and  stopped  speaking  altogether. 

Different  children  react  differently  to  such 
a regime.  Some  make  a strenuous  effort  to 
gain  approval  by  turning  themselves  into 
machine-like  creatures  who  try  to  function 
with  the  utmost  precision,  always  finish  their 
spinach,  never  stay  up  a minute  later  than  the 
moment  desired  for  their  bedtime,  work  for 
top  marks  in  school,  want  to  shine  in  athletics, 
and  obey  to  the  point  of  unconditional  sur- 
render. If  they  succeed,  they  grow  up  to  be 
serious-minded  perfectionists  themselves,  in- 
capable of  enjoying  a life  which  is  viewed  as 
a time  table  of  routine  duties.  Their  upbring- 
ing has  pushed  them  into  a state  of  mind 
which  makes  it  imperative  for  them  to  prove 
their  worth  to  the  world  as  they  have  tried  to 
prove  it  at  home.  The  pressure  from  without 
is  incorporated  as  a perpetual  inner  drive  for 
perfection,  resulting  in  endless  frustration,  be- 
cause perfection  is  not  an  attribute  of  the 
human  species.  Leslie’s  dissatisfaction  with 
herself  led  to  an  attempt  at  self-destruction. 
The  relatively  successful  surrenderers  become 
the  adult  “stuffed  shirts,”  the  humorless,  liter- 
al-minded obeyers  of  the  letter  rather  than  the 
spirit  of  social  conventions  and  the  kind  of 
parents  that  Leslie  and  Lawrence  had  to  cope 
with.  Some,  discovering  that  you  cannot 
achieve  perfection  in  everything,  choose  to 
specialize  in  perfection  and  are  tortured  by 
the  self-imposed  rigidities  of  obsessive-com- 
pulsive rituals.  Clinical  experience  has  shown 
convincingly  that  the  coerciveness,  which  has 
insisted  on  perfect  food  intake,  perfect  bowel 
habits  at  the  earliest  time,  and  perfect  be- 
havior in  general,  is  often  the  fundamental 
background  for  the  development  of  obsessions 
and  compulsions. 

There  are  children  who  give  up  the  strug- 
gle at  an  early  age.  When  the  demands  arising 
from  the  felt  lack  of  appreciation  make  reality 
appear  too  distressing,  any  mode  of  getting 
away  from  it  may  seem  to  offer  welcome  relief. 


One  of  the  great  avenues  of  creativeness,  the 
gift  of  fantasy,  is  seized  upon,  not  as  the 
wholesome  beautifier  and  emotional  balancer 
which  it  can  be,  but  as  a means  of  escaping 
from  unbearable  pressures.  It  is  so  inviting  to 
settle  down  in  a realm  in  which  the  child,  in- 
stead of  being  ordered  around  and  nagged  by 
incessantly  carping  critics,  has  it  in  his  power 
to  arrange  things  to  suit  his  needs,  to  be  the 
prime  mover,  to  ensconce  himself  in  the 
pleasantly  warm  bath  supplied  by  the  limit- 
less flow  of  his  daydreams.  Just  as  there  are 
degrees  of  conformity  ranging  from  the 
comfortable  acceptance  of  reasonable  regu- 
larity to  the  tense  enthrallment  in  obsessive 
just-so-ness,  so  are  there  degrees  of  fantasy 
ranging  from  the  playful  animation  of  dolls 
to  the  extreme  of  fancy-born  withdrawal  from 
participation  in  the  real  affairs  of  everyday 
living.  Lawrence  was  well  on  the  road  to  the 
extreme  at  the  time  when  he  was  brought  to 
the  clinic. 

Then  there  are  those  children  who  put  up 
a fight  for  the  right  to  their  identity.  Instead 
of  surrendering  or  withdrawing,  they  are  in 
constant  rebellion,  which  may  eventually  ex- 
tend from  the  resentment  of  unreasonable 
authority  to  the  generalized  dislike  of  anybody 
and  anything  representing  authority,  no  mat- 
ter how  reasonable.  The  courageous  little  in- 
surgent, far  from  getting  recognition  for  being 
a miniature  replica  of  Prometheus,  is  con- 
demned by  the  moralizing  elders  who  see  in 
the  behavioral  nuisances  merely  another  in- 
vitation to  try  to  make  him  over  completely. 
Lhiless  the  source  of  the  rebellion  is  under- 
stood and  altered,  the  vultures  of  censure  from 
the  adults  and  the  child’s  own  remorse  keep 
hacking  away  at  the  modern  little  Prometheus’ 
liver.  Many  of  the  so-called  military  schools, 
to  which  some  of  these  youngsters  are  sent  for 
the  application  of  rigid  discipline,  will,  if  they 
are  at  all  sensitive  to  children’s  feelings,  tell 
you  how  crushed  and  defeated  and  hungry  for 
approval  they  are  beneath  an  outward  show 
of  unruliness  and  defiance. 

Children  under  stress  invariably  must  react 
in  some  form  or  another  to  environmental 
damage  brought  about  by  attitudes  which 
interfere  with  the  natural  unfolding  of  spon- 
taneity and  identity.  Overtly  neglected  and 
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mistreated  children  have  been  known  to  re- 
taliate with  delinquency  or  other  forms  of 
hostile  aggressiveness.  Overprotected  children 
usually  get  back  by  dominating  those  who 
overprotect  them.  Coerced  children  of  per- 
fectionistic  parents  often  come  to  look  for  the 
causes  of  parental  disapproval  within  them- 
selves and,  facing  life  with  perpetually  guilty 
insecurity,  surrender,  withdraw,  or  rebel. 

Whatever  the  specific  reaction  may  be,  per- 
fectionistic  pressure  is  a pathogenic  factor 
which  exerts  an  adverse  influence  on  a child’s 
personality  development.  When  the  effects  of 
surrender,  withdrawal,  or  rebellion  have  be- 
gun to  interfere  noticeably  with  a child’s  ad- 
justment, psychotherapeutic  help  becomes 
imperative.  The  child  must  be  given  an  op- 
portunity to  express  his  feelings,  to  gain 
strength  from  the  recognition  of  his  assets, 
and  to  thaw  out  in  the  warmth  of  understand- 
ing guidance  toward  self-acceptance.  At  the 
same  time,  the  obsessively  critical  and  control- 
ling parent  must  be  helped  to  reappraise  his 
or  her  role  in  the  situation,  without  recrimina- 


tion and  with  an  attitude  which  takes  account 
of  the  experiences  which  have  driven  him  or 
her  to  perfectionistic  surrender  and  demands 
on  the  child. 

By  far  the  greatest  task  lies  in  the  realm  of 
prevention.  This  is  a major  job  of  mental  hy- 
giene reserved  especially  for  pediatricians  and 
general  practitioners.  Parental  trends  can  be 
recognized  at  the  earliest  stages  of  parent- 
child  relationship  when  it  comes  to  the  func- 
tions of  feeding,  toilet  training,  and  “disci- 
pline.” It  is  there  that  the  prophylactic  lever 
can  be  applied  most  helpfully.  It  is  then  that 
the  mother  can  learn  that  she  does  not  “have 
to”  turn  herself  into  a robot,  that  real  enjoy- 
ment of  a child  is  more  beneficial  to  herself 
as  well  as  to  the  child  than  the  joyless,  merely 
dutiful  performance  of  mechanical  acts,  and 
that  a child’s  future  happiness  is  assured  by 
affection,  acceptance,  and  approval  and  not 
by  jittery  methods  which  make  both  parent 
and  child  unhappy  on  the  road  which  is  in- 
tended to  lead  to  happiness  and  adequate 
functioning. 


THE  CHANGING  CONCEPTS  OF 
INVOLUTIONAL  MELANCHOLIA 


James  H.  Wall,  M.  D. 
White  Plains,  New  York 


The  mental  reactions  associated  with  the 
climacterium  have  existed  throughout 
the  ages  and  the  signs  and  symptoms 
have  been  described  in  early  written  records. 
The  term,  melancholia,  is  one  of  the  oldest 
in  psychiatry  and  probably  no  mental  reaction 
has  been  more  thoroughly  observed  and 
studied.  In  our  generation  the  course  of  the 
mental  disease  has  been  changed  most 
dramatically  through  the  use  of  electric 
shock.  Even  Dr.  Percival  Bailey  states  that 
electric  shock  therapy  “sometimes  cuts  short 
the  attack  in  spectacular  fashion”.  This  has 
been  one  of  the  most  impressive  therapeutic 
triumphs  in  psychiatry,  in  fact,  we  no  longer 
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see  many  of  the  classical  pictures  so  beauti- 
fully described  by  the  careful  students  of  the 
subject.  Some  of  our  understanding  of  the 
personalities  of  patients  who  suffer  from  in- 
volutional reactions  has  been  notably  changed 
by  the  release  afforded  by  electric  shock 
treatment  and  by  the  patients’  newly  ac- 
quired ability  to  tell  of  their  past,  which  they 
were  unable  to  do  before  the  introduction  of 
this  form  of  treatment. 

The  purpose  of  this  paper  is  to  review  some 
of  the  older  concepts  of  involutional  mental 
reactions  and  through  the  presentation  of 
clinical  material  to  show  how  dramatically 
the  course  of  the  disease  has  been  altered.  A 
typical  case  history  will  show  how  the  per- 
sonality structure  and  personal  history  of 
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these  patients  differ  from  the  concept  which 
we  have  held  for  many  years. 

The  mental  reaction  occurs  in  the  forties 
and  fifties  in  women,  and  in  the  fifties  and 
sixties  in  men.  it  is  usually  characterized  by 
anxious  depressive  agitation  and  a trend  of 
guilt,  self-accusation,  delusional  hypochon- 
driasis and  absurd  notions  of  poverty,  punish- 
ment, living  death,  nihilism,  and  grandiose 
sin.  The  suicidal  wish  is  most  pronounced. 
The  modern  classical  concept  was  first  formu- 
lated by  Kraepelin  at  the  time  when  he  was 
making  the  clear  descriptive  differentiations 
between  the  manic  depressive  and  the  de- 
mentia praecox  reactions.  In  this  country  we 
have  continued  to  have  the  same  general  con- 
cept of  this  reaction.  Excellent  contributions 
to  the  understanding  of  the  personality  struc- 
ture and  life  forces  involved  have  been 
offered  bv  such  men  as  Hoch,2  MacCurdy,2 
Kirby,  Strecker,3  Titley4  and  Palmer.5  Sta- 
tistically  the  involutional  psychotic  reaction 
includes  those  “characterized  most  commonly 
by  depression  occurring  in  the  involutional 
period  without  previous  history  of  manic-de- 
pressive reaction".  There  is  a paranoid  form, 
but  any  form  of  mental  reaction  can  also 
occur  at  this  time  of  life. 

Of  historical  interest  is  the  criticism  of  this 
concept  of  involutional  melancholia  by  Drey- 
fus in  1907.  He  made  a critical  review  of  all 
cases  of  involutional  melancholia  observed 
and  studied  by  Kraepelin  at  the  Heidelberg 
Clinic.  Dreyfus  believed  that  the  reactions 
were  not  different  from  the  mixed  manic  de- 
pressive reaction  and  his  report  influenced 
Kraepelin  to  state:  “These  results  show  that 
for  most  of  these  disorders  which  have  been 
designated  as  melancholia,  there  now  exists 
no  sufficient  reason  to  separate  them  from 
manic  depressive  insanity”.  Dr.  George  H. 
Kirby,  then  Director  of  Clinical  Psychiatry  at 
the  Manhattan  State  Hospital,  critically  re- 
viewed the  report  of  Dreyfus  and  showed 
that  the  case  material  had  not  been  correctly 
analyzed.  The  original  concept  of  Kraepelin 
has  been  retained  in  American  psychiatry, 
whereas  most  European  clinics  have  followed 
the  concepts  of  Dreyfus,  i.  e.,  that  the  involu- 
tional melancholia  is  not  a separate  clinical 
entity  but  a form  of  manic  depressive  reaction 


manifesting  itself  in  the  involutional  period. 

In  this  country  students  have  emphasized 
the  personality  traits  of  patients  in  whom  this 
disorder  occurs.  W.  B.  Titley4  has  stressed  the 
narrow  range  of  interest,  the  inability  to  main- 
tain friendship  and  affectionate  relationships, 
and  general  personality  rigidity.  Harold  I). 
Palmer5  has  stressed  personality  traits  of 
rigidity,  inelasticity,  unadaptability,  sadistic- 
tendencies,  constriction  of  mental  horizon,  per- 
fectionism, dedication  to  work  without  en- 
joyment. stubbornness,  penuriousness,  and 
over-conscientiousness. 

Strecker3  has  presented  the  background  and 
forces  at  work  in  the  personalities  of  individ- 
uals passing  through  the  climacterium  and 
has  shown  how  many  of  the  signs  and  symp- 
toms of  the  involutional  reaction  are  ex- 
aggerations of  difficulties  to  which  most  in- 
dividuals adjust,  live  through,  and  continue 
productive,  effective,  and  reasonably  con- 
tented. It  is  a time  of  general  aging  with  at- 
tending threats  to  security. 

In  preventive  psychiatry  it  is  well  to  re- 
member that  some  of  the  changes  in  life  ad- 
justments and  interests  in  those  who  continue 
effective  and  healthy  through  this  period  are 
as  great  as  the  changes  from  health  to  sick- 
ness. The  picture  of  the  woman  who  becomes 
an  aggressive  person  in  the  community, 
church,  and  even  political  affairs,  after  a long 
life  of  complete  commitment  to  her  home  and 
children,  is  familiar  to  all  of  us.  The  man  who 
takes  up  new  interests,  who  is  able  to  rely 
more  upon  his  wisdom,  judgment  and  experi- 
ence, who  develops  the  philosophy  of  live- 
and-let-live,  is  another  example. 

The  mental  hygiene  of  this  period  has  be- 
come high-lighted  by  our  concern  over  retire- 
ment and  the  attention  which  must  be  paid  to 
the  adjustments  for  balanced  living  in  men 
and  women  in  their  forties,  fifties,  and  sixties. 
There  is  wider  understanding  on  the  part  of 
the  profession  and  laitv  of  the  psychological 
forces  which  accompany  the  aging  and  the 
physiological  changes  such  as  cessation  of 
menses  and  failing  potency. 

In  youth  death  has  an  unreal  quality,  but 
at  this  time  of  life  when  one  is  nearer  death 
in  reality,  there  is  likely  to  be  a tendency  to 
wonder  and  to  fear.  The  normal  feelings  of 
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blues  and  depression  of  this  period  in  life  may 
become  greatly  exaggerated  in  the  involu- 
tional illness;  there  may  be  real  mental  an- 
guish, manifested  in  deep  anxious  depression 
with  many  absurd  ideas  about  death. 

It  is  a time  when  the  individual  is  apt  to 
develop  serious  physical  diseases,  including 
hypertension  and  cancer.  A normal  amount 
of  concern  with  regular  physical  examinations 
and  treatment  of  any  physical  pathology  is  a 
desirable  thing.  In  the  involutional  melan- 
cholia reaction,  however,  normal  fear  may 
be  magnified  into  a delusional  hypochon- 
driasis, various  degrees  of  which  are  familiar 
to  all  clinicians.  Similarly,  a normal  concern 
about  economic  security  and  the  conservation 
of  one’s  savings  and  estate  may  be  expressed 
by  the  sick  person  as  ideas  of  poverty.  Gen- 
eral aging,  loss  of  physical  attractiveness, 
drive  and  sexual  potency  may  be  expressed  in 
the  involutional  illness  as  feelings  of  not  being 
needed  or  wanted,  or  being  unloved.  There 
may  be  painful  ideas  of  jealousy  with  delu- 
sions of  infidelity.  The  unpleasant  physical 
sensations  including  flashes  and  general  rest- 
lessness may  be  seen  in  the  exaggerated  form 
as  wild  agitation. 

Involutional  reactions  are  usually  pre- 
cipitated by  some  traumatic  event  such  as  a 
serious  physical  illness,  an  operation,  a move, 
retirement,  the  loss  or  death  of  a loved  one, 
which  ushers  in  the  anxious  agitated,  hypo- 
chondriacal depression.  In  addition  to  the 
trend  elements  of  hypochondriasis,  ideas  of 
poverty  and  death,  self-accusation,  there  is 
frequently  encountered  the  grandiose  trend, 
“the  worst  case  in  the  history  of  the  world; 
it  will  be  in  all  the  text  books.  No  one  has  ever 
seen  anything  like  it.”  Today  we  rarely  see 
these  patients  develop  the  full  blown  in- 
volutional melancholia  picture,  particularly 
the  absurd  hypochondriasis,  poverty  and 
death  and  nihilistic  notions  often  met  with  a 
quarter  of  a century  ago  when  the  patient 
continued  ill  for  months  and  even  years.  In- 
deed one  rarely  sees  the  symptoms  which 
I loch  and  MacGurdy  associated  with  a poor 
prognosis:  the  restriction  of  interest  and 

affect,  peevishness,  autoerotic  behavior  and 
ridiculous  hypochondriacal  delusions  con- 
cerned with  the  gastrointestinal  tract. 


The  psychoanalytic  studies  of  Freud  and 
others  have  thrown  much  light  on  the  dy- 
namics of  depression.  There  are  many  anal 
qualities  in  the  structure  and  overcompensa- 
tions in  the  personalities  of  patients  who  de- 
velop involutional  melancholia.  Throughout 
their  earlier  lives  their  compensations  and 
drives  have  worked  and  many  of  these  pa- 
tients have  made  great  contributions  through 
their  dogged  perseverence,  stubbornness, 
thoroughness,  adherence  to  duty,  and  reliabil- 
ity. During  various  life  epochs  prior  to  the 
climacterium  they  usually  overcome  situations 
which  would  break  others  down  into  func- 
tional illnesses.  So  many  qualities  of  the  ill- 
ness are  manifestations  of  the  personality 
structure  and  the  anal  tendencies  are  es- 
pecially pronounced  in  this  illness.  The  pro- 
longed stubborn  reaction  prior  to  the  use  of 
electric  shock  treatment  is  not  the  least  of 
these  so-called  anal  tendencies.  Of  more  im- 
portance is  the  prolonged  monotonous  trend 
of  self-accusation,  punishment,  and  the  ex- 
pression of  guilt  in  anal  terms,  filth  and  dirt. 
In  the  days  before  electric  shock  this  was 
about  all  the  trend  that  could  be  elicited.  The 
perfectionistic  striving  would  be  present,  the 
devotion  to  duty  at  the  expense  of  warmth  and 
affection  in  human  relationships  was  noted, 
but  it  was  only  after  the  administration  of 
electric  shock  in  many  of  these  patients  that 
material  was  released  to  give  us  some  idea  of 
the  nature  of  the  repressing  forces  in  these 
patients,  and  the  nature  of  what  was  re- 
pressed. It  was  clear  that  the  only  way  of 
expressing  guilt  was  in  anal  terms. 

The  following  case  history  is  typical: 

The  patient,  a married  woman  of  55,  the  wife  of 
a teacher,  and  the  mother  of  one  son  of  17,  was  ad- 
mitted to  the  hospital  after  having  been  withdrawn, 
depressed,  agitated  and  hypochondriacal  over  a 
period  of  six  months. 

She  was  the  oldest  of  three  girls  and  her  birth  and 
early  development  were  normal.  She  was  well  ed- 
ucated and  upon  finishing  college,  taught  school  until 
the  time  of  her  marriage  at  the  age  of  25.  Her  only 
child,  a son,  was  born  when  she  was  28. 

Her  personality  was  that  of  a shy,  cautious,  per- 
fectionistic individual  who  showed  persistent  effort 
in  her  school  work,  housekeeping,  and  the  rearing  of 
her  only  child.  According  to  her  and  her  husband 
their  sexual  life  was  not  satisfactory,  both  being 
afraid  of  pregnancy,  and  both  resorting  to  masturba- 
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tion.  The  patient  and  her  husband  had  few  close 
friends.  They  were  quite  interested  in  their  church, 
the  patient  taking  an  active  part  in  the  music  program 
as  she  played  the  piano  and  pipe  organ  competently. 

The  beginning  of  her  illness  was  associated  with 
several  events.  Her  menopause  occurred  live  years 
before  admission  and  for  some  years  after  this  she 
was  troubled  by  hot  flashes,  was  inclined  to  worry 
more  about  her  body,  including  digestion  and 
elimination.  She  continued  active  and  effective  in  her 
home  and  in  the  community  until  six  months  prior  to 
admission  when  her  son  went  away  to  school.  Im- 
mediately she  became  more  hypochondriacal.  A 
hysterectomy  for  fibroids  was  done  and  she  had 
several  teeth  extracted  and  suffered  a severe  upper 
respiratory  infection,  all  within  a month.  Her  hypo- 
chondriasis increased,  she  became  depressed  and  in 
addition  to  complaints  of  constipation  she  developed 
the  belief  that  a foul  odor  emanated  from  her  body 
and  that  bathing  left  her  unclean.  She  avoided  people, 
became  more  agitated,  and  during  the  five  months 
prior  to  admission,  lost  considerable  weight. 

On  admission  she  appeared  depressed,  disheveled, 
and  much  older  than  her  age.  Except  for  the  loss  of 
weight  the  physical  examination  was  essentially  nega- 
tive. 

In  the  hospital  she  was  seclusive  and  explained 
this  on  the  basis  of  her  unpleasant  odor.  She  ate 
poorly  and  required  sedative  hydrotherapy  and  mild 
sedation  for  sleep.  She  entered  reluctantly  into  the 
program  activities.  In  interviews  she  was  not  very 
free  in  talking  about  her  family,  personal  history, 
personality  development,  and  underlying  conflicts. 
She  was  self-depreciatory,  complained  of  constipation 
and  expressed  the  belief  that  the  foul  odor  emanated 
from  her  vagina  and  that  her  entire  body  was  un- 
clean. She  did  not  respond  to  unburdening,  explana- 
tions, and  reassurances.  Although  participating  in  the 
various  activities  she  derived  no  satisfaction  from 
them  and  refused  to  take  any  part  in  music  which  had 
been  one  of  her  chief  interests.  After  a month  in  the 
hospital  she  was  given  a series  of  twelve  electric 
shock  treatments  to  which  she  responded  immediate- 
ly by  a marked  improvement  in  appetite  and  sleep. 
She  talked  more  freely  and  revealed  a clandestine 
love  affair  in  the  early  years  of  her  marriage  about 
which  she  had  felt  much  guilt  for  several  years.  Her 
spirits  improved  and  she  became  more  responsive  in 
interviews,  showing  a great  interest  in  understanding 
the  development  of  her  difficulties,  particularly  em- 
phasizing her  son’s  becoming  independent  and  leaving 
for  school.  She  unburdened  a great  deal  of  hostility 
toward  her  husband  and  the  feeling  of  resentment 
about  having  to  be  too  much  in  his  company  follow- 
ing the  departure  of  her  son.  At  the  same  time  her 
visits  with  her  husband  became  more  frequent  and 
were  for  the  most  part  pleasant.  She  was  able  to 
resume  her  interest  in  music  and  other  parts  of  the 
hospital  program.  After  four  months  of  treatment 
she  began  visits  to  her  home.  She  left  the  hospital 


after  six  months  and  has  remained  well  for  several 
years. 

Her  course  is  typical  of  many  patients  during  the 
past  twenty  years,  and  the  beginning  of  the  illness 
was  quite  similar  to  that  of  many  patients  who  were 
sick  for  one  or  two  years. 

In  1948  Hamilton  and  Ward  of  the  New 
York  Hospital — Westchester  Division  com- 
pared the  results  of  hospital  treatment  before 
and  after  the  use  of  electric  shock  therapy. 
Of  great  importance  was  the  fact  that  prior 
to  the  use  of  electric  shock  the  average  length 
of  hospitalization  was  two  years,  in  contrast 
to  an  eight  months’  hospitalization  for  the 
group  treated  by  electric  shock  therapy.  Dur- 
ing the  past  few  years  this  average  has  de- 
creased to  six  months. 

To  come  back  to  the  specific  effects  of 
electric  shock  treatment,  it  is  still  a matter  of 
speculation  as  to  the  way  the  treatment  works. 
In  most  cases  of  involutional  melancholia  the 
response  is  noticeable  after  the  first  two  or 
three  treatments.  The  skin  appears  more  alive, 
the  sleep  improves,  the  appetite  and  elimina- 
tion improve  before  the  depressive  trend  sub- 
sides. There  seems  to  be  a direct  stimulating 
effect. 

The  involutional  patient,  who  after  electric 
shock  treatment  recalls  past  behavior  about 
which  there  is  much  guilt,  is  typified  by  the 
woman  whose  case  history  has  been  presented. 
It  is  interesting  to  see  how  the  guilt  is  ex- 
pressed only  in  terms  of  anal  language,  dirt, 
filth  and  uncleanliness.  It  has  been  noted  that 
the  structure  of  the  personality  of  the  patient 
who  develops  involutional  melancholia  has 
many  anal  qualities.  Freud6  has  noted  in 
Civilization  and  its  Discontents  that  “anal  ero- 
tism is  from  the  first  subjected  to  organic 
repression  in  addition  to  any  inhibition  as  a 
result  of  training  or  parental  attitudes”.  Is  it 
possible  that  this  type  of  organic  repression 
is  in  some  way  altered  by  shock  treatment  to 
allow  many  of  the  patients  with  involutional 
melancholia  to  tell  us  things  they  themselves 
could  not  recover  under  ordinary  therapy  but 
could  only  express  in  the  anal  language  of 
filth,  uncleanliness  and  obstipation.  Certainly 
those  of  us  who  are  working  with  patients 
suffering  from  involutional  melancholia  are 
learning  that  not  all  of  them  are  so  rigid  and 
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without  warmth  and  ability  to  relate  to  others. 
The  spectacular  effect  of  electric  shock  in  re- 
leasing material  which  had  apparently  been 
organically  repressed,  has  led  to  a striking 


change  in  our  concept  of  the  personality 
structure  of  the  patient  suffering  from  in- 
volutional melancholia. 
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A DYNAMIC  APPROACH  TO 
PSYCHOTHERAPY 

M.  Esther  Harding,  M.  D. 

New  York,  N.  Y. 


In  the  brief  time  at  my  disposal  I cannot 
possibly  give  even  a cursory  summary  of 
the  whole  of  Jung’s  concepts.  His  psychol- 
ogy is  so  rich  and  his  thought  contains  so  much 
that  is  revolutionary  and  creatively  new  that 
it  would  take  a whole  course  of  lectures  to  re- 
view it.  His  ideas  and  understanding  reach  out 
into  all  realms  of  human  thought  and  endeavor 
and  throw  light  on  any  and  every  aspect  of 
life.  So  I am  very  conscious  of  the  inadequacy 
of  what  I have  to  say.  But  in  order  to  present 
the  kind  of  situation  in  which  Jungian  analysis 
can  be  helpful  I will  give  five  cases  which  in- 
dicate something  of  the  scope  of  the  problems 
with  which  we  have  to  deal. 

Persons  who  come  to  an  analyst  for  help 
may  have  psycho-somatic  difficulties  or 
symptoms  of  neurosis  or  they  may  have  no 
recognizable  symptoms  at  all.  Instead  they 
suffer  not  from  physical  illness  but  from  un- 
happiness, loss  of  a sense  of  meaning  in  their 
lives,  or  from  some  irreconcilable  conflict.  In 
each  of  these  cases  the  problem  depends  on  a 
sense  that  they  are  not  at  one  with  themselves, 
their  conscious  attitudes  are  at  variance  with 
their  unconscious  impulses,  or  are  out  of  har- 
mony with  deep-seated  needs  and  trends  of 
unknown  but  most  powerful  parts  of  them- 

This  is  an  abstract  of  an  address  given  at  the  In- 
stitute on  Neurology  and  Psychiatry,  Medical  College 
of  South  Carolina,  April  5,  1957. 


selves.  The  problem  we,  as  analysts,  have  to 
tackle  is  how  to  heal  this  psychic  breach  and 
to  put  the  patient  into  touch  once  more  with 
his  own  inner  being. 

When  a problem  of  this  kind  has  to  be  dealt 
with  there  is  little  hope  of  success  if  reliance 
is  placed  only  on  external  or  objective  observa- 
tions. For  to  the  individual  concerned  the  ex- 
perience is  entirely  different,  entirely  other 
than  its  symptoms  or  outer  manifestations, 
which  are  the  only  aspects  it  presents  to  the 
outside  observer.  The  modern  psycho-thera- 
pist, in  contrast  to  the  academic  psychologist, 
or  the  neuro-psychiatrist,  approaches  his  pa- 
tients problem  from  the  subjective  point  of 
view,  exploring  the  problem  as  the  patient 
himself  experiences  it.  The  pioneer  in  dealing 
with  human  problems  in  this  way  was,  of 
course,  Freud.  He  taught  that  in  cases  of 
neurosis  and  other  psychological  difficulty  the 
libido,  the  psychic  energy,  had  become 
blocked  either  through  some  infantile  trauma, 
or  on  account  of  repressions  due  to  the  selec- 
tive activity  of  what  he  called  the  super-ego. 
The  aim  of  his  therapy  was  to  retrieve  the  lost 
libido  and  get  it  adapted  to  the  external  situa- 
tion. 

There  are,  however,  many  persons  for  whom 
adaptation  to  the  outer  world  is  not  satisfying. 
They  are  not  relieved  by  this  kind  of  analysis, 
their  difficulties  cannot  be  explained  in  terms 
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of  the  nursery  and  the  family  drama.  They 
seek  also  to  become  adjusted  to  inner  or 
spiritual  values  and  to  take  a part  in  the  cul- 
tural strivings  of  mankind;  that  is,  they  seek 
for  an  introverted  as  well  as  an  extraverted 
adaptation. 

When  this  is  the  case,  there  usually  occur 
in  the  dreams  symbols  that  cannot  be  under- 
stood by  a reductive  analysis  to  the  personal 
life  and  experience  of  the  individual.  Strange 
and  fascinating  images  and  themes  may  ap- 
pear in  the  dreams,  which  resemble  those  of 
myths  and  religious  rites,  and  are  to  be  found, 
too,  in  legends  and  fairy  tales.  Jung  has  shown 
that  these  themes,  which  he  calls  archetypes, 
represent  the  common  patterns  of  human 
functioning.  It  is  by  way  of  these  patterns  that 
the  psychic  energy  can  be  led  over  from  its 
purely  childish  and  regressive  manifestations 
into  the  path  of  psychological  development. 

So  in  the  Jungian  way  of  analysis  we  are 
not  satisfied  only  to  uncover  the  repressions 
and  so-called  infantile  traumas,  which  have 
undoubtedly  served  to  dam  up  the  libido  in 
the  past,  we  have  to  go  on  to  discover  by  what 
means  this  same  libido  can  be  channeled  into 
profitable  enterprises  so  that  the  individual 
may  become  a whole  person,  one  able  to  con- 
tribute his  full  share  to  the  common  human 
task. 

There  followed  a brief  account  of  the  four 
stages  of  analysis  that  Jung  differentiates:  viz. 


the  stage  of  confession;  the  stage  of  explana- 
tion; the  stage  of  education;  and  the  stage  of 
transformation.  These  stages  are  not  clearly 
separated  in  the  actual  analysis,  but  proceed 
more  or  less  simultaneously. 

During  the  course  of  the  analysis  the  prob- 
lems of  the  personal  unconscious,  with  its  per- 
sonification in  the  shadow,  is  first  dealt  with 
and  this  is  followed,  in  any  profound  analysis, 
by  an  exploration  of  the  collective  unconscious 
(that  part  of  the  psyche  that  is  common  to  all 
mankind),  whose  contents,  the  archetypes, 
represent  the  basic  patterns  of  the  human 
psyche.  They  are  represented  by  fascinating 
and  powerful  images  that  affect  the  conscious 
life  and  convictions  of  the  individual  pro- 
foundly. For  the  resolution  of  any  serious 
psychic  conflict  it  is  necessary  to  re-orient  the 
patient  to  these  basic  forms. 

Case  material  was  then  presented  to  demon- 
strate how  the  conscious  attitude  of  an  in- 
dividual may  be  affected  by  the  emergence  of 
“archetypal”  images  from  the  deeper  un- 
conscious and  how  this  may  cause  serious 
psychic  disturbance,  until  through  an  explora- 
tion of  the  unconscious  by  analysis  of  the 
dreams,  a reconciliation  can  be  brought  about 
between  the  conscious  and  the  unconscious 
parts  of  the  psyche,  so  that  the  life  force  or 
psychic  energy,  which  takes  it  origin  in  the 
unconscious  can  be  released  once  more  for 
the  life  process. 


Cost  of  Psychotherapy.  What  of  the  question  of 
the  time,  effort  and  expense  of  psychotherapy?  True 
it  is  that  all  of  this  takes  time  and  effort,  and  it  must 
be  paid  for,  yet  when  we  look  into  the  time,  effort 
and  expense  consumed  by  many  patients  or  by  in- 
stitutions taking  care  of  these  patients  in  the  tradi- 
tional medical  approach,  we  realize  that  an  hour  or 
two  well  spent  in  a discussion  of  the  life  situation  of 
such  patients  might  have  obviated  a great  deal  of 
this  expenditure.  It  is  really  amazing  what  the  total 
expense  of  a great  many  of  these  needless  studies 
amounts  to,  so  far  as  the  institution  is  concerned,  and 
of  course  the  same  thing  is  true  in  the  case  of  private 
patients.  The  day  is  close  at  hand  when  we  shall  re- 
gard some  of  these  thick-chart  patients,  this  poly- 
physical approach,  with  the  same  amusement  and  dis- 


dain with  which  we  now  regard  the  polypharmacy  of 
a bygone  age  in  medicine.  In  our  own  studies  of 
“thick-chart”  cases — patients  from  the  out-patient  de- 
partment selected  solely  on  the  basis  of  having  a chart 
an  inch  thick — we  found  a new  phrase  to  replace 
“the  high  cost  of  psychiatry.”  It  was  “the  high  cost  of 
no  psychiatry.”  The  patients  who  had  accumulated 
thick  charts,  often  representing  dozens  of  visits  with 
numerous  referrals  to  specialty  clinics,  hundreds  of 
dollars  worth  of  laboratory  work,  innumerable  pre- 
scriptions for  placebos  and  barbiturates,  and  often 
unnecessary  surgery  as  well,  could  frequently  be  bet- 
ter understood  by  an  hour’s  interview  conducted 
along  psychosomatic  lines. 

Psychosomatic  Medicine  by  Weiss  and  English. 
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INFLUENZA 


DR.  LEROY  E.  BURNEY* 


During  recent  weeks  the  eyes  of  the  medical  pro- 
fession have  been  on  the  influenza  epidemic  which 
swept  through  the  Far  East.  Thus  far  only  sporadic 
outbreaks  have  occurred  in  this  country,  affecting 
several  thousand  people.  Experts  in  the  field  say 
there  is  little  question  that  we  will  have  an  epidemic 
in  this  country  sometime  during  the  fall  and  winter 
months. 

Since  1948  the  Influenza  Study  Program  sponsored 
by  the  World  Health  Organization  has  maintained  a 
system  of  reporting  specific  diagnoses  of  influenza  in 
the  United  States,  Canada,  South  America  and 
Europe. 

The  current  epidemic  was  first  reported  in  Hong 
Kong  and  Singapore  in  late  April,  1957.  Epidemics 
followed  rapidly  in  Taiwan,  the  Philippines,  the 
Malay  States,  Japan,  India  and  other  areas.  Virus 
sent  to  this  country  for  antigenic  analyses  were 
found  to  be  type  A,  but  antigenicallv  different  from 
any  previously  known  A strains  in  the  hemoagglutina- 
tion  inhibition  test.  Animal  anti-sera  prepared  against 
type  A strains  did  not  inhibit  or  neutralize  the  new 
variant  and  no  protective  antibody  could  be  demon- 
strated in  sera  from  human  beings  repeatedly  vac- 
cinated with  previously  prevalent  type  A virus. 

Information  to  date  suggests  that  little  protection 
against  the  new  virus  is  gained  by  previous  vaccina- 
tion with  existing  influenza  vaccine. 

Beginning  June  2 a series  of  influenza  outbreaks 
were  reported  among  ships  which  had  been  berthed 
in  Narragansett  Bay,  Newport,  R.  I.  Spread  of  the 
epidemic  was  erratic.  Subsequent  infections  have  been 
reported  in  San  Diego,  Monterey,  Davis  and  San 
Francisco,  Calif.;  Cleveland,  Ohio;  Lexington,  Ky.; 
Valley  Forge,  Pa.;  Salt  Lake  City,  and  Grinnell,  Iowa. 

Clinical  ami  Public  Health  Aspects 

The  experience  in  Asia  and  in  the  United  States 
provides  no  basis  for  predicting  an  increase  in 
severity  of  infection  in  the  coming  fall  and  winter  or 
during  the  next  year  or  two.  The  present  concern 
arises  largely  from  the  possibility  that  a more  viru- 
lent variety  of  the  Asian  type  may  emerge.  The 
severity  of  the  1918  epidemic  is  believed  to  have 
been  due  to  some  mutation  which  exposed  the  popula- 
tion to  a virus  or  viruses  radically  different  anti- 
genically  from  those  strains  to  which  they  had  been 
previously  exposed. 

Influenza  is  usually  characterized  by  abrupt  onset, 
prostration,  fever  up  to  104,  headache,  myalgia, 
cough  and  sore  throat.  Examinations  of  the  chest  by 
x-ray  usually  show  no  abnormal  findings.  Leukopenia 
is  common  in  uncomplicated  cases.  The  febrile  period 
usually  lasts  3 to  5 days,  following  which  the  patient 

“Surgeon  General,  U.  S.  Public  Health  Service,  Dept, 
of  HEW. 


may  complain  of  extreme  weakness  for  several  more 
days. 

In  laboratory  diagnosis  of  individual  cases,  the 
virus  may  be  isolated  from  secretions  of  the  nose  and 
throat  early  in  the  course  of  the  illness.  The  pro- 
cedure consists  of  inoculating  chicken  eggs  which 
have  been  incubated  for  about  ten  days,  and  recover- 
ing the  virus  in  the  fluids  of  the  embryonic  sac. 

Paired  specimens  of  blood,  one  taken  in  the  acute 
phase  and  the  other  10  days  to  two  weeks  later,  may 
be  used  for  serological  tests.  A four-fold  or  greater 
rise  in  antibody  titer  is  regarded  as  an  indication  of 
influenza  infection.  Since  neither  of  these  laboratory 
procedures  can  be  completed  while  the  patient  is  still 
acutely  ill,  they  are  of  little  value  to  the  physician  in 
prescribing  treatment.  Such  tests  are  necessary,  how- 
ever, to  confirm  the  presence  or  absence  of  influenza 
in  a community. 

Immunological  Aspects 

Studies  in  the  military  reveal  that  a properly  con- 
ditioned vaccine  is  70  per  cent  effective  under  epi- 
demic conditions  and  that  reactions  to  the  vaccine  are 
quite  rare.  Individuals  known  to  be  sensitive  to  egg 
are  not  given  the  vaccine  since  virus  is  grown  in 
embryonated  eggs. 

The  manufacturers  of  vaccines  are  able  to  produce 
a satisfactory  monovalent  vaccine  (containing  the 
Asian  strain ) in  sufficient  quantity  for  civilian  use 
this  winter.  They  are  currently  working  on  a large- 
scale  production  basis. 

Present  Considerations 

Isolation  of  causative  virus  has  been  made  prior  to 
the  appearance  of  influenza  in  the  Linited  States;  thus 
for  the  first  time  in  history  we  are  in  the  fortunate 
position  of  being  ahead  of  an  impending  epidemic  of 
influenza.  It  seems  probable  that  influenza  will  con- 
tinue to  spread  for  the  remainder  of  the  summer 
months  but  will  not  be  highly  epidemic  in  this  country 
until  fall  or  winter  when  outbreaks  may  be  antici- 
pated. While  the  disease  will  probably  be  mild  there 
is  always  the  outside  possibility  of  a repeat  of  the 
1918  epidemic.  There  is  a further  possibility  that  the 
virulence  of  the  infection  as  reflected  in  case-mortal- 
itv  rates  will  increase.  Even  though  these  are  still 
only  possibilities,  any  preparations  which  need  to  be 
done  to  meet  these  eventualities  must  be  accomplished 
now.  After  a pandemic  starts  it  will  be  too  late. 

At  the  invitation  of  the  WHO,  a plan  for  investiga- 
tion of  influenza  outbreaks  in  foreign  countries  has 
been  developed  by  the  influenza  commission  of  the 
Armed  Forces  Epidemiological  Board.  Teams  making 
the  studies  will  be  particularly  interested  in  de- 
termining ( a ) the  properties  of  the  virus,  ( b ) com- 
plete clinical  descriptions,  ( c ) whether  a bacterial 
component  is  associated  with  the  illness,  and  ( d ) 
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epidemiologic  aspects. 

The  American  Medical  Association  has  already 
announced  a program  designed  to  offset  the  severe 
strain  placed  on  medical  personnel  when  so  many 
people  suddenly  become  ill. 

Finally,  in  recent  years  the  nature  of  influenza  in 
this  country  has  not  warranted  the  use  of  influenza 
vaccine  except  on  a group  basis  to  minimize 
absenteeism  or  in  so  called  priority  groups.  However, 
the  present  influenza  epidemic,  with  its  rapidity  of 
spread  and  high  attack  rate  is  sufficiently  unusual  to 
press  for  immunization  against  the  new  strain  of  in- 
fluenza virus.  As  a properly  constituted  vaccine  is  the 
only  preventive  for  this  disease,  the  Public  Health 
Service  with  the  Association  of  State  and  Territorial 
Health  Officers  and  the  American  Medical  Associa- 
tion plans  to  promote  the  use  of  the  vaccine  as  soon 
as  it  becomes  available.  To  accomplish  this  we  plan 
'o  embark  upon  an  educational  and  promotional 
campaign  to  encourage  all  persons  who  want  it  to 
seek  influenza  vaccine  on  a voluntary  basis.  Any  such 
campaign  must  be  conducted  in  an  orderly  fashion  to 
avoid  confusion  and  hysteria  in  the  public  and  will 
call  for  the  combined  efforts  of  all  of  us. 

In  summary, 

1.  Influenza  has  been  known  for  centuries  under  a 


variety  of  names  but  except  for  the  pandemic  of 
1918,  the  illness  was  regarded  lightly. 

2.  For  the  past  twenty-five  years  it  has  been  pos- 
sible to  incriminate  certain  strains  of  Type  A virus 
and  Type  B virus  as  causative  agents  of  cyclic  out- 
breaks of  influenza. 

3.  The  current  epidemic  in  the  Far  East  and 
sporadic  outbreaks  in  the  United  States  and  elsewhere 
are  caused  by  a new  strain  of  Type  A virus  popularly 
known  as  the  Far  East  strain. 

4.  There  is  a distinct  probability  that  the  current 
influenza  epidemic  will  increase  and  develop  into 
pandemic  proportions  by  late  fall  or  winter.  Also 
there  lurks  the  possibility  of  an  increase  in  virulence 
of  the  infection  as  reflected  in  case-mortality  rates. 

5.  A properly  constituted  vaccine  containing  the 
new  strain  of  Type  A virus  represents  the  only  pre- 
ventive tool  at  our  command. 

6.  Influenza  vaccines  have  been  proven  effective 
and  safe  in  controlled  studies  conducted  by  the  mili- 
tary. 

7.  The  Public  Health  Service,  in  cooperation  with 
the  State  and  Territorial  Health  Officers  and  the 
American  Medical  Association  will  stimulate  and 
promote  a nationwide  voluntary  program  of  vaccina- 
tion against  the  prevalent  strain  of  influenza. 


A BRIEF  REVIEW  OF  MEDICAL 
LICENSURE  IN  S.  C.  AND  THE  U.  S. 

Harold  E.  Jervey,  Jr.,  M.  D. 


One  hundred  and  forty  years  ago  the  South  Caro- 
lina legislature  passed  an  act  entitled,  “An  act  to 
regulate  the  licensing  of  physicians  to  practice  and 
for  other  purposes  herein  mentioned”.  Since  that  time 
many  changes  have  occurred  in  the  act  and  in  the 
practice  of  medicine.  In  order  to  understand  the  part 
that  the  licensing  boards  play  and  the  problems  that 
they  are  confronted  with,  a brief  review  of  their  de- 
velopment is  necessary. 

At  the  time  that  South  Carolina  passed  the  first  act, 
two  licensing  boards  were  set  up — one  in  Charleston, 
composed  of  the  Medical  Society  of  South  Carolina, 
and  the  other  in  Columbia,  consisting  of  thirty-one 
physicians  of  which  three  constituted  a quorum.  These 
boards  were  empowered  to  grant  licenses  with  very 
little  formal  education  being  necessary.  This  act  was 
supplemented  by  another  in  1828  which  required  “no 
one  is  to  be  licensed  who  has  not  a diploma  from  some 
medical  institution  or  has  not  passed  an  examination 
bv  the  faculty  of  the  Medical  College  of  Charleston.” 

Following  this,  several  modifications  in  the  act  oc- 
curred in  1869,  1881,  1887,  and  1890  which  in  essence 
made  the  requirements  for  licensure  higher  with  addi- 
tional formal  training  or  experience  as  a prerequisite. 


They  also  included  changes  in  the  manner  of  selecting 
examiners  for  the  board  and  in  the  method  of  con- 
ducting the  examinations.  It  was  not  until  February 
19,  1900  that  a medical  examining  board  of  the  pres- 
ent day  type  was  established. 

There  were  several  additional  changes  in  the  act  in 
1914  and  1917.  On  April  19,  1920  the  act  under 
which  the  board  presently  operates  was  passed.  This 
act  required  that  the  applicant  have  Free  years  of 
college  work  covering  certain  pre-med'cal  subjects 
and  a diploma  from  a Class  A Medical  School  before 
being  eligible  for  licen  ure. 

The  act  at  the  time  of  its  passage  might  be  con- 
sidered the  model  medical  practice  act  of  its  day. 
The  authors  of  the  act  showed  considerable  fore- 
sight in  the  wording  and  phraseology  used.  It  granted 
to  the  board  broad  discriminatory  powers  which 
allowed  it  to  make  policy  changes  to  meet  changing 
times  without  necessitating  a revision  of  the  act  itself. 
This  ability  to  make  policy  changes  has  also  been  due 
in  no  small  measure  to  the  understanding  and  full 
cooperation  which  the  board  has  received  from  the 
various  Attorneys  General  and  Governors  of  the  state. 

On  the  national  scene  while  the  above  events  were 
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occurring  in  South  Carolina  the  most  notable  advance 
in  the  field  of  medical  licensure  was  made  in  1912 
with  the  formation  of  the  Federation  of  the  State 
Medical  Boards  of  the  United  States.  This  was  the 
result  of  a merger  of  two  organizations — the  National 
Confederation  of  State  Medical  Examining  Boards,  and 
the  American  Confederation  of  Reciprocating,  Ex- 
amining, and  Licensing  Boards.  Both  of  these  organiza- 
tions had  existed  for  a number  of  years  prior  to  this 
time  and  had  been  attempting  to  bring  some  degree 
of  order  out  of  the  general  state  of  confusion  which 
existed  in  the  field  of  medical  licensure.  At  the  initial 
merger  conference  many  outstanding  men  in  medical 
licensure,  medical  education  and  from  the  American 
Medical  Association  were  present  including  Mr. 
Abraham  Flexner,  representing  the  Carnegie  Founda- 
tion for  the  advancement  of  teaching. 

It  would  not  be  amiss  to  recall  at  this  time  that  dur- 
ing the  earlv  nineteen  hundreds  licensure  and  educa- 
tion were  intimately  bound  together — and  still  are. 
Due  to  the  marked  variation  in  the  caliber  of  training 
received  at  the  various  medical  schools,  many  of  which 
were  merely  diploma  mills,  the  lack  of  any  standard- 
ization and  the  differences  of  the  state  laws,  both  of 
these  groups,  separately  and  together,  were  attempting 
to  bring  order  out  of  chaos  and  elevate  the  standards 
of  medical  education  and  patient  care  in  this  country. 
In  those  days  the  licensing  boards  exerted  a marked 
influence  in  guiding  the  course  which  American  medi- 
cal education  finally  took.  This  resulted  in  the  present 
unexcelled  position  which  it  occupies  in  the  world 
today.  The  common  bond  of  interest  which  was  shown 
at  the  inaugural  meeting  of  the  Federation  has  per- 
sisted through  the  years  and  resulted  in  a strong  and 
unified  Federation,  intimately  associated  with  all 
phases  of  medical  education.  The  Federation  today  is 
composed  of  the  Boards  of  the  forty-eight  States  and 
the  District  of  Columbia  with  various  associate  mem- 
bers, consisting  of  deans  of  all  the  medical  colleges 
and  others  interested  in  licensure  and  education. 

At  the  time  of  the  founding  of  the  Federation  all 
states  required  a license  examination;  five  states  re- 
quired a hospital  intern  year  in  addition  to  the  medi- 
cal educational  requirements  and  the  laws  of  33  states 
gave  the  board  authority  to  refuse  recognition  to 
graduates  of  low-grade  medical  schools.  Thirty-nine 
states  had  a provision  for  reciprocity  with  other  states 
varying  from  7 to  31.  The  term  reciprocity  implied 
that  “if  you  will  take  the  licentiates  of  my  state  I will 
take  the  licentiates  of  yours” — all  things  being  equal. 
This  was  either  in  the  form  of  a written  contract  or 
a verbal  gentleman’s  agreement.  Under  these  circum- 
stances no  written  examination  was  required.  This 
term  today  is  probably  not  true  in  the  sense  it  was 
once  used  and  should  best  be  discarded.  Endorsement 
is  a better  and  more  realistic  term.  Under  endorsement 
procedures  a license  is  granted  without  an  examination 
to  an  individual  who  holds  a license  in  another  state, 
provided,  of  course,  that  the  individual  measures  up 
to  the  standards  of  the  state  in  which  he  is  applying. 


There  is  no  implication  of  bartering,  only  simple 
recognition  of  the  fact  that  the  candidate  is  properly 
qualified  and  will  maintain  the  medical  standards  of 
the  state  in  which  he  is  applying.  It  is  on  an  in- 
dividual basis  with  interest  in  the  individual,  not  in 
the  state  from  which  he  comes. 

In  early  deliberations  within  the  Federation,  it  is 
of  interest  to  note  that  in  1913  a discussion  was  held 
on  the  subject  of  “Universal  Reciprocity”  and  one  of 
the  principle  discussions  in  1916  was  the  need  for  a 
model  or  uniform  medical  practice  act.  Both  of  these 
subjects  have  remained  very  much  in  the  forefront  at 
all  meetings  through  the  years.  It  was  considered  for 
a while  and  at  subsequent  occasions  from  time  to 
time  that  with  the  formation  of  the  National  Board 
of  Medical  Examiners  in  1915  that  within  that  or- 
ganization lay  the  solution  to  the  problem  of  universal 
reciprocity.  Due  to  the  prominence  of  the  examiners, 
and  other  factors,  in  a relatively  short  period  of  time 
the  majority  of  state  legislative  bodies  gave  the  medical 
boards  discriminatory  powers  to  accept  the  National 
Board  certificates  in  lieu  of  the  regular  licensing  ex- 
aminations. However,  it  soon  became  evident  that  this 
was  not  the  solution  and  other  answers  to  the  problem 
were  sought. 

Some  ten  years  after  the  founding  of  the  Federa- 
tion the  first  basic  science  board  was  established  in 
the  state  of  Michigan.  During  the  ensuing  years  some 
19  states  and  the  District  of  Columbia  established 
these  boards.  The  idea  was  to  provide  and  assure  by 
law  that  all  individuals  entering  the  healing  arts  field 
had  a fundamental  knowledge  of  a few  of  the  basic 
sciences.  They  were  established  to  block  off  the  con- 
stant flow  of  inadequately  and  inferiorly  trained 
physicians,  chiropractors,  osteopaths,  and  others  of  the 
healing  cults.  They  acted  as  a screening  mechanism 
which  eliminated  many  candidates  prior  to  their 
being  admitted  to  the  examination  in  medicine  or 
whatever  other  field  they  intended  to  practice  in. 
There  has  been  no  uniformity  of  pattern  in  the  setup 
of  these  boards  and  except  in  a few  instances  the 
membership  is  limited  to  non-medical  examiners.  The 
establishment  of  these  boards,  at  that  time,  was  con- 
sidered a forward  step. 

It  was  intended  that  these  boards  were  to  test  the 
candidate’s  gereral  knowledge  in  the  basic  sciences. 
However,  it  would  appear  that  the  boards  today  are 
asking  questions  as  fully  comprehensive  in  every  way 
as  those  asked  on  the  regular  medical  licensing  ex- 
amination. This,  in  spite  of  the  fact  that  there  arc 
few  physicians  to  grade  and  evaluate  the  answers.  In 
the  light  of  the  present  high  and  uniform  level  of 
medical  education,  it  would  seem  that  these  boards 
have  outlived  their  purpose.  The  need  for  them  no 
longer  exists. 

South  Carolina  has  never  had  or  advocated  a basic 
science  board.  In  the  light  of  developments  through 
the  years  it  would  seem  that  their  position  in  this 
matter  has  been  well  justified.  The  majority  of  those 
states  with  these  boards  would  be  happv  to  remove 
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tlie  statute  from  the  books  if  they  could. 

Many  of  the  problems  in  the  field  of  Medical  Li- 
censure are  the  same  which  existed  at  the  time  of 
the  founding  of  the  Federation,  however,  considerable 
progress  has  been  made  toward  the  solution  of  them. 

Over  a period  of  several  years  a committee  from  the 
Federation  has  been  hard  at  work  reviewing  the  medi- 
cal practice  acts  of  all  the  states.  In  1956  as  a result 
of  the  recommendations  of  this  committee  a “Guide  to 
the  Essentials  of  a Modern  Medical  Practice  Act"  was 
adopted.  This  has  been  printed  in  brochure  form  and 
distributed  to  all  of  the  state  boards.  The  purpose  is 
( 1 ) serve  as  a guide  to  those  states  and  territories 
that  may  adopt  a new  medical  practice  act  or  may  be 
amending  existing  laws  and  (2)  encourage  standard- 
ization of  requirements  and  regulations  to  better 
facilitate  endorsement  policies  between  the  various 
state  boards. 

Even  though  the  Medical  Practice  Act  of  South 
Carolina  was  written  in  1920,  it  still  compares  favor- 
ably to  the  guide  which  has  been  formulated.  There 
will  probably  be  a need  for  certain  changes,  but  none 
of  them  is  urgent.  Among  the  desirable  changes,  a 
few  might  be  mentioned.  A revision  of  the  subjects 
for  examination  is  desirable  as  some  are  now  outdated. 
In  view  of  the  changing  concept  of  the  purpose  of 
the  state  licensing  boards,  the  requirement  of  having 
completed  an  internship  before  being  granted  a 
license  to  practice  would  appear  reasonable.  In  the 
early  days  of  the  boards  the  examinations  was 
primarily  for  the  determination  of  factual  knowledge. 
With  the  uniform  excellency  of  our  medical  schools, 
this  is  no  longer  necessary.  The  presentdav  concept 
is  that  the  boards’  examinations  should  serve  to  de- 
termine the  individual’s  fitness  to  practice,  his  ability 
to  apply  the  factual  knowledge  he  has  acquired  in 
medical  school  in  a logical  and  practical  manner.  In 
other  words,  his  ability'  to  accept  patient  responsibility. 
If  this  concept  is  correct,  then  it  would  seem  de- 
sirable that  an  internship  be  required  prior  to  taking 
the  licensing  examinations. 

A controversial  subject  which  the  guide  recom- 
mends is  the  annual  registration  of  physicians.  There 
are  objections  to  this  by  many  in  South  Carolina. 
However,  it  is  felt  by  those  states  which  have  this 
provision  that  this  permits  the  Board  to  function  in 
a more  efficient  manner  and  allows  more  direct  con- 
trol oxer  the  physicians  of  the  state;  all  of  which 
aims  toward  the  ultimate  purpose  of  the  Board  of 
safeguarding  the  health  of  the  people  of  the  state.  In 
addition  it  brings  in  added  revenue  which,  while  not 
a major  factor,  is  something  that  has  to  be  considered. 

At  the  present  time  the  Board  receives  no  revenue 
from  the  State  of  South  Carolina.  Its  income  is  de- 
rived solely  from  the  fees  paid  for  issuance  of  licenses, 
by  endorsement  or  examination  and  other  legal  papers. 
During  the  past  year  it  was  found  necessary  to  in- 
crease the  fee  for  endorsement  to  SI 00.  It  is  felt  that 
the  present  fee  of  $25  for  the  examination  will  also 
have  to  be  raised. 


The  added  cost  of  operating  the  board  is  merely  in 
line  with  the  increased  cost  of  all  business  and  living 
activities.  Also  South  Carolina  in  the  past  few  years 
has  been  taking  an  increasingly  active  part  in  the 
affairs  of  the  Federation.  This  has  entailed  added  ex- 
penses which  are  justified  in  many  ways. 

One  of  the  major  items  toward  which  the  South 
Carolina  Board  and  Federation  is  making  a major 
effort  is  the  improvement  of  interstate  endorsement 
policies.  Due  to  factors  previously  mentioned  and 
others  that  will  subsequently  be  touched  upon,  the 
South  Carolina  Board  last  year  adopted  the  policy  of 
accepting  as  candidates,  on  an  individual  basis,  for 
endorsement  the  licentiates  of  all  the  other  states.  It 
was  considered  to  be  the  fair  policy  to  adopt  and 
there  is  no  idea  that  it  will  inundate  the  state  with 
inferior  doctors.  The  standards  are  being  maintained 
in  the  same  manner  as  before.  In  this  regard,  it  is  of 
interest  to  note  that  36  states  grant  licenses  by  en- 
dorsement from  the  47  states  and  the  District  of 
Columbia.  Only  seven  states  recognize  less  than  40 
of  the  other  states  licenses.  There  are  only  two  states 
which  do  not  endorse  South  Carolina  licentiates — 
namely,  Florida  and  New  York. 

The  activities  of  the  Federation  have  contributed 
Considerably  to  this  marked  change  in  interstate  en- 
dorsement policies.  Through  free  and  open  discussions 
between  the  secretaries  of  the  various  state  boards, 
many  of  the  obstacles  of  universal  endorsement  poli- 
cies have  been  removed.  South  Carolina  has  done  its 
share  in  this  regard  as  the  Public  Relations  Committee 
of  the  Federation  conducts  the  meetings  of  the  secre- 
taries and  one  of  the  board  members  serves  on  this 
three  man  committee.  The  good  fellowship  that  is 
much  in  evidence  lends  an  atmosphere  which  permits 
much  progress  to  be  made.  However,  it  must  be 
realized  that  laws  in  some  states  do  not  permit  the 
board  to  utilize  discretionary  powers  and  these  laws 
cannot  be  changed  overnight. 

Another  activity  which  is  working  toward  the  same 
goal  is  the  formation  of  Examination  Institutes  in  the 
various  major  examination  fields  of  medical  licensure. 
These  Institutes  are  under  the  guidance  of  a five  man 
Permanent  Committee  of  which  one  of  the  South 
Carolina  Board  is  a member.  The  purpose  of  the  In- 
stitutes is  to  bring  together  a cross-section  of  the 
board  members  who  examine  in  a particular  subject. 
The  institutes  allow  these  men  who  examine  in  a given 
field  to  discuss  with  the  other  examiners  in  the  same 
field  such  things  as  the  type  of  questions  to  be  asked, 
tlie  purpose  of  the  questions,  the  number  which  should 
be  required,  the  grading  of  the  questions,  and  other 
facets  of  the  examination.  The  results  of  these  In- 
stitutes will  be  compiled  in  a brochure  which  among 
other  things  will  provide  a reliable  guide  and  source 
of  instruction  for  the  new  members  appointed  to  the 
boards.  The  first  Exam  Institute  was  held  in  Ob-Gvn, 
in  February,  1957,  in  Chicago.  Dr.  A.  R.  Johnston,  the 
South  Carolina  Examiner  in  this  subject  attended  and 
participated  in  the  discussions.  The  Permanent  Corn- 
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mittee  lias  stated  in  its  formation  of  these  institutes 
that  it  feels  there  is  a general  feeling  and  need  to  re- 
evaluate and  improve  the  licensing  examinations  in 
the  various  states.  The  Permanent  Committee  stated 
that  it  is  concerned  solely  with  the  self-improvement 
in  the  licensing  examination  in  every  state.  It  will  en- 
courage the  understanding  of  modern  medical  educa- 
tion and  attempt  to  re-define  the  position  of  licensure 
in  this  total  area.  With  this  self-improvement  and  the 
resulting  confidence  in  the  quality  of  the  examinations 
in  the  various  states,  the  interstate  acceptance  of  li- 
censes should  become  a reality  based  on  genuine 
equivalence  of  the  examinations  in  the  various  states. 

The  developments  in  the  solution  to  the  foreign 
medical  graduate  problem  have  been  just  as  marked. 
Between  1954-’55  there  were  some  1300  Americans 
studying  medicine  in  foreign  schools.  There  are  in 
addition  a large  number  of  foreign  physicians  who  by 
no  fault  of  their  own  have  been  driven  from  their 
home  countries.  (From  1946  to  1955,  6,865  licenses 
were  granted  to  foreign  trained  physicians. ) America 
lias  always  been  a haven  for  the  oppressed  and  as 
such,  a great  deal  of  its  strength  is  derived.  In  an 
effort  to  solve  this  problem  and  with  the  full  realiza- 
tion that  our  own  standards  must  not  be  sacrificed, 
representatives  from  the  Federation  of  State  Medical 
Boards,  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  AMA,  and  the  American  Hospital  Asso- 
ciation formed  a Cooperating  Committee  on  the 
Graduates  of  Foreign  Medical  Schools.  The  following 
principles  were  to  give  guidance  and  direction  to  the 
Committee: 

1.  Although  the  responsibility  to  share  educational 
opportunities  in  medicine  is  recognized,  the  primary 
concern  must  be  for  the  health  care  of  the  American 
people.  Thus,  before  assuming  responsibility  for  the 
care  of  patients  as  interns  or  residents,  all  graduates 
of  foreign  medical  schools  should  give  evidence  as 
nearlv  as  can  be  determined  of  having  reached  a level 
of  educational  attainment  comparable  to  that  of  stu- 
dents in  American  schools  at  the  time  of  graduation. 

2.  The  primary  objective  of  this  committee  is  to 
devise  an  effective  mechanism  for  measuring  educa- 
tional attainment  in  the  absence  of  intimate  and  con- 
tinuing knowledge  of  the  educational  background  of 
foreign  trained  physicians.  This  mechanism  should 
provide  hospitals  with  pertinent  information  regarding 
the  medical  qualifications  of  foreign-trained  physicians 
seeking  positions  as  interns  or  residents.  It  should  not 
interfere  with  the  hospital  privilege  of  making  its  own 
selection  among  qualified  physicians.  It  should  not 
serve  as  a substitute  for,  or  interfere  with,  the  normal 
licensure  procedures  of  the  various  state  boards  al- 
though the  program  mav  be  helpful  to  the  boards. 

3.  It  is  not  intended  that  this  mechanism  be  ap- 
plicable to  those  foreign  medical  school  graduates  in 
the  United  States  as  temporary  students  participating 
in  programs  of  medical  and  related  subjects  in  recog- 
nized universities,  medical  schools  and  postgraduate 
schools  which  by  the  very  nature  of  their  study  arc 


not  involved  in  patient  care.  ( There  are  approximately 
1000  foreign  trained  physicians  serving  as  house 
officers  on  immigration  visas  in  1955-56.) 

It  is  to  be  realized  that  prior  to  the  formation  of 
this  committee  the  AMA  attempted  to  maintain  a list 
of  approved  medical  schools  to  act  as  a guide  for  the 
purpose  of  evaluating  the  educational  background  of 
the  foreign  trained  graduate.  Due  to  the  expense  in 
money  and  personnel  it  was  found  to  be  unworkable 
and  the  list  is  being  discontinued  with  the  formation 
of  this  committee. 

The  emphasis  in  this  program  is  placed  on  evalu- 
ating the  qualifications  of  the  individual  foreign- 
trained  physicians  rather  than  attempting  to  evaluate 
on  a continuing  basis  the  educational  programs  of  the 
hundreds  of  foreign  medical  schools  that  serve  as 
potential  sources. 

The  program  is  designed  to  establish  two  principle 
criteria  in  regard  to  each  foreign  graduate:  (1)  that 
he  is  the  graduate  of  a bona  fide  medical  school;  (2) 
that  as  nearly  as  can  be  measured  he  has  reached  a 
level  of  educational  attainment  comparable  to  that  of 
students  in  American  schools  at  the  time  of  gradua- 
tion. The  credentials  are  to  be  submitted  in  English 
and  verified  by  the  American  consul  in  the  country  in 
which  the  school  is  located.  Facility  with  English  is 
to  be  one  of  the  requirements  in  this  program  and  will 
be  one  of  the  factors  measured. 

The  basic  requirements  will  include: 

(1)  A minimum  of  18  years  of  total  formal 
education. 

(2)  Included  in  the  18  years  should  be  a mini- 
mum of  32  months  of  attendance  and  direct  study 
of  medicine,  including  any  time  devoted  to  what  in 
the  United  States  would  be  considered  as  pre- 
medical study  or  internship. 

( 3 ) Evidence  of  satisfactory  completion  of  above 
described  courses  of  study. 

( 4 ) As  evidence  of  acceptable  moral  and  ethical 
behavior  each  candidate  must  present  a properly 
executed  affidavit  that  he  has  not  been  convicted 
of  any  crime  involving  moral  turpitude  and  that  he 
has  never  been  censored  or  had  other  punitive 
action  taken  against  him  by  any  recognized  medical 
body  including  licensing  agencies  for  reasons  of 
immoral  conduct. 

If  this  program  is  widely  accepted,  as  it  is  felt  it 
will  be,  foreign  trained  physicians  seeking  further 
training  in  the  United  States  will  not  be  able  to  find 
positions  until  they  have  satisfactorily  completed  all 
phases  of  the  program. 

It  is  felt  that  the  educational  portion  of  the  pro- 
gram will  include  approximately  400  properly  selected 
test  items  to  establish  a valid  measure  of  medical 
knowledge.  The  test  will  be  one  that  can  be  given  in 
a foreign  country  with  minimum  supervision,  and  it 
will  be  one  that  can  be  graded  and  evaluated  in  this 
country. 

As  of  this  writing  all  obstacles  for  the  institution  of 
this  program  have  been  removed  and  it  will  be  in 
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operation  this  summer  if  no  unexpected  complication 
develops. 

The  South  Carolina  Board,  in  regard  to  the  foreign 
medical  graduates,  has  always  felt  and  still  feels  that 
until  such  time  as  a method  is  devised  that  can 
adequately  determine  the  educational  background  of 
a foreign  candidate  they  will  not  consider  any  such 
applicant  for  licensure.  The  board  will  be  observing 
with  interest  the  above  described  plan  in  the  hopeful 
anticipation  that  it  may  prove  an  answer  to  the  age- 
old  problem.  It  is  felt  that  the  plan  will  have  to  prove 
itself  before  any  changes  will  occur  in  the  board’s 
present  policy. 

In  order  to  deter  the  infiltration  of  foreign  medical 
graduates  through  the  media  of  hospital  staffs  and  the 
subsequent  problems  to  which  this  inevitably  leads 
(e.g.  pressure  for  licensing  from  medical  and  political 
sources)  the  board  after  July  1,  1957  will  require  all 
qualified  interns  to  obtain  a temporary  license  to 
practice.  These  temporary  permits  will  only  be  issued 
to  individuals  who  are  eligible  in  every  respect  for 
a permanent  license.  They  will  be  valid  for  a period 
of  one  year,  non-renewable,  and  remain  in  effect  only 
while  the  intern  is  in  training  at  an  accredited  institu- 
tion. In  addition,  all  residents  will  be  required  to  have 
a permanent  license.  This  will  allow  hospitals,  so  de- 
siring, to  obtain  malpractice  and  liability  form  of  in- 
surance on  their  interns  and  residents.  This  can  not 
be  done  at  the  present  time.  The  board  expects  to 
enforce  this  policy  with  all  the  means  it  has  available. 
Needless  to  say,  it  would  undoubtedly  be  subjecting 
a hospital  to  unnecessary  liability  risks  to  have  li- 
censed interns  and  unlicensable  interns  working  to- 
gether in  the  same  institution,  especially  if  a court 
action  were  brought  against  the  hospital  in  regard  to 
one  of  its  unlicensable  interns.  The  board  feels  this  is 
a necessary  and  forward  step. 

One  of  the  major  factors  that  has  prevented  the 
Board  from  exercising  its  full  responsibilities  and 
duties  to  the  people  of  the  state  has  been  its  lack  of 
investigational  and  case-preparing  resources.  Many 
times  during  the  years  the  Board  has  had  knowledge 


of  undesirable  situations  existing,  but  it  had  no  means 
available  to  bring  the  case  to  trial.  When  the  problem 
was  presented  to  the  present  Governor  he  offered  the 
complete  cooperation  of  his  constabulary  ( SLED ) for 
the  purpose  of  investigating  and  preparing  cases 
against  any  individual  or  individuals  whom  the  Board 
felt  it  was  justified  in  investigating.  Prior  to  this  time 
only  the  Federal  Bureau  of  Narcotics  presented  pre- 
pared cases  before  the  Board  for  their  action.  With 
the  use  of  SLED  the  Board  feels  that  it  has  a means 
to  exercise  the  control  which  it  is  intended  that  it 
should. 

In  this  connection  it  should  be  pointed  out  that  dur- 
ing the  war  years  certain  situations  were  allowed  to 
exist  due  to  the  exigencies  of  the  times.  There  were 
instances  in  which  individuals  who  were  unlicensable 
were  allowed  to  practice  in  conjunction  with  other 
physicians  who  were  licensed  to  practice  in  South 
Carolina.  The  need  for  such  occasions  has  now  dis- 
appeared and  the  Board  feels  that  in  order  to  main- 
tain the  high  standards  of  medical  care  in  the  state 
that  no  one  should  be  allowed  to  participate  in  the 
responsibility  of  patient  care  who  is  not  licensed  or 
eligible  for  licensure  in  this  state.  It  is,  therefore,  the 
policy  of  the  Board  to  investigate  any  such  cases  that 
are  brought  to  its  attention  and  to  prefer  such  charges 
as  are  deemed  advisable. 

The  Board  feels  that  through  the  years  it  has  been 
guided  by  wise  and  conservative  thinkers  who  with 
tlie  passage  of  time  have  proven  the  wisdom  of  their 
thinking.  The  Board  by  provision  of  law  is  held  re- 
sponsible to  the  people  of  the  state  for  the  caliber  of 
medical  care  that  they  receive.  It  is  felt  that  to  fulfill 
this  responsibility  the  Board  must  enjoy  the  full 
hearted  support  of  the  physicians  of  the  state.  This 
they  have  usually  had.  It  is  hoped  and  believed  that 
with  an  understanding  of  the  problems  and  reasons 
for  the  established  policies  being  outlined  in  this 
article  that  a better  understanding  of  the  Board’s  at- 
titudes will  result.  The  problems  existing  in  the  field 
of  medical  licensure  are  not  unsolvable,  but  they  will 
require  the  support  and  understanding  of  all  physicians 
in  order  to  make  for  a happy  ending. 
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PRESIDENT’S  PAGE 

The  Executive  Committee  of  the  South  Carolina  State  Board  of  Health  has 
resolved  that  Asian  influenza  vaccine  should  be  administered  by  private  physicians 
only. 

In  announcing  its  approval  of  the  vaccine  and  encouraging  the  public  to 
make  use  of  it,  the  Assistant  State  Health  Officer  said: 

“ . . . for  a Health  Department  to  give  vaccine  free  of  charge  would  be  direct 
competition  with  local  physicians.” 

We  think  that  most  of  the  physicians  of  our  State  agree  with  this  policy  and 
want  to  congratulate  the  Health  Department  on  its  stand.  The  Department  went 
even  further  than  stating  policy,  when  it  declined  to  administer  the  vaccine  to 
postal  employees,  who  had  been  directed  to  the  state  agency  by  their  own  National 
Bureau  of  Personnel. 

It  seems  to  us  that  this  is  a good  time  for  the  State  Health  Department  to 
look  over  its  general  principles  for  administration  of  the  present  immunization 
program.  The  immunization  of  everyone  to  prevent  outbreak  of  diseases  is  a well- 
established  principle.  It  has  been  a boon  to  humanity  and  we  should  be  proud  of 
our  Health  Department’s  leadership  in  this.  Let  us,  however,  analyze  the  policy  of 
payment  for  these  immunizations.  Should  this  protection  be  free  to  all  regardless 
of  income?  Is  there  not  some  way  to  distinguish  the  indigent  from  those  capable 
of  paying  their  own  way? 

The  modern  housewife  has  been  indoctrinated  in  the  idea  that  “It  is  smart  to 
be  thrifty.”  Thus,  even  the  wealthy  are  being  served  free  at  the  health  depart- 
ments. This  is  undesirable. 

Should  not  the  Health  Centers  have  social  service  departments? 

How  can  we  block  this  road  to  socialism;  and  at  the  same  time  still  have 
progressive  public  health? 


D.  L.  Smith,  M.  D. 

President,  South  Carolina  Medical  Association 
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Editorials 


GENERAL  PRACTICE  AND 
MENTAL  HEALTH 

As  one  faces  a succession  of  patients,  the 
close  intertwining  of  mental  health  and  physi- 
cal health  is  consistently  evident.  A consider- 
able part  of  the  art  of  medicine  is  concerned 
with  the  recognition  and  management  of 
emotional  disturbances.  Physicians  acquire  an 
alertness  for  signs  and  symptoms  of  mental 
disorders  and  apply  the  recognized  techniques 
for  their  alleviation  while  giving  proper  at- 
tention to  organic  illnesses. 

The  preventive  aspects  of  mental  illnesses 
are  extremely  complex.  Aside  from  efforts  to 
reduce  organic  brain  damage  due  to  infections, 
poisons,  and  trauma,  major  emphasis  is  at 
present  centered  on  elimination  of  personal 
and  cultural  stresses  and  strengthening  in- 
dividual and  group  capacity  to  withstand 
emotional  strains.  Solution  can  clearly  never 
depend  on  maximum  shielding  from  trying 
situations  for  experience  in  war  and  peace  has 
demonstrated  the  inevitability  of  frustration 
and  crisis.  Our  hopes,  then,  must  rest  funda- 
mentally in  the  maximal  development  of  the 
faculties  by  which  conflicts  are  resolved — in 
the  promotion  of  mental  health.  In  his  capacity 
as  trusted  family  adviser,  the  general  physician 
performs  an  essential  service  in  recognizing 
and  capitalizing  on  opportunities  to  help  pa- 
tients prepare  for  and  survive  stressful  life 
situations  and  develop  resistance  character- 
istic of  healthy  personalities. 

There  are  many  areas  of  predictable  stress 
for  which  physicians  help  their  patients  pre- 
pare by  frank  discussion  and  appropriate  ex- 
planation, such  as  admission  to  a hospital, 
childbirth,  child  development,  and  retirement. 
For  general  personality  strengthening,  bal- 
anced activity  is  as  important  as  a balanced 
diet.  Most  humans,  especially  children  and  the 
aged,  need  and  benefit  from  stimulation  to  use 
all  their  capacities  in  a balanced  program  of 
exercise,  play,  rest,  and  work.  Individual  hob- 
bies and  community  service  groups  are  im- 
portant outlets  for  adults. 


The  social  stigma  attached  to  emotional 
problems  influences  patients  to  conceal  con- 
flicts for  which  they  need  help.  Their  behavior 
often  awakens  impulses  and  reactions  in  the 
physician  which  he  has  trouble  managing. 
Establishment  of  effective  rapport  with  the 
patient  is  proportional  to  the  amount  of 
genuine  interest  conveyed  by  the  physician. 
The  effective  physician  learns  to  control  his 
own  emotional  reactions  to  patients  and  is  pre- 
pared to  accept  negative  or  hostile  feelings 
which  they  may  feel  toward  him.  A good  sug- 
gestion is  to  begin  the  initial  interview  with  a 
discussion  of  things  held  in  common,  such  as 
the  weather,  friends,  or  current  events,  pro- 
ceeding to  things  known  only  to  the  patient, 
and  much  later  to  facts  possessed  only  by  the 
physician. 

Therapy  and  diagnosis  go  hand-in-hand 
when  the  patient  is  permitted  complete,  spon- 
taneous expression  of  his  problems  and  needs 
by  a sensitive,  objective,  understanding  physi- 
cian. So  far  as  possible,  the  patient  should  be 
helped  to  come  to  his  own  decisions  and 
choices  regarding  major  changes  in  his  wav 
of  life.  Therapy  directed  at  symptoms,  such  as 
giving  an  alcoholic  a sobering-up  process  only, 
leaves  fundamental  problems  untouched. 

Thorough,  tailored  physical  examinations 
which  are  not  unduly  prolonged  aid  in 
separating  symptoms  of  organic  lesion  from 
other  genuine  symptoms  resulting  from  auto- 
nomic imbalance  caused  by  emotional  up- 
heavals. Considerable  tact  and  presence  of 
mind  is  required  to  avoid  unconsciously  sug- 
gesting to  a patient  that  a neurotic  condition 
may  be  due  to  some  obscure  physical  defect 
eluding  the  physician’s  search. 

Referral  for  specialized  psychiatric  treat- 
ment should  be  presented  to  the  family  as 
opening  another  door  to  help  rather  than  as  a 
sign  the  patient  is  beyond  help. 

In  summary,  the  most  promising  contribu- 
tions of  the  general  physician  to  community 
mental  health  lie  in  general  and  specific 
strengthening  of  individual  and  family  re- 
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sistance  to  mental  stress,  and  in  early  diag- 
nosis and  treatment  of  emotional  disorders. 

Leon  Banov,  M.  D. 


TINKERS  TO  EVERS  TO  CHANCE 

Old  timers  and  baseball  fiends  will  know 
what  that  means  in  the  way  of  a double  play. 
Years  ago  it  was  almost  a sure  thing. 

When  the  physician  refers  a patient  to  a 
specialist  for  a specific  service,  it  sometimes 
happens  that  the  party  of  the  second  part 
feels  that  the  patient  needs  the  help  of  another 
kind  of  specialist  for  another  kind  of  ailment, 
and  off  the  patient  is  wafted  before  the  first 
man  knows  what’s  up.  Now  in  an  emergency 
this  is  quite  all  right,  but  in  more  deliberate 
circumstances  it  seems  possibly  cpiite  all 
wrong.  The  first  fellow  might  have  his  well 
grounded  preferences  and  prejudices,  perhaps 
based  on  no  more  solid  a foundation  than  “I 
do  not  like  thee,  Dr.  Fell”,  and  he  may  be 
embarassed  by  an  undesired  connection. 
Woirld  it  not  be  better  to  have  the  specialists 
revolve  around  the  practitioner,  rather  than 
have  the  patient  shuttled  from  specialist  to 
specialist?  Double  plays  are  more  appropriate 
in  baseball  than  to  medical  practice. 


MORBIDITY  REPORTS 

Each  week,  the  physicians  of  South  Carolina 
receive  a folded  postal  card  from  the  Depart- 
ment of  Health,  Education,  and  Welfare,  U.  S. 
Public  Health  Service.  This  is  the  card  on 
which  physicians  are  supposed  to  report  cer- 
tain communicable  diseases.  On  the  present 
card  they  are  requested  to  report,  measles, 
whooping  cough,  and  streptococcic  sore 
throat,  including  scarlet  fever,  by  number 
only.  Other  diseases,  listed  on  one  side  of  the 
reply  card  are  to  be  reported  by  name,  ad- 
dress, age,  sex,  and  race,  this  report  having  to 
be  written  into  an  inadequate  space. 

These  reports  are  returned  to  the  assistant 
collaborating  epidemiologist,  Public  Health 
Service,  care  of  County  Health  Department 
in  the  physician’s  county.  The  summary  of 
these  is  later  transmitted  to  the  State  Board 
of  Health  and  reported  on  a weekly  morbidity 
report  from  the  Division  of  Disease  Control. 
Noticing  that  there  seemed  to  be  few  counties 
reporting  each  week  we  have  made  a summa- 


tion of  the  reports  of  the  first  seventeen  weeks 
of  1957.  The  following  tabulation  lists  the 
number  of  weeks  one  or  more  diseases  were 
reported  from  these  counties. 


17  WEEKS 


Abbeville 

14 

Greenwood 

8 

Aiken 

14 

Hampton 

3 

Allendale 

1 

Horry 

10 

Anderson 

14 

Jasper 

0 

Bamberg 

2 

Kershaw 

3 

Barnwell 

0 

Lancaster 

3 

Beaufort 

12 

Laurens 

7 

Berkeley 

1 

Lee 

3 

Calhoun 

8 

Lexington 

16 

Charleston 

15 

McCormick 

0 

Cherokee 

1 

Marion 

0 

Chester 

6 

Marlboro 

1 

Chesterfield 

4 

Newberry 

2 

Clarendon 

13 

Oconee 

5 

Colleton 

12 

Orangeburg 

11 

Darlington 

10 

Pickens 

5 

Dillon 

2 

Richland 

17 

Dorchester 

ll 

Saluda 

4 

Edgefield 

8 

Spartanburg 

16 

Fairfield 

4 

Sumter 

5 

Florence 

4 

Union 

6 

Georgetown 

6 

Williamsburg 

1 

Greenville 

17 

York 

2 

Only  Greenville  and  Richland  Counties  had 
reports  each  week  while  Lexington  and 
Spartanburg  were  close  behind.  Barnwell, 
Jasper,  McCormick,  and  Marion  counties 
failed  to  report  any  communicable  diseases 
during  this  period.  Such  population  counties 
as  Dillon,  Florence,  Georgetown,  Kershaw, 
Lancaster,  Marlboro,  Newberry,  Sumter, 
Union,  and  York  failed  to  report  more  than 
six  times. 

Several  questions  come  to  mind  when  we 
think  of  this  situation.  Assuming  that  there  is 
real  value  in  this,  why  do  physicians  not  send 
in  these  report  cards?  Is  it  too  much  of  a 
nuisance?  Do  the  doctors  think  it  is  of  no 
value?  Is  it  too  much  trouble?  Are  doctors 
simply  not  interested?  How  can  physicians  be 
encouraged  to  report  what  they  see?  Is  the 
financial  outlay  in  following  the  present  plan 
and  getting  the  present  results  worth  the  ex- 
pense? 

We  do  not  know  the  answers.  In  one  county 
having  a population  of  approximately  75,000 
with  approximately  65  physicians  we  are  told 
that  only  5 doctors  fairly  regularly  send  in 
reports,  and  this  county  showed  four  reports 
in  the  listing  above. 

We  would  suggest  that  the  Public  Health 
Service  re-appraise  this  program  to  make  it 
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effective  or  abandon  the  effort  and  save 
money. 

Walter  M.  Hart,  M.  D. 


MORBIDITY  REPORTING 
ANOTHER  VIEW 

M orbiditv  reporting  is  almost  as  old  as 
history  itself.  In  Biblical  and  ancient  times 
certain  diseases  that  were  thought  to  be  con- 
tagious were  required  to  be  reported  publicly 
to  prevent  their  spread  to  other  people.  In  all 
countries  of  the  world  diseases  that  are  com- 
municable and  dangerous  to  the  public  health 
are  required  to  be  reported.  The  collection  of 
morbidity  data  by  the  U.  S.  Public  Health 
Service  was  authorized  by  an  Act  of  Congress 
in  1878  and  in  1893  Congress  provided  for 
weekly  collection  of  morbidity  data  from  state 
and  municipal  health  authorities.  To  facilitate 
this  collection  Congress  in  1902  directed  the 
Surgeon  General  of  the  Public  Health  Service 
to  provide  forms  for  the  collection,  tabulation 
and  publication  of  this  data.  For  this  reason, 
all  states  now  use  the  form  of  the  Department 
of  Health,  Education  and  Welfare  of  which 
the  Public  Health  Service  is  a part.  In  1878, 
The  South  Carolina  Legislature  created  the 
State  Board  of  Health  by  designating  the 
South  Carolina  Medical  Association  as  the 
State  Board  of  Health  and  to  be  the  sole  ad- 
visor to  the  public  in  matters  pertaining  to 
health.  Thev  were  given  the  authority  to  make 
rules  and  regulations  for  the  promotion  and 
protection  of  the  public  health.  One  of  the 
earliest  regulations  was  the  collection  of 
morbidity,  mortality,  and  weather  data.  Until 
1997  this  data  was  collected  by  each  executive 
committeeman  for  his  district.  Since  1907, 
when  the  first  Executive  Secretary  and  State 
Health  Officer  was  elected,  morbidity  and 
mortality  data  have  been  collected  centrally 
by  the  State  Health  Officer  through  the  vari- 
ous local  health  departments. 

One  of  the  loftier  aims  of  the  practitioner  of 
medicine,  other  than  his  devotion  to  the 
proper  treatment  of  his  patient,  is  his  desire 
to  prevent  illness  from  communicable  and 
preventable  diseases  in  his  community,  state 
and  nation.  The  control  of  communicable  dis- 
eases in  modern  and  more  recent  times  of 
rapid  and  widespread  travel,  transcends  the 


clientele  of  the  private  practitioner  of  medi- 
cine. The  primary  aim  of  morbidity  reporting 
is  to  alert  health  authorities  to  the  presence 
of  communicable  diseases  so  that  control 
measures  may  be  instituted  in  time  to  be 
effective.  Morbidity  data  are  also  necessary 
to  plan  more  effectively  future  programs  for 
the  control  of  communicable  diseases.  They 
are  of  help  in  predicting  the  probable  time 
and  area  of  occurrence  and  rate  of  spread  of 
some  of  the  diseases.  The  more  complete  and 
prompt  the  reporting  is,  the  more  effective 
control  measures  can  be.  Completeness  of 
morbidity  reporting  is  a problem  in  all  states 
and  countries,  indicating  that  physicians  are 
much  alike  everywhere.  Incomplete  as  morbid- 
ity data  are  though,  they  do  serve  as  an  index 
of  occurrence  and  trends  of  occurrence  of 
most  of  the  diseases.  Without  morbidity  data, 
incomplete  as  it  is,  to  provide  health  depart- 
ments with  some  positive  evidence,  uncon- 
trollable panic  would  occur  as  a result  of 
rumors  and  mistaken  impressions  from  radio 
and  newspaper  reports  of  occurrences  in  re- 
mote places.  Completeness  of  reporting  varies 
with  the  disease.  Every  physician  can  be  of 
service  to  himself,  to  his  clientele,  to  his  com- 
munity and  to  his  own  organization,  his  State 
Board  of  Health,  by  reporting  his  com- 
municable diseases  promptly  and  completely. 
The  Infectious  Disease  Committee  of  The 
Conference  of  State  and  Territorial  Health 
Officers  has  for  many  years  studied  morbidity 
reporting  and  since  1951  the  State  and  Terri- 
torial Epidemiologists  have  studied  the  prob- 
lem. Constant  efforts  have  been  made  to  pro- 
pose report  forms  that  will  get  the  essential 
data  with  a minimum  of  effort  by  the  physi- 
cian. In  South  Carolina,  physicians  may  re- 
port by  card  provided  each  week  or  by  tele- 
phone to  the  local  health  department.  Local 
health  departments  are  provided  forms  for 
accepting  telephone  reports  by  physicians.  It 
may  be  said  that  morbidity  reporting  is  as 
efficient  as  the  local  health  department  wants 
to  make  it.  Physicians  do  not  report  for  lack 
of  appreciation  of  the  value  and  importance 
of  the  reports.  Some  of  this  is  due  in  part  to 
the  lack  of  teaching  epidemiology  and  related 
subjects  in  statistics  in  medical  colleges.  Some 
physicians  have  none  of  the  listed  diseases  to 
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report  every  week.  The  diseases  to  be  re- 
ported in  some  minimum  detail  woidd  not  take 
a great  amount  of  time  in  a busy  practice.  The 
South  Carolina  State  Board  of  Health  is  inter- 
ested in  improving  the  completeness  of  mor- 
bidity reporting  by  the  physicians  of  the  state 
and  is  providing  the  means  that  seems  most 
suitable  for  this  state  at  the  present  time. 

G.  E.  McDaniel,  M.  D. 


REPORT  OF  DELEGATE  TO  A.  M.  A. 

The  New  York  meeting  of  the  A.  M.  A.  was  the 
largest  ever  held.  The  new  coliseum  at  Columbus 
Circle  was  the  site  and  many  physicians  from  South 
Carolina  enjoyed  its  air  conditioned  comfort,  escala- 
tors, and  especially  the  attractive  exhibits  of  the 
pharmaceutical  companies  and  the  many  excellent 
scientific  exhibits.  Among  the  latter  were  two  that 
the  A.  M.  A.  paid  special  recognition  to.  They  were 
the  two  exhibits  that  won  the  nationwide  science  fair 
awards.  One  was  “Study  of  Inadequate  Sleep”  by 
Miss  Dorothy  Lindquest  of  Webster,  S.  D.  and  the 
other  was  “Spray  Method  for  Skin  Graft"  by  Marvin 
E.  Prince,  Hyattsville,  Md.  Both  these  young  people 
were  introduced  before  the  House  of  Delegates. 

Parke-Davis  Company  received  a citation  from  the 
A.  M.  A.  for  its  246  advertisements  for  and  on  behalf 
of  the  medical  profession  since  1928. 

The  Goldberger  award  went  to  Dr.  Paul  Gyorgv 
of  Philadelphia  for  his  outstanding  work  on  riboflavin 
and  other  vitamins. 

For  the  third  time  since  1948  a civilian  was  recog- 
nized by  the  A.  M.  A.  with  a citation.  It  went  to 
Henry  Viscardi  who  as  president  of  Abilities,  Inc., 
has  done  and  is  doing  so  much  for  physically  disabled 
people.  His  company  was  written  up  in  a report  last 
year  after  he  appeared  before  the  House  of  Dele- 
gates. 

The  distinguished  service  award  went  to  Dr.  Tom 
Spies  of  Alabama  and  Northwestern  Liniversity.  Be- 
cause of  his  contributions  to  the  improvement  of 
nutrition  for  the  masses,  he  received  a large  majority 
of  votes  over  two  other  excellent  candidates,  Dr. 
Frank  Kreusen,  Professor  of  Physical  Medicine  at  the 
University  of  Minnesota  and  Dr.  Merrill  Sossman, 
Professor  of  Radiology  at  Harvard. 

Among  the  officers  of  the  A.  M.  A.,  Dr.  David  All- 
man  of  Atlantic  City  was  inducted  in  a television 
ceremony  which  was  most  impressive.  Dr.  Allman 
gave  a splendid  talk  in  which  he  urged  cooperation 
of  all  physicians  in  the  cause  of  independent  medi- 
cine. Dr.  Gunner  Cundersen  was  unopposed  for 
president-elect.  Dr.  Jesse  Hamer  of  Arizona  was 
elected  vice-president.  E.  Vincent  Askey  was  re- 
elected speaker  of  the  house  and  Louis  M.  Orr  vice- 
speaker. Dr.  Lull  was  reelected  secretary  but  as  of 
Jan.  1,  1958  he  will  become  assistant  to  the  president. 
Dr.  Lull  came  to  his  present  position  from  the  Army. 


He  has  been  secretary  and  general  manager  of  the 
A.  M.  A.  ever  since  the  end  of  the  second  World  War. 
He  has  done  a brilliant  job  in  a position  which  is 
really  too  big  for  one  man.  Upon  his  retirement 
changes  will  be  instituted,  it  is  hoped,  so  that  the 
A.  M.  A.  will  have  a general  manager  and  a secretary 
as  well.  Dr.  Lull  has  been  an  outstanding  asset  not 
only  to  the  A.  M.  A.  but  to  the  medical  profession 
as  well.  The  good  wishes  of  everyone  who  has  known 
him  in  these  years  will  go  with  him  in  his  new  posi- 
tion. 

The  A.  M.  A.  has  grown  in  assets  from  7 to  11.5 
million  in  eleven  years.  The  increase  of  income  from 
dues  payments  and  subscription  receipts  of  1956  over 
1955  was  $268,344.00.  Advertising  revenue  for  all 
the  journals  and  Today’s  Health  showed  an  increase 
of  $758,726.00.  The  increase  in  revenue  from  invest- 
ments of  the  association  was  almost  $54,000.00.  The 
financial  condition  of  the  A.  M.  A.  is  excellent  and 
under  continued  good  supervision  will  remain  so.  The 
cost  of  the  New  York  meeting  will  be  much  greater 
than  if  held  anywhere  else,  but,  of  course,  the  great- 
est number  of  doctors  attend. 

As  a reminder,  the  following  places  and  dates  have 
been  selected  for  the  annual  and  clinical  meetings. 
Further  places  will  be  announced  after  the  December 
meeting  in  Philadelphia. 

Annual  Meetings: 

1958  San  Francisco,  June  23-27 

1959  Atlantic  City,  June  8-12 

1960  Chicago,  June  6-10 

Clinical  Meetings: 

1957  Philadelphia,  December  3-6 

1958  Minneapolis,  December  2-5 

1959  Dallas,  date  not  set  yet. 

The  American  Medical  Education  Foundation  con- 
tinues to  gain  in  funds.  It  is  beginning  to  dawn  on 
most  of  the  profession  that  a contribution  of  $10.00 
to  his  medical  school  alumni  fund  can  go  through 
the  Medical  Education  Foundation  just  as  readily  as 
if  he  had  mailed  it  directly  to  his  school.  By  going 
through  the  Foundation  his  gift,  large  or  small,  will 
receive  recognition  not  only  by  the  profession  but  by 
business  associations  as  well.  The  National  Associa- 
tion of  Manufacturers  naturally  looks  with  a jaundiced 
eye  on  donations  for  medical  education  when  the 
members  of  the  profession  make  a poor  showing. 
Physicians  and  Medical  Societies  all  over  the  nation 
are  realizing  this  more  and  more.  The  Illinois  Medical 
Society  gave  a thumping  $170,450.00.  This  was  the 
largest  single  donation.  The  A.  M.  A.  gave  $125,000.00 
plus  the  operation  of  the  organization  itself  which 
amounts  to  over  $100,000.00  annually.  Among  other 
groups  and  individuals  who  donate  are:  W.  W.  Bauer 
who  gave  all  royalties  from  radio  and  T.  V.,  American 
College  of  Radiology,  American  Society  of  Anes- 
thesia, Audio-Digest  Foundation,  Utah,  Arizona,  Iowa, 
California,  Connecticut,  Massachusetts,  Nevada,  South 
Carolina  Medical  Associations  and  others. 

At  every  meeting  of  the  A.  M.  A.  House  of  Dele- 
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gates  two  representatives  from  the  student  A.  M.  A. 
are  present.  They  are  always  appreciative  of  the 
chance  to  address  the  House  of  Delegates  and  they 
make  a splendid  impression.  If  any  doctor  could  hear 
these  young  fellows  he  would  be  proud  of  them  and 
would  feel  secure  about  the  standards  and  ethics  of 
the  future  doctors  in  this  country.  This  time  the  House 
of  Delegates  was  told  that  there  are  now  50,000 
members  of  the  student  A.  M.  A.  All  but  eleven 
accredited  medical  colleges  have  chapters.  Among 
those  eleven  are  Harvard,  Yale,  Johns  Hopkins, 
Vanderbilt,  Vermont,  Columbia,  Syracuse,  and  N.  Y. 
University.  A check  for  $5,000.00  was  given  to  the 
A.  M.  A.  and  it  represents  another  portion  of  the 
$32,000.00  that  the  A.  M.  A.  gave  to  get  student 
organizations  started.  This  brings  to  less  than  half 
the  original  amount  which  is  still  owed  the  A.  M.  A. 

The  beloved  Dr.  Weiskotten  retired  as  Chairman 
of  the  Council  on  Education  and  Hospitals  this  year. 
His  service  to  the  A.  M.  A.  and  the  medical  profes- 
sion has  been  exemplary.  He  was  presented  with  two 
volumnes  of  appreciative  letters  from  friends  and 
acquaintances  all  over  the  nation.  He  was  present 
and  spoke  at  the  dedication  of  the  Medical  College 
Hospital  in  Charleston.  He  was  helpful  and  in- 
fluential in  obtaining  funds  for  its  erection. 

Under  the  chairmanship  of  Julian  Price,  a national 
Committee  on  Poliomyelitis  was  appointed.  This  com- 
mittee organized  a meeting  in  Chicago  on  January 
26.  Representatives  from  every  state  society  including 
Alaska  and  Hawaii  were  present.  The  proceedings  of 
the  conference  were  mailed  by  the  National  Founda- 
tion for  Infantile  Paralysis  to  every  physician.  Re- 
sponse to  this  meeting  was  overwhelming.  State  and 
local  societies  in  42  states  and  territories  organized 
campaigns.  By  March  15  the  January  backlog  of  25 
million  c.c.  of  vaccine  as  well  as  10.5  million  e.c. 
produced  since  January  1 had  been  used.  The  com- 
mittee recommended  that  a year  round  campaign  be 
continued  until  all  persons  under  40  years  of  age  have 
been  protected.  Most  county  societies  set  $3.00  as 
the  maximum  for  office  immunization.  This  one 
project,  under  the  leadership  of  South  Carolinian 
Julian  Price,  shows  the  remarkable  accomplishments 
possible  through  joint  effort.  Dr.  Martmer  of  the 
American  Academy  of  Pediatrics  and  Dr.  Malcolm 
Phelps  of  the  American  Academy  of  General  Practice 
did  yeoman  service. 

The  House  passed  a resolution  recommending  to 
the  Board  of  Trustees  that  more  careful  screening 
through  liaison  with  radio  and  T V programs  might 
reduce  the  number  of  unwarranted  claims  by  manu- 
facturers of  patent  medicine  in  their  sales  pitch. 

The  new  code  of  ethics  of  the  A.  M.  A.  was  finally 
approved  after  long,  and  sometimes  bitter,  debate. 
The  Radiologists,  Pathologists,  and  Anesthetists  all 
had  important  points  to  stress.  One  pathologist  told 
the  writer  that  he  owned  and  operated  all  the  lab- 
oratory equipment  in  three  hospitals.  He  rents  the 
space,  collects  from  the  patients,  and  does  all  charity 


work  gratis.  This  is  a far  cry  from  the  situation  in 
the  hospitals  in  South  Carolina  and  gives  a faint  idea 
of  how  difficult  it  is  to  make  every  doctor  in  every 
section  of  every  state  happy.  This  debate  over  the 
ethics  has  been  going  on  for  18  months  and  it  is  good 
that  it  is  finally  passed.  The  interpretation  now  will 
be  the  important  point.  The  code  of  ethics  is  not  a 
legal  code  with  punitive  items,  but  merely  a state- 
ment of  principles. 

At  a previous  meeting  a resolution  was  introduced 
to  eliminate  the  December  meeting  of  the  House  of 
Delegates  or  if  not  eliminate  at  least  to  have  it  in 
Chicago  (a  central  place)  rather  than  in  the  ex- 
tremes of  the  nation  — Seattle,  Miami,  and  Boston. 
Without  consideration  of  the  cost  of  sending  the  dele- 
gates these  far  distances,  the  Board  of  Trustees  stated 
that  the  A.  M.  A.  would  effect  a saving  of  $18,000.00 
by  having  the  trustees  meet  in  Chicago  rather  than 
in  Seattle  for  example.  For  the  additional  reason  that 
more  and  more  members  of  the  profession  can  attend 
the  House  of  Delegates  if  it  meets  in  different  parts 
of  the  nation,  the  Board  wisely  decided  in  favor  of 
the  present  arrangement,  at  least  for  the  time  being. 

A survey  of  7,500  members  of  the  A.  M.  A.  con- 
cerning professional  liability  has  been  completed.  Of 
this  number  71.2%,  or  5,342,  completed  the  question- 
naire. From  these  answers  the  hypothesis  that  most 
professional  liability  claims  can  be  prevented  was 
confirmed.  92.3%  of  the  physicians  carried  liability 
insurance  and  92.6  said  the  insurance  was  not 
difficult  to  obtain.  56.4%  stated  that  the  cost  of 
insurance  was  reasonable.  Professional  liability  claims 
have  little  or  no  effect  on  the  reputation  and  practice 
ot  the  doctor  involved.  Small  communities  seem  to 
feel  more  bitter  towards  doctors  who  have  claims 
against  them  than  large  communities.  In  California, 
Louisiana,  New  York,  Rhode  Island,  Utah,  District 
of  Columbia,  and  Hawaii,  there  was  clear  cut  evi- 
dence that  the  incidence  of  claims  has  increased  over 
the  last  five  years.  Of  the  study  of  court  claims  only 
about  50%  could  be  sustained  legally.  In  some  cases 
there  was  clear  cut  negligence,  in  others  a sub- 
stantial basis  on  which  a patient  could  reasonably 
believe  he  suffered  from  negligence  and  in  some 
cases  it  appeared  that  claims  were  either  fraudulent 
or  so  wholly  lacking  in  foundation  as  to  compel  the 
inference  that  the  patient  was  acting  in  bad  faith. 
Among  the  physicians  who  had  experienced  claims 
86.5%  incurred  only  one  claim,  10.5%  2 claims, 
1.9%  3 claims,  and  1.1%  4 claims.  Liability  claims 
then  is  a problem  of  the  many  rather  than  of  the  few. 

Only  21  state  medical  societies  have  claim  pre- 
vention committees.  But  73.9%  of  physicians  polled 
believe  that  such  service  performs  a valuable  function. 
76.3%  of  physicians  reported  the  absence  of  such  a 
committee  in  their  county  society.  It  would  appear 
that  there  is  a nationwide  need  and  a desire  of  the 
physicians  polled  for  such  programs.  The  program,  if 
properly  conducted,  has  a two-fold  objective:  1.  the 
prevention  of  medical  accidents  which  lead  to  claims, 
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and  2.  the  prevention  of  unwarranted  claims,  in 
brief,  the  improvement  of  medical  service. 

The  following  are  some  of  the  interesting  statistics: 

1.  14.1%  or  one  out  of  everv  7 physicians  ex- 
perienced liability  claims. 

2.  53.7%  said  that  claims  were  brought  since  1950. 

3.  43%  said  the  alleged  act  of  malpractice  occurred 
since  1950. 

4.  34  years  was  the  approximate  mean  age  of  pa- 
tient bringing  claims. 

5.  55%  of  claimants  were  females  but  10  states 
had  more  male  than  female  claimants. 

6.  72.5%  of  the  physicians  who  had  claims  re- 
ported that  they  had  personally  performed  the  treat- 
ment or  act  of  alleged  malpractice. 

7.  67.2%  of  the  incidents  occurred  in  hospitals, 
23.9%  in  the  office;  6.3%  in  the  home  and  the  re- 
maining 2.6*/f.  occurred  in  factories  or  elsewhere. 

8.  The  physician  who  had  93.2  of  claims  reported 
that  they  had  professional  liability  insurance. 

9.  28.9%  of  physicians  against  whom  claims  were 
brought  are  certified  bv  an  American  specialty  board. 

10.  50.4%  of  the  physicians  against  whom  claims 
were  brought  were  full-time  specialists. 

11.  Physicians  experiencing  claims  were  in  practice 
about  13  years  before  they  had  a claim. 

Conclusion : 

1 . Most  claims  are  preventable  and  not  inevitable. 

2.  An  element  present  in  all  liability  claims  is  dis- 
satisfaction arising  out  of  the  physician-patient  rela- 
tions. Many  of  the  claims  which  actually  involved 
substandard  claims  would  never  have  mattered  if 
there  were  not  some  other  cause  of  friction  between 
patient  and  physician. 

3.  Professional  liability  although  varying  in  differ- 
ent localities  is  a national  problem.  To  be  effective  a 
professional  liability  claims  program  recpiires  leader- 
ship at  the  national  as  well  as  the  state  and  local 
levels. 

4.  The  objective  of  the  medical  profession  is  the 
prevention  of  avoidable  errors  and  omissions  that  re- 
sult in  injury  to  the  patient  and  stimulate  litigation 
and  the  discouragement  of  unfounded  claims. 

5.  Regardless  of  all  precautions  taken,  the  com- 
plexities of  modem  medicine  creates  possibilities  of 
human  error  and  omission  even  among  the  most 
qualified  and  experienced  practitioners. 

6.  In  the  interest  of  the  public  as  well  as  the  pro- 
fession, physicians  who  have  demonstrated  that  they 
are  careless,  incompetent,  or  unethical  in  the  treatment 
of  patients  should  be  dealt  with  through  medical 
society,  state  licensure,  and  hospital  discipline  to 
prevent  recurrence  of  patient  injury. 

7.  Educational  and  accident  prevention  programs 
should  Include  not  only  physicians  but  physicians’ 
employees  and  the  hospital  personnel  for  whose  acts 
the  physician  is  responsible. 

Medicare  came  in  for  a great  deal  of  criticism 
including  everything  from  the  complicated  form  to 
the  principle  of  government  pay  for  dependents  of 


service  men.  Rhode  Island  thus  far  has  refused  to 
participate  and  Ohio  participates  on  an  indemnity 
basis  only.  Like  so  many  government  projects  this 
program  is  viewed  by  many  physicians  to  be  simply 
an  entering  wedge  for  more  socialization.  On  the 
other  hand  it  gives  an  income  for  the  physician  where 
previously  he  received  little  if  any  for  his  services. 
It  is  sincerely  hoped  that  it  will  remain  what  it  is 
intended  for — to  help  the  service  man’s  dependents 
away  from  a service  hospital  pay  for  hospitalization 
and  medical  service. 

The  Texas  delegation  introduced  a resolution  en- 
dorsing the  principle  of  the  23rd  amendment  to  the 
federal  constitution.  This  amendment  would  provide 
that  the  federal  government  shall  not  engage  in  any 
business,  professional,  commercial,  or  industrial  enter- 
prise in  competition  with  its  citizens  except  as 
specified  in  the  constitution.  This  would  prohibit  the 
unfair  competition  which  exists  between  federal  power 
like  the  T.  V.  A.  and  private  tax  paying  power  com- 
panies. 

The  New  York  and  Connecticut  delegation  urged 
that  the  A.  M.  A.  renew  its  opposition  to  social 
security  coverage  for  physicians  but  was  voted  down. 
The  strong  opposition  to  coverage  for  physicians 
stems  from  the  profession’s  dislike  of  anything  that 
smacks  of  socialism.  Social  security  is  unsound 
actuarially.  It  is  a tax,  not  security.  People  laughed 
at  the  Townsend  Plan,  and  put  one  man  in  jail  who 
advocated  a mild  social  security,  yet  a more  far 
reaching  and  more  unsound  plan  is  the  law  of  the 
land.  On  the  other  hand  if  we  are  paying  for  this 
legal  farce  why  not  benefit  from  it?  It  is  a curse  tax- 
wise  that  will  be  visited  upon  our  children  and  grand- 
children. It  is  already  evident  that  it  is  out  of  hand 
because  Mr.  Folsom,  the  head  of  the  department  of 
Health,  Education,  and  Welfare,  was  the  father  of 
the  social  security  law.  He  was  against  and  argued 
against  including  disability  payments  under  social 
security.  It  was  put  in  by  Congress  anyhow  despite 
his  strenuous  objections.  This  is  a novel  twist — a 
government  head  arguing  against  giving  away  more 
money — no  matter  how  justified  the  cause.  The  medi- 
cal profession  feels  that  the  Jenkins-Keogh  Bill  is  the 
answer  for  doctors. 

That  would  allow  physicians  to  put  away  a little 
money  every  year  and  not  be  taxed  on  it  until  they 
receive  some  income  from  it  at  the  age  of  65.  It  is 
almost  certainly  dead  at  this  session  but  will  be  re- 
vived next  year.  Only  the  treasury  department  is 
against  it,  but  so  far  that  department  has  been  a 
worthy  competitor. 

Other  matters  of  less  importance  to  South  Carolina 
physicians  were  discussed  such  as  a physician’s  re- 
lationship to  the  United  Mine  Workers  medical  pro- 
gram, etc.  Of  interest  to  all  South  Carolina  physicians 
is  the  important  role  played  by  Julian  Price  of  Flor- 
ence. He  was  chairman  of  the  A.  M.  A.  committee 
which  instituted  the  nationwide  immunization  pro- 
gram against  polio.  He  has  recentlv  been  elected 
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Chairman  of  the  Commission  on  Accreditation  of 
Hospitals.  Every  doctor  in  South  Carolina  should  be 
proud  of  his  accomplishments  and  reputation. 

George  D.  Johnson,  M.  D. 


SOUTHERN  MEDICAL  ASSOCIATION  HOLDS 
GROUND-BREAKING  CEREMONY 
IN  BIRMINGHAM 

The  first  step  in  the  construction  of  the  Associa- 


tion’s $225,000  headquarters  office  building  took 
place  in  Birmingham  on  August  4,  when  the  tradi- 
tional ground-breaking  ceremony  was  held  at  the 
building  site.  Located  on  a nearly  one  acre  plot  at 
Highland  Avenue  and  Niazuma  on  the  Southside,  the 
modern  structure  will  symbolize  the  beginning  of  the 
second  half-century  of  the  Association’s  progress. 


BLUE  CROSS 


BLUE  SHIELD 


ONE  MAN’S  OPINION 

As  this  is  written,  I am  no  longer  president  of  the 
Blue  Shield  Board  of  Directors,  and  when  it  is  pub- 
lished I shall  no  longer  be  serv  ing  Blue  Cross  and 
Blue  Shield  as  medical  director.  Therefore,  what  I 
am  about  to  write  has  no  official  significances  and  no 
implied  activation.  I am  writing,  then,  as  a member 
of  the  medical  profession,  one  who  is  still  in  active 
practice,  and  one  who  is  affected  materially  by  both 
the  virtues  and  the  faults  of  Blue  Cross  and  Blue 
Shield.  More  than  that,  by  reason  of  my  long  time 
study  of  the  two  Plans,  both  national  and  in  our  state, 
and  my  part  in  their  operation  during  a decade,  I am 
in  a better  position  than  many  to  recognize  both 
virtues  and  faults. 

During  the  years  that  I have  been  actively  engaged 
in  the  organization  and  administration  of  Blue  Shield 
and  in  serv  ing  as  medical  advisor  in  administration  of 
claims  and  in  adjudication  of  dissatisfactions,  I have 
had  an  opportunity  to  observe  reactions  on  the  part 
of  our  doctors  to  the  Blue  Cross  - Blue  Shield  con- 
cept and  its  application  in  our  two  Plans.  The  recent 
widespread  agitation,  discussion,  and  criticism  has 
been  a good  thing  for  Blue  Cross  - Blue  Shield.  It 
has  served  to  arouse  a personal  interest  in  the  doings 
of  the  Plans,  it  has  alerted  management  to  the  attitudes 
of  tlie  profession,  and  ultimately  it  will  more  fully 
establish  Blue  Cross  and  Blue  Shield  as  an  important 
part  of  our  medical  economy.  The  fact  that  at  times 
the  criticisms  have  become  acrimonious,  does  not 
lessen  the  value  of  the  general  discussion.  As  a matter 
of  fact,  the  antagonistic  and  unfriendly  attitude  of 
some  doctors  is  in  most  instances  either  the  result  of 
a personal  gripe  or  is  based  upon  incomplete  informa- 
tion or  faulty  concepts  of  the  insurance  principles 
which  underlie  the  operation  of  Blue  Cross  and  Blue 
Shield.  These  Plans  must  be  truly  the  doctor’s  plans, 
else  they  are  doomed  to  failure.  To  be  that,  doctors 
must  be  actively  interested  in  their  operation,  must 
jealously  guard  their  interest,  and  at  the  same  time 
they  must  jealously  guard  our  system  of  medical  prac- 
tice and  our  prerogatives  as  Doctors  of  Medicine. 


None  of  us  doctors  and  none  of  our  subscribers  will 
be  wholly  satisfied  with  either  the  insurance  coverage 
offered  or  with  the  specific  benefits  provided  by  the 
Plans.  Each  of  us  should  realize  that  premium  income 
and  claims  costs  must  remain  in  delicate  balance,  and 
that  premium  charges  cannot  exceed  the  ability  and 
willingness  of  large  numbers  of  our  citizens  to  pay. 
Each  of  us  must  realize  that  Blue  Cross  - Blue  Shield 
cannot  wholly  insure  against  all  costs  of  medical  care. 
Only  the  resources  of  the  Federal  Treasury  could 
finance  such  a scheme  and  then  only  by  discarding 
insurance  principles. 

I have  given  much  thought  to  the  sources  of  physi- 
cian, hospital,  and  subscriber  dissatisfactions  and  to 
possible  methods  of  alleviating  them.  Because  of  con- 
clusions which  I have  reached.  I have  presented  cer- 
tain recommendations  to  the  management  of  the 
Plans.  I am  going  to  paraphrase  a letter  that  I have 
recently  written  to  Mr.  Sandow,  Executive  Director. 
I am  publishing  this  in  order  to  see  whether  or  not 
my  recommendations  will  elicit  any  comments  from 
our  doctors.  If  you  should  like  them  or  any  part  of 
them,  it  might  be  worth  while  to  say  so  to  manage- 
ment. If  you  do  not  like  them  or  any  part  of  them,  it 
would  be  helpful  for  you  to  express  your  dislike  and 
the  reasons  for  it. 

There  are  several  contractual  provisions  of  both 
Blue  Cross  and  Blue  Shield  that  are  a constant  and 
recurring  source  of  irritation  to  our  doctors,  to  the 
hospitals,  and  to  our  subscribers. 

First,  is  the  provision  for  minor  benefits  for  diag- 
nostic hospital  admissions.  We  are  repeatedly  forced 
to  quiz  doctors  and  hospitals  in  efforts  to  verify 
suspicions  that  hospital  admissions  were  primarily 
diagnostic.  Doctors  and  hospitals  remain  confused  in 
attempting  to  differentiate  between  diagnostic  and 
therapeutic  admissions.  Some  elements  of  most  ad- 
missions are  frankly  diagnostic  and  even  we  in  the 
claims  department  cannot  establish  in  our  minds  firm 
criteria  for  the  differentiation.  It  is  even  more  difficult 
to  establish  that  any  given  ancillary  service  is  not 
consistent  with  the  condition  for  which  the  patient 
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was  hospitalized. 

In  this  connection,  I would  like  to  say  something 
about  the  frequently  repeated  charges  of  over-utiliza- 
tion. Blue  Cross  - Blue  Shield  management  mentally 
uses  two  standards  for  determining  over-utilization 
namely,  the  national  average  and  the  old  and  original 
concept  of  Blue  Cross  regarding  proper  utilization. 

The  national  average  is  no  longer  valid.  The  ob- 
jectives and  the  methods  of  medical  practice  have 
changed  within  the  last  few  years  and  are  continually 
rapidly  changing.  No  longer  is  medical  practice  largely 
directed  to  relieving  presenting  symptoms  or  of  curing 
the  disease  causing  them.  Treatment  has  broadened 
to  include  the  entire  man,  and  in  every  instance,  there 
is  associated  a more  or  less  serious  attempt  to  discover 
and  to  treat  any  and  all  associated  derangements  of 
function  and  organic  departures  from  the  normal. 
Therefore,  even  in  the  treatment  of  relatively  minor 
illnesses,  the  diagnostic  efforts  are  likely  to  lead  far 
afield. 

This  attitude  of  physicians  toward  treatment,  of 
necessity  gives  rise  to  a tendency  to  treat  all  illnesses 
in  the  hospital.  Therefore,  it  tends  to  increase  insur- 
ance utilization.  Since  this  is  a rapidly  progressive 
tendency,  there  is  an  ever  increasing  incidence  of 
hospitalization,  and  this  in  turn  renders  even  recent 
national  averages  rapidly  obsolete. 

The  changing  attitude  of  doctors  towards  the  ob- 
jectives and  scope  of  treatment  is  paralleled  by  the 
attitude  of  the  people  toward  medical  care  and  hos- 
pitalization. Instead  of  going  to  hospitals  to  die  as 
they  did  even  a comparatively  few  years  ago,  people 
now  go  to  get  well  quickly,  to  avoid  complications, 
and  to  discover  occult  diseases. 

The  attitude  of  hospitals  has  changed  along  with 
changing  attitude  of  physicians  and  people.  The  bed 
capacity  of  hospitals  has  increased  tremendously. 
Their  equipment  and  their  technical  personnel  has 
been  greatly  expanded.  This  expansion  was  necessary 
in  order  to  keep  the  hospitals  efficient  and  able  to 
meet  increasing  demands  of  doctors.  However,  since 
the  expansion  has  to  be  maintained  and  financially 
supported,  hospitals  are  in  a constant  hassle  to  secure 
a relatively  full  occupancy  of  beds  and  a broader 
base  of  financial  support  for  their  ancillary  equipment 
and  personnel.  Therefore,  hospitals  are  not  in 
sympathy  with  any  efforts  of  Blue  Cross  to  restrict 
hospital  benefits. 

These  things  of  which  I have  written  are  more  pro- 
nounced in  the  southeast  and  in  South  Carolina  than 
elsewhere.  Therefore,  our  utilization  is  destined  to  be 
higher  than  the  national  average  and  far  greater  than 
the  original  concept  of  reasonable  utilization  for  ill- 
nesses that  require  hospital  care — a concept  upon 
which  Blue  Cross  benefits  and  premium  costs  have 
been  based  for  twenty-five  years. 

Blue  Cross  and  Blue  Shield  have  been  fighting 
these  modern  trends  and  concepts.  Over-utilization 
has  been  harped  on.  However,  in  so  doing  they  are 
wasting  their  efforts  and  they  have  laid  the  founda- 


tion for  a charge  of  being  reactionary  and  out  of  step 
with  modern  medical  practice.  We  should  remove 
from  our  vocabulary  the  term  over-utilization.  A moie 
appropriate  term  would  be  misutilization — and  that 
term  when  applied  in  any  specific  instance  would  be 
subject  to  argument  and  determination. 

However,  with  present  and  increasing  ratios  of 
utilization,  we  cannot  maintain  present  benefits  with- 
out a considerable  increase  in  charges.  It  is  my  belief 
that  South  Carolina  will  not  at  this  time  support  an 
increase  in  Blue  Cross  costs.  So  some  alternative 
method  must  be  devised  to  balance  costs  of  benefits 
with  subscriber  income.  Recently  we  have  attempted 
to  do  that  with  our  non-group  subscribers. 

We  must  now  tackle  the  group  category.  It  is  my 
belief  that  we  should  do  the  following  specific  things: 

1.  Remove  from  the  Blue  Cross  contract  all  refer- 
ence to  diagnostic  hospital  admissions  and  accept 
liability  for  all  admissions  advised  by  the  doctor 
except  for  those  conditions  for  which  hospital  care  is 
specifically  excluded. 

Put  a monetary  limit  and  a drastic  one  on  X-ray 
examinations,  ECG’S,  clinical  and  pathological  lab- 
oratory services,  and  drugs,  and  make  the  limits  apply 
to  all  continuous  periods  of  hospital  care,  defining 
continuous  hospital  care  as  admission  and  successive 
readmissions  to  hospital  when  the  interval  between 
discharge  and  readmission  is  less  than  90  days. 

2.  Add  to  Blue  Shield  coverage  outpatient  x-ray 
diagnostic  examination,  with  a monetary  limit  based 
on  the  contract  year  with  a 12-months’  waiting  pe- 
riod before  the  benefit  applies.  State  the  monetary 
limitation  in  terms  of  relative  value  units  and  include 
within  the  limits  the  present  allowance  for  x-ray  ex- 
amination of  injuries.  Of  course  outpatient  diagnostic 
x-ray  examination  would  not  be  a service  benefit,  but 
would  be  an  indemnification  to  be  applied  to  the  doc- 
tor’s bill. 

3.  Provide  for  co-insurance  of  minor  surgical  pro- 
cedures so  that  no  Blue  Shield  benefits  would  be 
provided  for  procedures  which  are  assigned  a value 
of  not  more  than  5 relative  value  units.  However, 
make  no  deduction  from  the  relative  value  assigned 
to  those  procedures  which  have  an  assigned  value  of 
more  than  5 units. 

4.  Change  the  definition  of  surgical  benefits  so  as 
to  specifically  exclude  coverage  of  the  treatment  of 
contusions,  lacerations,  and  sprains  which  require 
neither  cutting  nor  suturing,  unless  such  conditions 
are  of  such  severity  that  the  patient  required  hospital 
treatment  because  of  them  or  some  associated  con- 
dition. 

The  suggestions  that  I have  made  will  reduce  some- 
what the  comprehensiveness  of  Blue  Cross  coverage 
but  the  reduction  wall  not  be  drastic  to  most  sick  in- 
dividuals admitted  to  the  hospital  for  treatment  of  an 
illness  and  will  tend  to  discourage  hospital  admission 
solely  for  x-ray  or  other  diagnostic  studies.  The  ad- 
dition of  outpatient  diagnostic  x-ray  to  Blue  Shield 
coverage  will  increase  costs  moderately,  but  the  co- 
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insurance  feature  suggested  for  small  claims  will 
counterbalance  to  a considerable  extent  the  ad- 
ditional costs  involved.  It  is  fully  realized  that  con- 
sideration of  these  proposed  changes  will  involve  an 
attempt  to  determine  their  effects  upon  subscription 
income  in  relationship  to  claims  disbursement  and 


also  the  effect  they  will  have  upon  the  saleability  of 
our  contracts.  Furthermore,  an  effort  should  be  made 
to  ascertain  the  reaction  of  the  medical  profession 
and  of  the  hospitals  to  them  before  they  are  in- 
augurated. 

J.  Decherd  Guess,  M.  D. 


MATERIALISTIC  AND  IDEALISTIC  CONFLICTS  IN  THE 
APPLICATION  ON  BLUE  CROSS  PHILOSOPHY 


Before  Blue  Cross  was  made  statewide  in  South 
Carolina,  it  had  a trial  run  in  Greenville  county,  and 
in  this  restricted  locale,  it  proved  to  be  highly  success- 
ful and  quite  workable.  After  the  Plan  became  state- 
wide, difficulties  became  apparent.  What  were  the 
factors  which  became  operative  to  alter  the  situation? 

When  Blue  Cross  was  a county  organization,  we 
were  in  the  midst  of  a financial  depression.  Money 
was  scarce.  A hospital  bill  was  truly  a catastrophe  for 
most  people.  People  did  not  enter  hospitals  except  as 
a last  resort.  They  were  not  only  afraid  of  the  ex- 
pense involved,  but  they  were  afraid  of  hospitals 
per  se.  Relatively  too  many  people  died,  or  it  was 
thought  that  too  many  people  died  in  hospitals.  Hos- 
pitals were  too  often  situated  far  from  home.  Hospital 
beds  were  hard  to  come  by.  These  factors  made 
estimates  of  future  hospital  utilization  dependable. 
Blue  Cross  could  safely  offer  full  prepaid  hospital 
care  at  a reasonable  cost. 

After  the  Plan  became  statewide,  conditions 
changed  rapidly.  Hospital  costs  began  a spiral  of  in- 
creases. This  has  continued.  Hospital  services  were 
rapidly  enlarged.  Many  new  hospital  beds  became 
available.  New  hospitals  were  built,  and  they  became 
truly  community  institutions,  close  to  the  people  they 
sought  to  serve.  Fear  of  hospitals  was  rapidly  lost. 
Domestic  servants  became  hard  to  get  and  in- 
creasingly  expensive.  Relatives  and  friends  found 
occupations  outside  of  the  home,  and  it  became 
difficult  for  them  to  leave  their  work  in  order  to  help 
care  for  the  sick.  There  developed  a doctor  shortage, 
with  increasing  difficulty  for  doctors  to  find  time  for 
home  calls.  Doctors  found  hospital  practice  in- 
creasingly satisfying  and  remunerative.  The  basic 
concept  of  medical  practice  began  to  change.  It  be- 
came less  an  art  and  more  nearly  a science.  Diagnostic 
aids  and  technical  assistance  came  to  be  relied  on  in- 
creasingly not  only  in  the  treatment  of  the  immediate 
illness,  but  also  as  a concurrent  diagnostic  and 
prophylactic  effort.  This  was  in  answer  to  a demand 
that  the  entire  man  rather  than  a limited  illness  be 
the  medical  problem  in  all  sickness. 

As  a result  of  these  changes  in  conditions  and  at- 
titudes, more  and  more  patients  entered  hospitals  for 
less  than  major  illnesses.  So  utilization  began  to  climb 
rapidly  and  average  hospital  bills  rapidly  increased 
in  size. 

Blue  Cross  was  caught  between  an  ideal  of  pro- 


viding paid-in-full  hospital  care  to  the  greatest  num- 
ber of  people  at  a minimum  prepaid  cost  and  the 
constantly  increasing  costs  of  such  care.  As  a result, 
membership  rates  have  had  to  be  raised  continually, 
and  as  the  rates  have  gone  up,  Blue  Cross  contracts 
have  become  more  difficult  to  sell.  The  membership 
has  been  anything  but  stable.  Only  in  one  particular 
has  there  been  stability.  The  older  members,  those 
whose  health  was  already  impaired,  those  with  large 
families,  and  neurotics  have  made  every  effort  to  hold 
on  to  their  Blue  Cross  membership.  Thus,  utilization 
figures  not  only  rose  in  line  with  changing  attitudes 
toward  hospital  care,  but  there  came  about  an  ac- 
celerating rate  of  utilization  because  of  an  aging  and 
adverse  membership  selection.  Because  of  all  of  these 
factors,  past  utilization  ratios,  both  national  and  state 
became  unreliable  indices  of  utilization  expectancy. 
Past  hospital  charges  became  unrealistic  indicators  of 
future  charges.  The  extent  of  former  hospital  services 
was  no  longer  an  indication  of  extent  of  services  to  be 
expected.  Experience  in  these  items  thus  became  un- 
reliable in  determining  Blue  Cross  charges,  and 
charges  based  on  that  experience  resulted  in  un- 
expected and  excessive  loss  ratios.  Rates  were  in- 
creased from  time  to  time,  but  they  never  seemed  to 
be  increased  enough  to  keep  up  with  increasing  costs 
of  benefits.  And,  so,  Blue  Cross  has  been  constantly 
in  financial  hot  water. 

It  is  highly  questionable  whether  or  not  Blue  Cross 
is  going  to  be  able  to  continue  to  operate  and  still 
retain  its  basic  philosophy,  namely,  to  provide  pre- 
paid, paid-in-full,  hospital  services.'  It  seems  that  it 
will  be  unable  to  evaluate  the  costs  of  future  full  hos- 
pital services  from  time  to  time.  It  will  be  impossible 
to  restrict  benefits  to  the  hospital  treatment  of  those 
conditions  only  which  in  an  earlier  day  were  con- 
sidered hospital  cases  and  to  restrict  ancillary 
services,  particularly  x-ray  examinations,  to  those 
strictly  and  intimately  consistent  with  the  illness  for 
which  the  patient  was  hospitalized.  Neither  can  it 
establish  a mean  for  cost  of  drugs,  which  become 
progressively  and  increasingly  more  expensive. 

Blue  Cross  must  not  remain  static,  nor  must  it  ap- 
pear to  be  reactionary.  It  may  have  to  alter  its  basic 
philosophy  and  place  fixed  and  limited  financial  re- 
sponsibility and  liability  for  some  or  perhaps  all  hos- 
pital services.  Only  in  that  way  may  it  be  able  to 
offer  a fair  guarantee  of  membership  costs  and  bene- 
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fits  and,  at  the  same  time,  retain  financial  stability. 
J.  Dec-herd  Guess,  M.  D. 


NEWS 


This  year  the  20th  Annual  Accident  Prevention 
Conference  will  be  held  in  Spartanburg,  South  Caro- 
lina. 

Headquarters  for  the  Conference  will  be  at  the 
Spartanburg  Memorial  Auditorium.  Meetings  will 
also  be  held  at  Wofford  College. 

Spartanburg,  November  7th  and  8th. 


AMA  PLANS  11TH  CLINICAL  MEETING 
Philadelphia  will  be  the  scene  of  the  American 
Medical  Association’s  11th  Clinical  Meeting  December 
3-6.  Center  of  activities  will  be  Convention  Hall 
where  scientific  exhibits,  color  television,  motion 
pictures,  technical  exhibits  and  scientific  lectures  will 
be  presented  “under  one  roof."  Headquarters  for  the 
House  of  Delegates  will  be  the  Bellevue-Stratford 
Hotel. 


Dr.  J.  W.  Jervey,  Jr.,  Greenville  physician  and 
councilor  from  South  Carolina  for  the  Southern 
Medical  Association  participated  in  ground-breaking 
ceremony  for  the  association’s  $225,000  head- 
quarters building  in  Birmingham,  Ala.,  August  4. 


Dr.  Bruce  Elliott,  native  of  Ramini,  S.  C.,  has 
opened  his  office  for  the  practice  of  medicine  in 
Clover. 

Dr.  Elliott  is  a graduate  of  the  Medical  College  of 
South  Carolina. 


Dr.  M.  J.  Boggs  began  his  practice  of  pediatrics 
August  1.  He  returns  to  Abbeville  after  more  than  a 
two-year  absence,  during  which  time  he  was  in  New 
Orleans  and  Boston,  studying  and  working  in  the 
field  of  pediatrics. 


Dr.  Bedford  F.  Boylston  of  Houston,  Texas,  a 
native  of  Aiken  was  guest  speaker  at  a meeting  of 
the  Greenville  Medical  Society. 

Dr.  Boylston  spoke  on  “Obscure  Traumatic 
Lesions  of  the  Cervical  Spine.”  He  is  associate  pro- 
fessor of  orthopaedics  at  Baylor  University  College 
of  Medicine  in  Houston.  He  attended  Duke  University 
and  Jefferson  Medical  School  in  Philadelphia. 


Dr.  J.  B.  Floyd,  general  practitioner  of  Winnsboro, 
has  been  named  part-time  health  officer  for  the  Fair- 
field  county  health  department.  The  appointment 
became  effective  August  1. 

Since  the  retirement  of  Dr.  James  L.  Bryson, 
longtime  director,  local  physicians  have  been  handling 
health  department  assignments  on  a rotation  basis. 
Dr.  Floyd  has  just  completed  one  tour  of  duty  with 
the  department. 


Dr.  Stanley  C.  Baker,  Jr.,  native  of  Greenwood 
has  returned  to  Greenwood  and  has  opened  his  office 
in  the  Medical  Arts  Building  for  the  practice  of  sur- 
gery. 

He  is  a graduate  of  The  Citadel  and  the  Medical 
College  of  South  Carolina.  For  the  past  five  years  he 
has  done  post-graduate  study  and  work  as  a resident 
surgeon  in  the  George  Washington  University  Hos- 
pital system  in  Washington,  D.  C. 

Dr.  Baker’s  study  was  in  general  and  thoracic  sur- 
gery and  he  also  has  had  training  in  cardio-vascular 
and  pediatric  surgery.  He  will  be  associated  with  Dr. 
W.  S.  Brockington  in  Greenwood. 


The  August  scientific  meeting  of  the  Columbia 
Medical  Society  was  held  in  Benet  Auditorium  of  the 
S.  C.  State  Hospital. 

Dr.  Lawson  H.  Bowling,  clinical  director  of  the 
Columbia  Division  of  the  South  Carolina  State  Hos- 
pital, was  guest  speaker.  His  topic  was  “Psycho- 
therapeutic Medical  Practice.” 

A native  of  Central,  Dr.  Bowling  received  Iris  pre- 
medical education  at  Wofford  College  and  the  Uni- 
versity of  Chicago,  and  was  graduated  from  the 
Medical  College 'of  South  Carolina. 


Dr.  O.  E.  Gilliland,  Jr.,  has  moved  to  Enoree 
where  he  has  started  his  medical  practice. 


William  Weston,  Jr.,  M.  D.  announces  the  associa- 
tion of  E.  Kenneth  Aycock,  M.  D.,  1428  Lady  Street, 
Columbia,  South  Carolina,  July  1,  1957.  Practice 
limited  to  pediatrics. 


POSTGRADUATE  COURSES  ON  DISEASES 
OF  THE  CHEST 

The  Council  on  Postgraduate  Medical  Education 
of  the  American  College  of  Chest  Physicians  will 
present  A Postgraduate  Course  on  Diseases  of  the 
Chest  this  fall: 

10th  Annual  Postgraduate  Course 
Park-Sheraton  Hotel,  New  York  City 
November  11-15 

Tuition  for  each  course  is  $75.  The  most  recent 
advances  in  the  diagnosis  and  treatment  of  chest  dis- 
eases— medical  and  surgical — will  be  presented. 

Further  information  may  be  obtained  by  writing 
to  tl ie  Executive  Director,  American  College  of  Chest 
Physicians,  112  East  Chestnut  Street,  Chicago  11, 
Illinois. 


CHANGES  IN  DIRECTORS  OF  COUNTY 
HEALTH  DEPARTMENTS 
Changes  which  became  effective  July  1 have  been 
made  in  the  directorships  of  several  county'  health  de- 
partments. 

Dillon  and  Marion  Counties  were  combined  into  a 
bi-county  unit  with  Dr.  Harold  S.  Cilmore  serving  as  a 
full-time  Health  Officer,  giving  one-half  of  his  time 
to  each  county. 
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Georgetown  County  has  been  combined  with  Horry 
County  into  a bi-county  unit  with  Dr.  Mattes  serving 
as  Health  Officer.  However,  he  will  be  in  Georgetown 
only  on  the  first  and  third  Fridays  and  second  and 
fourth  Mondays. 

Dr.  J.  B.  Floyd  of  Winnsboro  became  part-time 
Health  Officer  of  Fairfield  County  on  August  1. 
Previously  four  local  doctors  served  as  part-time 
Health  Officer  on  a rotation  basis. 


DEATHS 


DR.  ROBERT  JONITZ 

Robert  Jonitz,  Greenville,  S.  C.;  McGill  University 
Faculty  of  Medicine,  Montreal,  Quebec,  Canada, 
1930;  on  the  staffs  of  the  St.  Francis  and  Greenville 
General  hospitals;  certified  by  the  National  Board  of 
Medical  Examiners;  died  June  10,  aged  56,  of  con- 
gestive heart  failure. 


DR.  WYTHE  MUNFORD  RHETT 

Dr.  Wythe  Munford  Rhett,  Charleston  pediatrician 
whose  practice  spanned  more  than  a third  of  a 
century,  died  September  3.  He  was  69. 

Dr.  Rhett  had  been  in  ill  health  for  several  months. 
He  had  given  up  his  private  practice  late  last  year, 
but  had  continued  to  serve  as  physician  at  the  Oak 
Grove  Orphan  1 lome  until  earlier  this  year. 

A native  of  Columbus,  Miss.,  Dr.  Rhett  was  born 
July  31,  1888,  a son  of  the  late  William  Rhett.  He 
entered  the  Virginia  Military  Institute  in  1905,  gradu- 
ating in  1909  with  a bachelor’s  degree  in  electrical 
engineering. 

Deciding  on  a career  in  medicine,  Dr.  Rhett  then 
entered  the  College  of  Physicians  and  Surgeons  of 
Columbia  University  and  graduated  with  his  doctorate 
in  medicine.  He  interned  at  St.  Luke’s  Hospital  in 
New  York  City,  then  practiced  pediatrics  briefly 
there  until  the  outbreak  of  World  War  I.  He  served 
overseas  as  a captain  in  the  Army  Medical  Corps  with 
the  First  American  Expeditionary  Force. 

Dr.  Rhett  came  to  Charleston  in  1921  following 
his  Army  service  and  began  his  practice  there  the 
same  year.  His  first  office  was  at  95  Rutledge  Ave. 

Appointed  a member  of  the  Charleston  County 
Board  of  Health  in  1927,  Dr.  Rhett  served  the  com- 
munity in  this  capacity  for  19  years.  He  was  chairman 
of  the  board  from  1939  to  1943.  During  his  tenure 
of  office  with  the  board.  Dr.  Rhett  organized  the  Well 
Baby  Clinic  at  the  Neighborhood  House  and  served 
as  clinic  physician  for  many  years.  The  clinic  was 
organized  for  the  practical  education  of  new  mothers. 

In  the  late  1920s,  also,  Dr.  Rhett  became  the  physi- 
cian of  the  Oak  Grove  Orphan  Home.  As  with  the 
Well  Babv  Clinic,  his  professional  services  were 
rendered  without  cost. 

He  had  served  also  as  an  instructor  in  pediatrics  at 


the  Medical  College  of  South  Carolina  for  several 
years. 


DR.  F.  C.  GEIBEL 

Dr.  F.  C.  Geibel,  51,  a Columbia  obstetrician,  died 
August  24  at  the  Columbia  hospital  after  several 
weeks  of  serious  illness. 

Since  coming  to  Columbia  in  1945,  Dr.  Geibel  has 
served  as  chief  of  obstetrical  services  at  Columbia 
Hospital.  In  1954  he  was  president  of  the  South 
Carolina  Obstetrical  and  Gynecological  Society. 

He  also  served  as  chairman  of  the  South  Carolina 
Committee  on  Maternal  Welfare. 

Dr.  Geibel  received  his  medical  degree  in  1933 
from  the  Jefferson  Medical  College.  Before  coming  to 
Columbia,  he  was  in  private  practice  in  Washington 
and  served  on  the  staff  of  the  Gallinger  Municipal 
Hospital  in  Washington.  He  served  as  a medical 
officer  in  the  Navy  during  World  War  II. 


DR.  J.  C.  ROPER 

Dr.  J.  C.  Roper,  a surgeon  in  the  York  area  for 
years,  died  in  an  Augusta,  Ga.,  hospital  September  6. 


BOOK  REVIEWS 


PEDIATRIC  CARDIOLOGY  by  Dr.  Alexander  S. 
Nadas.  W.  B.  Saunders  Company,  Philadelphia,  1957. 
Price  $12.00. 

A very  complete  treatment  of  a subject  heretofore 
available  largely  in  the  periodical  literature,  so  rapid 
have  advances  been  in  this  field,  and  a welcome  ad- 
dition to  the  list  of  fundamental  medical  textbooks. 
The  field  is  well  covered  and  interpreted  in  the  light 
of  extensive  experience  gained  with  these  problems 
at  the  Boston  Children’s  Hospital  since  Robert  Gross 
began  the  operative  treatment  of  congenital  heart 
disease  with  his  successful  closure  of  a patent  ductus 
arteriosus.  Highly  recommended  not  only  for 
pediatricians,  but  for  anyone  interested  in  the  medical 
or  surgical  aspects  of  heart  disease. 

J.  A.  Boone,  M.  D. 


A WOMAN  DOCTOR  LOOKS  AT  LIFE  AND 
LOVE,  by  Dr.  Marian  Hilliard.  Doubleday  and  Com- 
pany, Inc.,  Garden  City.  1957.  Price  $2.95. 

Dr.  Hilliard,  chief  of  obstetrics  and  gynecology  at 
Women's  College  Hospital  in  Toronto  writes  with 
sympathy  and  understanding  of  the  problems  of 
womankind  from  early  life  to  old  age.  She  has  sound 
words  of  advice  for  the  husband  as  well  as  the  wife. 
Wisdom  acquired  over  many  years  of  practice  is 
offered  in  a pleasantly  readable  way  in  a book  which 
should  be  valuable  to  all  concerned  with  matters  of 
sex  as  they  relate  to  satisfactory  life  and  love. 

J.  I.  W. 
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FOR  TEEN-AGERS  ONLY.  By  Frank  Howard 
Richardson,  M.  D.,  pp  113,  with  foreword,  afterword 
and  an  introduction  by  Paul  Popenhoe,  Sc.  D.  $2.95. 
Tupper  and  Love,  Inc.,  Atlanta,  May  1957. 

Dr.  Richardson’s  latest  volume  is  just  off  the  press. 
It  is  a book  that  he  can  be  proud  of,  and  that  the 
public  should  be  happy  to  have  available.  Its  title 
could  well  be,  “How  To  Have  A Happy  And  Enduring 
Marriage.” 

Unfortunately  although  much  has  been  said  and 
written  about  the  high  rate  of  divorce  in  the  U.  S.,  in 
most  places  little  attention  has  been  put  on  its  pre- 
vention. Few  young  people  are  given  practical  advice 
about  choosing  a mate. 

Dr.  Kinsey’s  books  have  been  read  and  discussed, 
but  like  the  writings  of  Freud,  though  there  is  some 
truth  present,  they  offer  no  practical  solution  to 
today’s  problems  of  living  and  loving. 

Young  people  undoubtedly  do  need  some  help.  The 
school,  the  home  and  the  Church  as  a rule  have  not 
been  of  much  assistance. 

One  might  be  tempted  to  say  that  “For  Teen  Agers 
Only.”  is  Richardsons’  best  book.  However,  “For  Boys 
Only,”  and  “For  Girls  Only,”  may  be  its  equal;  and 
comparisons  are  odious. 

The  author  is  remarkably  well  acquainted  with 
human  nature.  He  fully  realizes  the  difficulties  and 
temptations  that  young  people  are  exposed  to.  The 
chaperone  has  long  been  discarded,  and  as  substitutes, 
in  a way,  we  have  the  ever-prevalent  automobile, 
movies,  some  drinking,  extremely  frank  discussions, 
rather  revealing  dress,  and  a great  change  in  moral 
standards.  But  these  things  mostly  are  not  necessarily 
injurious.  However  it  has  become  most  difficult  for 
a young  girl  of  any  social  pattern,  to  know  how  much 
liberty  to  permit  in  order  to  keep  hold  of  her  date. 

It  can  be  truthfully  said  that  in  this  book,  no  orders 
are  given,  though  suggestions  are  made.  Freedom  of 
will  is  stressed,  and  young  people  are  urged  to  always 
look  before  they  leap.  That  is  not  to  act  hastily,  and 
then  have  regrets.  Richardson  points  out  in  plain 
language,  that  regardless  of  what  is  said  and  done  by 
many,  the  road  to  happiness  is  not  traveled  by  those 
who  disregard  morality.  He  never  preaches  and  is  not 
puritanical,  even  discussing  contraceptives  and  preg- 
nancy in  the  unmarried  girl. 

This  little  volume  has  seventeen  chapters.  Nearly 
all  that  is  written  is  in  a conversational  style,  with 
many  questions  and  answers.  It  is  rather  surprising 
how  well  the  author  knows  the  lingo  or  jargon  of  our 
high  school  and  college  youth.  Further  the  characters 
depicted  are  not  merely  types,  but  seem  to  be  real 
people. 

In  the  introduction  by  Dr.  Paul  Popenoe — a man  of 
national  repute — this  work  is  labeled  as  practical  and 
sensible.  Popenoe  calls  attention  to  the  author’s  advice, 
that  young  folks  should  stop  long  enough  to  think 
before  they  marry  or  have  pre-marital  union.  As  we 
all  know,  haste  or  lack  of  control  may  produce  un- 


happiness and  regret. 

As  a summation  one  may  say  that  since  in  our  time 
so  much  effort  is  being  made  to  prevent  disease,  just 
as  much  emphasis  should  be  put  on  the  giving  of  in- 
formation and  advice  to  prevent  family  and  marital 
unhappiness  and  even  disaster. 

Most  people  now  recognize  that  in  this  world  of 
today  psychological  and  social  adjustment  is  of 
tremendous  importance. 

“For  Teen  Agers”  should  be  of  great  value  to  many 
adolescents,  and  to  all  teachers  and  parents,  who  have 
their  care  and  welfare  at  heart. 

R.  M.  Pollitzer,  M.  D. 


LIVER , BILIARY  TRACT  AND  PANCREAS  (Part 
III  of  Volume  3:  Digestive  System).  Illustrated  by 
Frank  H.  Netter,  M.  D.  and  edited  by  Ernst  Oppen- 
heimer,  M.  D.  Explanatory  text  by  five  outstanding 
teacher-physicians.  133  full-color  illustrations.  Hard- 
bound, gold-lettered.  Ciba — Summit,  N.  J.  1957. 
Available  at  cost:  $10.50. 

Part  III  of  Volume  3 of  the  Ciba  Collection  of 
Medical  Illustrations,  consists  of  133  full-color  plates 
of  the  essential  anatomic,  functional,  and  pathologic- 
features  of  the  liver,  biliary  tract,  and  pancreas.  This 
portion  is  published  first  because  of  the  great  interest 
in  these  organs  which  has  been  evident  in  recent 
years.  Part  I,  dealing  with  the  upper  digestive  tract, 
and  part  II,  illustrating  the  lower  intestinal  tract,  are 
expected  to  follow  in  a short  time.  As  before,  these 
remarkable  paintings  are  by  Frank  H.  Netter,  M.  D., 
with  the  collaboration  of  such  authorities  as  Bodanskv, 
Cliffton,  Kozoll,  Popper,  and  Sborov. 

Each  page  consists  of  beautifully  reproduced  full- 
color  plates,  under  which  is  found  a descriptive  text 
which  is  remarkable  for  its  clarity,  conciseness,  and 
ability  to  impart  important  information.  In  these  pages 
one  finds  the  newer  concepts  of  liver  structure  and  the 
latest  insights  into  the  pathogenesis  of  hepatic  and 
pancreatic  diseases.  Even  controversial  and  unsolved 
problems  are  included,  with  the  various  theories  out- 
lined in  painting  and  text.  There  is  even  a section  con- 
sisting of  the  more  important  diagnostic  procedures 
and  tests. 

This  volume  makes  no  attempt  to  replace  the  de- 
tailed and  comprehensive  standard  reference  works 
in  the  physician’s  library.  Rather  it  very  excellently 
fulfills  its  purpose  of  supplementing  these  standard 
works.  It  will  find  great  use  as  a review  volume  and 
is  excellent  for  depicting  specific  processes  to  the  pa- 
tient when  this  is  desirable.  It  is  a beautiful  book,  and 
one  which  obviously  represents  a tremendous  amount 
of  work  both  in  the  preparation  of  the  paintings  and 
of  the  text.  It  will  be  of  great  value  to  anyone  who 
studies  or  deals  with  the  liver,  from  the  medical  stu- 
dent to  the  gastroenterologist  and  the  surgeon.  It  would 
be  a bargain  at  twice  the  price. 

Clarence  Legerton.  M.  D. 


Oc.tobkr.  1957 
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THE  PHILOSOPHY  OF  MEDICINE,  William  R. 
Laird,  M.  D.,  pp  64,  Education  Foundation,  Charles- 
ton, W.  Va.,  1956.  Price  $3.00. 

This  short  volume  is  packed  with  many  thoughtful 
reflections  on  the  place  of  the  true  physician  in  his 
relations  to  his  fellow  man.  It  is  like  a breath  of 
fresh  air  to  those  who  may  feel  overcome  by  the 
exigencies  of  a busy  practice  or  the  many  difficulties 
of  organized  medicine  today. 

The  author  is  obviously  a scholar  with  a real  com- 
mand of  the  English  language.  Yet  he  is  not  up  in 
the  clouds  but  intensely  practical  in  his  many  observa- 
tions of  proper  comportment.  Every  young  doctor 
embarking  on  a career  in  medicine  would  do  well  to 
spend  an  evening  reading  this  delightful  opus. 

Fred  Kredel,  M.  D. 


CLINICAL  PROCTOLOGY  by  J.  Peerman  Nessel- 
rod,  W.  B.  Saunders  Co.,  Philadelphia.  1957.  Price 
$7.00. 

One  physician  has  stated  that  every  patient  has  a 
rectum  and  that  any  doctor  can  examine  it.  Any  doc- 
tor who  studies  Nesselrod's  “Clinical  Proctology"  will 
be  greatly  assisted  in  his  examination  of  the  ano- 
rectum  and  in  the  diagnosis  and  management  of  its 
disorders. 

This  book  of  296  pages  has  sound  practical  in- 
formation presented  in  a clear  understandable  man- 
ner. It  covers  adequately  the  etiology,  pathology, 
symptoms,  signs,  differential  diagnosis,  and  treatment 
of  the  various  anorectal  diseases  encountered  in  gen- 
eral practice. 

Nesselrod  begins  his  book  with  a much  needed 
plea  for  a more  accurate  use  of  proctologic  terms. 
“Improper  usage,  by  most  medical  students  and  by 
many  physicians,  of  terms  pertaining  to  anorectal  dis- 
ease bespeaks  insufficient  knowledge  on  their  part 
both  of  anatomy  and  of  nervous  physiology”.  Anal 
canal  and  rectum  are  not  synonomous  even  though 
used  interchangeably  by  many.  He  points  out 
the  composite  term  “anorectum”  refers  to  the  tissues 
of  both  the  anal  canal  and  the  rectum.  Even  though 
the  term  “anorectum”  is  not  used  by  anatomists,  it 
is,  however,  becoming  more  widely  used  in  the  sur- 
gical and  clinical  literature. 

Special  commendation  should  be  given  to  the 
chapter  on  anal  infection  which  “pertains  to  the 
orderly  chain  of  events  occurring  in  the  pathogenesis 
of  anorectal  inflammatory  disease”.  The  fine  diagram 
depicting  anal  infection  simplifies  one’s  understanding 
of  the  development  ot  anorectal  disorders. 

In  the  chapter  on  hemorrhoidal  disease,  Nesselrod 
makes  a distinction  between  hemorrhoids  and 
hemorrhoidal  disease.  “Hemorrhoids  are  vascular 
tumors  made  up  of  infected  varices  involving  one  or 


more  isolated  portions,  or  all  of  the  hemorrhoidal 
plexus  of  veins  previously  described.  Hemorrhoidal 
disease  pertains  to  all  the  various  manifestations  of 
hemorrhoidal  trouble”. 

In  the  foreword  of  this  book,  South  Carolina-born 
Dr.  Louis  A.  Buie,  Emeritus  Head  of  the  section  on 
Proctology,  The  Mayo  Clinic,  writes:  “Dr.  Nessel- 
rod’s  work  is  practical  and  sound.  A physician  who 
follows  its  teaching  will  be  expertly  guided  in  the 
efficient  and  proper  proctologic  care  of  his  patients”. 
This  reviewer  concurs  in  those  thoughts  and  heartily 
recommends  this  book  to  all  physicians,  house  officers, 
and  medical  students. 

Leon  Banov,  Jr.,  M.  D. 


A MANUAL  OF  PHARMACOLOGY  AND  ITS 
APPLICATIONS  TO  THERAPEUTICS  AND  TOXI- 
COLOGY. Torald  Sollmann,  M.  D.  Eighth  Edition, 
1535  pp.  W.  B.  Saunders  Company.  Philadelphia 
1957.  $20.00. 

The  appearance  of  the  8th  edition  of  this  valuable 
and  much-used  work  is  something  of  an  event  in 
Pharmacology.  It  is  rare  in  any  field  that  an  individual 
presents  a modem  text  with  the  depth  of  perspective 
to  be  found  in  this  volume.  Dr.  Sollmann  is  the  senior 
statesman  of  American  pharmacology  and  has  had 
conspicuous  recognition  in  broader  areas,  having 
served  for  many  years  as  Dean  of  the  School  of 
Medicine  at  Western  Reserve  University.  Decades 
of  experience  and  keen  judgment  have  been  applied 
to  the  formidable  task  of  evaluating  new  develop- 
ments in  one  of  the  most  rapidly  “expanding  fields  of 
modern  medicine.  There  is  thorough  coverage  of 
newer  topics  such  as  tranquilizing  agents,  broad 
spectrum  antibiotics,  folic  acid  antagonists,  cortical 
steroids,  radio-active  isotopes,  chelating  agents  and 
such,  in  addition  to  the  currently  prodigious  number 
of  synthetic  variants  in  virtually  every  drug  category. 
The  unusually  thorough  scope  of  this  volume  prob- 
ably makes  it  the  most  valuable  book  available  on  the 
occasion  of  unexpected  poisoning  emergencies.  It 
should  also  be  especially  helpful  in  selecting  drug 
therapies  in  the  various  therapeutic  skirmishes  which 
are  often  necessary  in  patients  with  complex  dis- 
orders. The  bibliography  runs  to  155  pages  and,  as 
in  previous  editions,  is  something  in  the  nature  of  a 
supplement  to  similar  bibliographies  which  have  ap- 
peared in  earlier  editions.  Citations  from  the  literature 
before  1940  are  not  given  here  but  may  be  found  in 
previous  editions.  These  references  are  effectively 
abbreviated  to  give,  for  instance,  key  words  rather 
than  lengthy  titles.  In  searching  information  on  any 
particular  drug  topic,  this  volume  probably  more 
than  any  other  can  serve  as  both  a first  and  last  resort. 

R.  P.  Walton,  M.  D. 


408 


The  Journal  of  the  South  Carolina  Medical  Association 


CUP  HERE 


DOCTOR 


we  need  your  opinion 

For  the  purpose  of  continuous  improvement  of  your  STATE  MEDICAL  JOURNAL  — in 
reading  content  — original  articles,  editorials,  news,  economics  and  other  subjects 
pertaining  to  statewide  and  national  affairs,  it  is  urgently  requested  that  you  spare  a 
few  moments  to  fill  in  and  return  this  questionnaire. 

YOUR  RESPONSE  TO  QUESTIONS  BELOW  WILL  BE  MOST  HELPFUL 

MORE  LESS 

Indicate  your  choice  on  scientific  papers  

Editorials  

Special  Articles  (socio-economic  and  pro- 
fessional business  problems,  etc.)  

News  items  and  personals  

Book  Reviews  

Features  to  be  added  or  increased 


Features  to  be  deleted  or  decreased 


Indicate  your  favorite  department  or  feature 


Do  you  read  your  STATE  MEDICAL  JOURNAL? 

Every  month Frequently Occasionally 

Do  you  read  advertisements?  Regularly Occasionally 

Please  indicate  one  product  advertised  of  particular  interest  to  you  in  last  two  issues 


Name  medical  journals  you  read  in  order  of  interest:  Indicate  position  you  would 
give  your  State  Medical  Journal: 

1  4 

2  5 


PLEASE  RETURN  THIS  PAGE  TO 


J.  I.  WARING,  M.  D. 

82  Rutledge  Ave.,  Charleston,  S.  C. 


FOUNDERS’  DAY  PROGRAM 
MEDICAL  COLLEGE  OF  SOUTH  CAROLINA 

The  annual  Postgraduate  Seminar  and  Founders’ 
Day  Symposium  will  be  held  at  the  Medical  College 
of  South  Carolina  on  November  5,  6 and  7,  1957. 
This  is  also  an  interim  meeting  of  the  South  Carolina 
Chapter  of  the  Academy  of  General  Practice. 

This  year  the  Cancer  Symposium  on  Founders’ 
Day  is  presented  in  cooperation  with  the  South  Caro- 
lina Chapter  of  The  American  Cancer  Society. 

The  program  is  as  follows: 


ANNOUNCEMENTS 


GEORGIA  PEDIATRIC  SOCIETY 
The  25th  meeting  of  The  Georgia  Pediatric  So- 
ciety will  be  held  in  Atlanta  at  the  Mayfair  Club  on 
the  31st  of  October.  Speakers  include  Dr.  Robert  J. 
Huebner,  Dr.  James  B.  Arey,  and  Dr.  Waldo  E.  Nel- 
son. 

Besides  the  scientific  program  this  year  there  will 
be  very  special  entertainment,  especially  in  the  eve- 
ning after  the  dinner. 


POSTGRADUATE  SEMINAR 
November  5,  1957 


8:30  A.  M. 
9:00  A.  M. 

10:00  A.  M. 

11:00  A.  M. 

12:00 


Registration  and  Greetings 
FUNCTIONS  OF  A SPEECH  CENTER 

GENITO-URINARY  SURGERY 

DISEASES  OF  THE  BILIARY  TRACT 

MEDICAL  GAS  THERAPY 


Milton  J.  Hill,  M.  A. 

Instructor  in  Speech  Therapy 

Paul  W.  Sanders,  M.  D. 

Professor  of  Urology 

R.  Randolph  Bradham,  M.  D. 

Associate  in  Surgery 

John  M.  Brown,  M.  D. 

Professor  of  Anesthesiology 


2:00  P.  M. 


3:00  P.  M. 


4:00  P.  M. 
5:00  P.  M. 


SOUTH  CAROLINA  MATERNAL  MORTALITY-1955  Henry  R.  Temple,  M.  D. 

Resident  in  Obstetrics-Gynecology 

PHYSIO-PATHOLOGY  OF  TOXEMIA  OF  PREGNANCY  __  Henry  C.  Heins,  Jr.,  M.  D. 

Associate  in  Obstetrics-Gynecology 

PREVENTION  OF  PRE-ECLAMPSIA Lawrence  L.  Hester,  Jr.,  M.  D. 

Professor  of  Obstetrics-Gynecology 
TREATMENT  OF  THE  TOXEMIAS  OF  PREGNANCY 

AND  THEIR  COMPLICATIONS Edward  J.  Dennis,  III,  M.  D. 

Associate  in  Obstetrics-Gynecology 


November  6,  1937 

9:00  A.M.  HYPERCHOLESTEROLEMIA  AND  CORONARY  DISEASE Edwin  Boyle,  M.  D. 

Instructor  in  Medicine 


10:00  A.M.  THE  USE  OF  THE  ARTIFICIAL  KIDNEY  AT  THE 

MEDICAL  COLLEGE  OF  SOUTH  CAROLINA Arthur  V.  Williams,  M.  D. 

Assistant  Professor  of  Medicine 

11:00  A.M.  PRINCIPLES  OF  ANTIBIOTIC  THERAPY Louis  P.  Jervey,  M.  D. 


Instructor  in  Medicine 

12:00  ULCER  MANAGEMENT:  ANESTHESIA  OR  HEALING  ? __  Clarence  Legerton,  M.  D. 

Instructor  in  Medicine 


2:00  P.  M. 
3:00  P.  M. 
4:00  P.  M. 


5:00  P.  M. 


FIBROCYSTIC  DISEASE  OF  PANCREAS 

MASTOIDITIS  IN  CHILDREN 

PROBLEMS  IN  CHILD  DEVELOPMENT  . 
STEROID  THERAPY  IN  PEDIATRICS 


Margaret  Q.  Jenkins,  M.  D. 

Assistant  Professor  of  Pediatrics 

James  E.  Padgett,  M.  D. 

Resident  in  Pediatrics 

Gilbert  F.  Young,  M.  D. 

Assistant  Professor  of  Pediatrics 

Eleas  F.  Lawandales,  M.  D. 

Resident  in  Pediatrics 


7:00  P.  M.  Buffet  Supper  and  Roundtable  Discussion 

FOUNDERS’  DAY 
November  7,  1957 

8:30  A.  M.  Registration  and  Greetings 

9:00  A.  M.  CARCINOMA  OF  THE  LUNGS Edward  Frost  Parker,  M.  D. 

Clinical  Professor  of  Surgery 
Medical  College  of  South  Carolina 
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NO  KNOWN  CONTRAINDICATIONS 


ROLICTO 


permits  high  dosage, 

more  effective  diuresis  in  more  patients 


The  low  incidence  of  side  action  with 
Rolicton  (brand  of  amisometradine)  per- 
mits high  dosage,  extending  the  range  of 
effective  diuresis  to  a greater  number  of 
patients  than  was  previously  possible. 

Laboratory  studies  demonstrate  that 
Searle’s  new  oral  diuretic.  Rolicton. 
causes  positive  diuresis  with  an  essen- 
tially balanced  excretion  of  water,  sodium 
and  chlorides. 

Settel1 2  studied  the  effect  of  Rolicton 
in  forty-seven  patients  and  found  no 
serious  side  effects.  Assali,  who  observed 
the  action  of  Rolicton  in  five  patients 
with  severe  toxemia  of  pregnancy,  states- 
that  side  actions  are  essentially  non- 
existent. Side  actions  of  such  low  inci- 
dence, together  with  its  diuretic  efficacy, 
suggest  a high  order  of  usefulness  for 
Rolicton. 

One  tablet  of  Rolicton.  b.i.d.,  is  usually 
adequate  to  maintain  patients  free  of 
edema  after  the  first  day’s  dosage  of  four 
tablets.  Some  patients  respond  well  to 
one  tablet  daily.  G.  D.  Searle  & Co., 
Chicago  80.  Illinois.  Research  in  the 
Service  of  Medicine. 


1.  Settel.  E.:  Rolicton®  (Aminoisometradine), a 
New,  Nonmercurial  Diuretic,  Postgrad.  Med. 
2/186  (Feb.)  1957. 

2.  Assali,  N.  S. : Personal  communication,  May 
28,  1956. 


Normal  glomerulus,  showing  arteriole 
musculature,  glomerular  epithelial 
podocytes,  and  "epitheloid"  muscle 
cells  of  vas  efferens. 


Octobeh,  1957 
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9:30  A.  M. 

10:15  A.  M. 

11:00  A.  M. 
11:30  A.  M. 

12:15  P.  M. 

1:00  P.  M. 
2:30  P.  M. 

3:15  P.  M. 


RADICAL  SURGICAL  TREATMENT  OF  BREAST  CANCER. .Jerome  A.  Urban,  M.  D. 
Attending  Surgeon,  Memorial  Hospital 
Assistant  Clinician,  Sloan-Kettering  Institute 
Instructor  in  Surgery,  Cornell  University  Medical  College 

CHEMOTHERAPY  OF  ACUTE  LEUKEMIA Joseph  H.  Burchenal,  M.  D. 

Professor  of  Medicine 
Cornell  University  Medical  College 

Coffee  Break 

MALIGNANT  MELANOMA  J.  Elliott  Scarborough,  M.  D. 

Associate  Professor  of  Surgery 
Emory  University  School  of  Medicine 
Director,  Emory  University  Clinic 

HEPATIC  LOBECTOMY Theodore  R.  Miller,  M.  D. 

Assistant  Attending  Surgeon,  James  Ewing  Hospital 
Instructor  in  Surgery,  Cornell  University  Medical  College 

Luncheon 

THE  APPROACH  TO  RATIONAL  THERAPY  OF  THE 

SMALL  MASS  IN  THE  NECK Charles  C.  Harrold,  Jr.,  M.  D. 

Assistant  Attending  Surgeon,  Head  and  Neck  Service 
Memorial  Hospital 

Instructor  in  Surgery,  Cornell  University  Medical  College 
PANEL  DISCUSSION:  COMMON  PROBLEMS  IN  PREMALIGNANT 

AND  MALIGNANT  DISEASE— All  Participants John  C.  Hawk,  Jr.,  M.  D. 

Moderator 


(Questions  invited) 


SOUTHEASTERN  ALLERGY  ASSOCIATION 


12th  Annual  Meeting 
Program 

November  1 and  2,  1957 
Fort  Sumter  Hotel 
Charleston,  S.  C. 

9:30  A.  M.— SCIENTIFIC  SESSION 
(Baruch  Auditorium) 

Clarence  Bernstein,  M.  D.,  Orlando,  Fla., 
President,  presiding 
“ CARDIAC  ALLERGY” 

Raymond  Arp,  M.  D.,  Atlanta,  Ga. 

“ ALLERGIC  VASCULITIS ” 

William  A.  Thornhill,  Jr.,  M.  D.,  Charleston,  W. 
Va. 

Discussion  led  by: 

S.  D.  Klotz,  M.  D.,  Orlando,  Fla. 

John  B.  McKinnon,  M.  D.,  Johnson  City,  Tenn. 
'IMMUNOLOGY” 

Oscar  Swineford,  Jr.,  M.  D.,  Charlottesville,  Va. 
1115  A.  M.— INTERMISSION 

“ HODGKINS  AND  ALLERGY” 

Jack  M.  Rose,  M.  D.,  Houston,  Tex. 

"NON -IMMUNOLOGIC  FACTORS  IN  AL- 
LERGIC REACTIONS” 

William  B.  Sherman,  M.  D.,  New  York,  N.  Y. 
President  American  Academy  of  Allergy 
LOOP.  M.— LUNCH 

Afternoon  Session 

Lester  C.  Todd,  M.  D.,  Charlotte,  N.  C.,  presiding 
2:30  P.  M .—"MECHANISMS  CONCERNED  WITH 
DYSPONEA  IN  PATIENTS  WITH  PUL- 
MONARY DISEASE” 


John  Guerrant,  M.  D.,  Charlottesville,  Va. 
"TRANQUILIZERS  IN  PATIENTS  WITH 
EMPHYSEMA” 

Oscar  Hansen-Pruss,  M.  D.,  Durham,  N.  C. 

"THE  PROBLEM  OF  FOOD  ALLERGY” 
Orville  Withers,  M.  D.,  Kansas  City,  Mo. 
President,  American  College  of  Allergists 
4:00  P.  M.— INTERMISSION 

"POTASSIUM  IODIDE  SENSITIVITY” 

Lamar  Peacock,  M.  D.,  Atlanta,  Ga. 

4:45  P.  M.— BUSINESS  MEETING 
7:00  P.  M.— COCKTAIL  HOUR  FOLLOWED  BY 
BANQUET 

November  2,  1957 
Morning  Session 

Charles  P.  Wofford,  M.  D.,  Johnson  City,  Tenn., 
presiding 

9:30  A.  M.— CLINICAL  PATHOLOGICAL  CON- 
FERENCE 

Clarence  Bernstein,  M.  D.,  Orlando,  Fla. 

John  McKinnon,  M.  D.,  Johnson  City,  Tenn. 

Mason  Lowance,  M.  D.,  Atlanta,  Ga. 

Oscar  Hansen-Pruss,  M.  D.,  Durham,  N.  C. 

H.  Rawling  Pratt-Thomas,  M.  D.,  Charleston, 
S.  C. 

1 1 :30  A.  M.— INTERMISSION 
11:45  A.  M.—  ‘VITAMIN  AND  MINERAL  BAL- 
ANCE” 

Paul  Coughlin,  M.  D.,  Tallahassee,  Fla. 

12:15P.  M. — “INSECT  ALLERGY” 

Carl  Jones,  M.  D.,  Atlanta,  Ga. 
ADJOURNMENT 
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THE  MANAGEMENT  OF 
BREAST  LESIONS 

W.  Emory  Burnett,  A.B.,  M.D.,  F.A.C.S.0 
Philadelphia,  Pennsylvania 


Lesions  of  the  breast  continue  to  frighten 
us  and  justifiably  so  since  they  are  com- 
mon and  the  malignant  form  continues 
to  destroy  an  alarming  proportion  of  our 
female  population.  Admitting  the  well  estab- 
lished fact  that  no  system  in  medicine  is  com- 
pletely infallible,  our  considerable  experience 
of  over  thirty  years  with  breast  lesions  has 
taught  us  that  there  is  a reasonable  approach 
in  diagnosis  which  can  avoid  many  un- 
necessary biopsies  and  much  disfigurement  un- 
less the  rules  of  safety  and  caution  demand 
such  sacrifice. 

Beginning  with  one  of  the  most  common 
non-malignant  lesions  of  the  breast  which 
affects  from  five  to  ten  percent  of  women  be- 
tween the  ages  of  thirty  and  fifty,  we  should 
consider  chronic  cystic  mastitis.  Although  these 
are  frequently  multiple,  they  are  often  single. 
Although  well  circumscribed  in  most  instances, 
they  are  sometimes  so  deeply  buried  as  to  ap- 
pear infiltrative.  Occasionally,  they  are  fluctu- 
ant but  usually  the  secretory  pressure  is  great 
enough  to  make  them  feel  like  solid  tumors. 
Rarely,  they  will  be  so  superficially  placed  as 
to  give  the  erroneous  impression  of  skin  fixa- 
tion. Axillary  adenopathy  is  present  in  at  least 
one-third  of  them  and  is  often  tender. 

The  simple  office  procedure  of  aspiration 
can  prove  in  most  instances  that  a mass  is 
cystic  or  solid.  It  is  more  simple  and  more 
accurate  than  transillumination  or  x-ray  and, 

“Professor  and  Head  of  Department  of  Surgery, 
Temple  University  Medical  Center. 


under  local  anesthesia,  is  as  painless  as  a well 
given  hypodermic  injection.  It  affords  a great 
deal  of  information  but  should  not  be  used  as 
a biopsy  procedure  since  the  breast  is  such 
an  active  area  and  proper  open  biopsy  is  so 
easy  and  so  much  more  accurate.  The  informa- 
tion obtained  and  the  interpretation  follow. 
One,  and  most  important,  if  the  mass  is  cystic 
and  disappears  completely  upon  thorough 
aspiration,  there  is  no  need  to  do  biopsy  here 
more  than  there  is  to  do  some  other  part  of 
this  breast  or  the  opposite  breast.  Two,  if  it 
is  solid,  it  may  present  yielding  resistance  as 
though  one  were  passing  the  needle  through 
apple  meat,  the  so-called  grittv  feeling  of  a 
very  cellular  tumor,  usually  malignant,  or  the 
extreme  resistance  to  passage  presented  by 
fibroadenoma  and  the  corresponding  resistance 
to  withdrawal  of  the  needle,  often  elevating 
the  breast  before  the  needle  can  be  withdrawn. 
If  the  mass  is  solid,  open  biopsy  is  indicated  as 
soon  as  possible. 

In  case  a cyst  is  proven  by  aspiration,  a 
definite  program  must  be  laid  down  since 
these  cystic  breasts  are  under  abnormal  endo- 
crine control  and  are  subject  to  a slight  in- 
crease in  incidence  of  carcinoma  over  the  non- 
cystic  breast.  The  most  comprehensive  of  the 
many  articles  suggesting  this  relationship  is 
that  of  Shields  Warren1  which  shows  that  the 
incidence  rate  in  the  general  population  is  1.2 
cancers  per  thousand  women  and  that  the  in- 
cidence of  cancer  in  patients  suffering  from 
chronic  mastitis  is  eleven  times  as  great  before 


the  menopause.  Multiplying  these  two  figures 
together  would  give  some  thirteen  cancers  per 
thousand  women  with  mastitis  which  is  still 
not  a very  great  incidence.  This  explanation 
to  the  patient  who  has  cysts  helps  to  explain 
the  reasonableness  of  a program  of  re-ex- 
amination regularly  eveiy  three  months  at  a 
time  some  ten  to  fourteen  days  following  the 
beginning  of  the  previous  menstruation  so  as 
to  examine  the  breast  during  the  depth  of  the 
resting  phase.  The  patients  are  also  instructed 
to  examine  themselves  monthly  at  the  same 
part  of  the  cycle  and  to  report  any  abnormali- 
ties discovered.  If  tumor  should  develop,  very 
little  time  would  elapse  before  discovery  at 
the  next  careful  examination  in  three  months 
or  less. 

Exceptions  to  these  general  rules  are  as  fol- 
lows. One,  if  the  cyst  returns  in  exactly  the 
same  place  within  six  months,  this  cyst  should 
be  excised  for  biopsy  since  it  is  strongly  sug- 
gestive of  a cystadenoma  with  tumor  in  its 
walls.  Two,  if  disappearance  under  aspiration 
is  not  complete,  the  same  interpretation  should 
be  made,  as  malignancy  may  be  present  in  the 
tumor  of  the  wall.  Three,  if  an  extremely  large 
cyst  containing  more  than  50  ml.  is  found,  this 
also  should  be  removed  and  examined. 

Occasionally  patients  will  not  follow  the 
rules,  but  when  they  are  given  an  appointment 
card  for  an  exact  time  three  months  ahead 
and  the  secretary  reminds  them  if  they  are 
tardy,  it  is  difficult  for  them  to  break  their 
agreement.  One  of  the  six  patients  out  of 
several  hundred  seen  in  the  last  twenty  years 
who  developed  cancer  on  this  program  was  a 
woman  who  failed  to  return  for  eighteen 
months  and  then  came  in  with  a well  estab- 
lished clinical  malignant  tumor  of  the  breast. 
Five  others  in  this  group  also  developed  malig- 
nant tumors  under  observation,  were  checked 
by  biopsy  and  treated  by  radical  mastectomy 
promptly.  One  of  them  died  of  recurrence  in 
the  liver  five  years  later  and  the  other  four 
have  done  well  for  from  three  to  eight  years. 

It  is  fallacious  to  assume,  because  cystic  dis- 
ease has  been  established  on  one  previous 
biopsy,  that  new  lumps  are  necessarily  of  the 
same  type.  One  patient  who  had  had  biopsy 
on  two  occasions  before  we  saw  her,  in  each 
instance  finding  cyst,  developed  two  new 


masses  and  these  proved  to  be  solid  by  aspira- 
tion. Upon  further  biopsy,  one  was  fibroad- 
enoma and  the  other  malignant.  Thus,  biopsy 
is  not  the  panacea  and  many  biopsies  are  not 
necessary  with  their  expense  and  scarring 
which  are  inherent. 

Discharge  from  the  nipple  is  usually  due 
to  intraductal  papilloma,  papillary  carcinoma 
( in  ten  to  fifteen  percent ) or  cystic  dilatation 
of  the  central  ducts  (in  fifteen  to  twenty  per- 
cent. ) Discharge  from  a malignant  papilloma 
can  be  serous  and  that  from  a benign  lesion 
can  be  bloody  since  they  are  very  friable.  Thus, 
the  type  of  discharge  is  not  important  but  its 
presence  is.  In  either  case,  biopsy  of  the  offend- 
ing duct  should  be  done  and  the  simple  ex- 
pedient of  catheterizing  the  duct  from  which 
the  discharge  exudes  and  injecting  a dye  such 
as  methylene  blue,  followed  by  splitting  the 
nipple  to  follow  this  duct  back  to  its  source, 
has  enabled  us  to  find  with  ease  most  of  the 
lesions  producing  discharge.  Biopsy  with 
frozen  section  can  tell  one  simply  to  excise  the 
ducts  and  close  the  wound  or  to  proceed  with 
radical  mastectomy.  This  method  avoids  much 
of  the  blind  attempt  to  find  the  source  and 
the  occasional  need  for  simple  mastectomy 
just  to  be  sure  that  the  lesion  has  been  re- 
moved. 

Chronic  recurring  sub-areolar  abscess  has 
been  a verv  intractable  disease  in  our  experi- 
ence until  one  of  my  associates,  Dr.  H.  Taylor 
Caswell,2  recently  demonstrated  that  most 
of  them  are  due  to  the  associated  inverted 
nipple,  and  a fistula  from  the  infected  ducts 
through  the  skin  into  the  groove  about  the  in- 
verted nipple.  The  addition  of  excision  of  the 
ductal  portion  of  the  nipple  so  involved,  of 
mattress  sutures  to  evert  the  inverted  nipple, 
and  excision  of  the  remaining  part  of  the  in- 
fected ducts  has  so  far  been  effective  in  curing 
the  condition  in  some  twelve  patients.  Al- 
though infrequent,  these  lesions  had  resisted 
all  less  complete  procedures. 

Next,  we  should  like  to  make  a plea  for  more 
cosmetic  approaches  to  the  solid  lesions  re- 
quiring biopsy  but  which  appear  to  be  benign. 
Since  these  approaches  may  be  somewhat 
more  traumatic,  it  is  certainly  unwise  to  use 
them  for  any  lesion  which  appears  clinically 
to  be  malignant,  since  such  trauma  might  dis- 
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seminate  emboli  from  the  angio-invasive  area. 
Even  the  benign  appearing  ones  might  be 
malignant  and  therefore  should  be  approached 
with  the  greatest  gentleness  possible  but  this 
can  be  done  quite  satisfactorily  through  in- 
cisions which  are  much  less  deforming  or 
visible.  The  standard  one  of  these  is  the  infra- 
mammary, which  hides  under  the  dependent 
breast  and  can  be  used  for  lesions  near  the 
periphery  of  the  inferior  half.  Much  more  ap- 
plicable to  a greater  amount  of  area  is  a peri- 
areolar  incision  made  just  within  the  border 
of  the  areola  on  the  side  toward  the  lesion. 
Carrying  this  down  through  the  capsule  and 
lifting  the  capsule  with  its  overlying  skin  and 
subcutaneous  tissue,  one  can  approach  the 
area  for  biopsy  subcutaneously  and  remove 
even  fairly  large  benign  tumors.  Such  incisions 
in  the  areola  heal  so  well  that  they  are  difficult 
to  find  without  stretching  the  areola  when 
they  can  be  more  readily  seen.  In  case  of  the 
discovery  of  malignancy  on  frozen  section, 
such  a wound  would  be  much  easier  to  control 
during  a radical  mastectomy  to  avoid  im- 
plantation of  tumor  cells  in  the  new  field.  Out- 
patients have  been  very  grateful  for  the  small 
penalty  exacted  of  them  for  the  necessary 
biopsy. 

Certainly,  biopsy  is  urgently  necessary  for 
every  solid  tumor  of  the  breast  but  it  seems  to 
me  that  excessive  removal  of  one-quarter  to 
one-third  of  a breast  for  biopsy  is  much  more 
than  is  needed  and  is  certainly  very  deforming 
if  mastectomy  is  not  required  by  the  biopsy. 
We  believe  that  no  radical  mastectomy  should 
be  performed  without  biopsy  since  there  are 
occasionally  other  lesions  which  can  clinicallv 
strongly  imitate  malignancy  but  do  not  require 
amputation  for  their  care.  Fat  necrosis,  plasma 
cell  mastitis  and  some  of  the  larger  intraductal 
papillomas  without  nipple  discharge  are  in 
this  category.  Most  reports  of  the  treatment 
of  carcinoma  list  from  ten  to  twenty  percent 
of  recurrence  in  the  resection  area.  Certainly 
if  there  is  extensive  axillary  involvement,  one 
must  cut  across  tumor  bearing  lymphatics  at 
the  periphery  of  his  dissection  which  would 
permit  such  implant.  However,  many  of  these 
are  patients  in  whom  there  is  not  such  exten- 
sive involvement  and  one  cannot  avoid  the  im- 
pression that  the  biopsy  site  was  the  source  of 


secretion  bearing  tumor  cells  which  can  con- 
taminate the  extensive  operative  field  of  radical 
mastectomy.  Working  on  this  assumption,  we 
have  tried  to  take  material  for  biopsy  from  a 
small  incision  which  could  be  more  readily 
controlled  if  mastectomy  is  required.  Of  neces- 
sity, this  must  reach  to  the  center  of  the  lesion 
to  obtain  representative  tissue  since  we  have 
all  seen  patients  who  have  had  biopsy  reported 
as  non-malignant  and  who  have  progressed 
to  fatal  involvement  with  malignant  tissue 
probably  just  beyond  that  from  which  the 
biopsy  was  taken.  If  one  enters  the  center  of 
the  lesion,  this  error  can  be  avoided.  If  it 
proves  to  be  benign,  the  remainder  of  the 
lesion  can  be  excised  after  such  report  from 
the  frozen  section,  and  if  it  is  malignant,  only 
this  small  wound  with  a small  amount  of  serum 
is  present  to  threaten  the  larger  operative  field. 
However,  many  other  precautions  must  be 
taken  to  prevent  local  implant  since  we  and 
others  have  proven  that  rinsings  of  the  gloves 
or  instruments  used  at  such  biopsy  will  grow 
tumor  cells  on  tissue  culture.  We  must  treat 
this  area  as  though  it  were  infection  and  we 
were  trying  to  avoid  transplant  of  bacteria. 
We  do  this  by  putting  on  a basic  drape  and 
preparing  the  breast  for  biopsy,  and  then 
closing  in  to  a small  area  with  additional 
drapes  which  can  be  discarded  without  dis- 
turbing the  basic  ones.  Suction  and  sponges 
are  used  to  keep  the  necessary  blood  and 
exudate  from  the  wound  localized  and  the 
tissue  is  obtained.  During  frozen  section, 
hemostasis  is  secured  and  when  proof  of 
malignancy  is  obtained,  the  cavity  is  packed 
with  a sponge  wrung  out  of  95%  carbolic 
acid.  It  is  then  sutured,  closed  very  tightly 
with  large  bites  of  heavy  suture  material  in  a 
strangulation  closure,  attempting  to  make  it 
water-tight.  Next,  the  area  is  again  thoroughly 
washed  with  alcohol  for  its  tumorcidal  effect, 
the  gloves,  instruments,  drapes  and  gowns 
used  in  the  biopsy  procedure  are  discarded 
and  an  alcohol  sponge  is  placed  over  the 
wound. 

With  new  gowns,  gloves  and  instruments, 
a hemostat  is  used  to  remove  the  alcohol 
sponge  and  both  are  discarded,  a new  one  is 
applied  and  thick  gauze  pack  is  sutured  or 
clamped  over  this.  If  the  wound  is  kept  com 
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pletely  covered  in  this  fashion  throughout, 
there  is  little  chance  for  wound  secretion  to 
get  into  the  new  field  and  we  have  been 
pleased  to  see  only  one  implant  in  an  other- 
wise unlikely  field  in  the  past  ten  years.  This 
removes  one  of  the  sources  of  failure  to  cure 
a localized  lesion. 

When  carcinoma  is  present,  careful  dis- 
section of  the  radical  mastectomy  seems  to 
produce  similar  results  throughout  the  country 
of  seventy  to  eighty  percent  five  year  cures  if 
the  lesion  is  confined  to  the  breast  and  about 
half  that  amount  if  axillary  nodes  are  involved. 
If  there  is  no  evidence  of  distant  metastases  in 
the  chest,  liver  or  in  the  supraclavicular  nodes, 
it  seems  wise  to  go  ahead  and  try  to  remove 
the  lesion  by  a properly  executed,  standard 
radical  mastectomy.  Although  it  is  logical  to 
try  to  remove  the  parasternal  and  supra- 
clavicular nodes,  in  1956  Wangensteen3  re- 
ported disappointment  with  his  extended 
radical  mastectomy  with  no  improvement  in 
salvage  and  a definitely  increased  mortality  of 
some  12%.  Jerome  Urban’s4  procedure  seems 
more  logical  and  less  severe  and  shows  a very 
low  mortality.  However,  time  has  not  per- 
mitted true  evaluation,  but  his  latest  report  in 
1956  reveals  a slight  improvement  on  the  three 
year  cure  basis.  Time  will  tell  whether  this  has 
advantage.  Unfortunately,  by  the  time  that  the 
parasternal  and  supraclavicular  nodes  are  in- 
volved, usually  the  angio-invasive  character 
of  the  lesion  has  produced  distant  metastases 
whether  recognizable  or  not.  Our  failures  have 
largely  been  due  to  distant  metastases  without 
recurrence  in  the  operative  site,  probably 
based  upon  the  so  called  “pre-determinism”  of 
host  resistance  and  tumor  activity  and  on  the 
basis  of  metastases  of  microscopic  nature  be- 
fore amputation  was  done,  as  quoted  by  Vin- 
cent Collins.5  It  is  presupposed,  if  there  is  no 
recurrence  locally  and  tumor  does  appear  in 
the  distant  areas  postoperatively,  that  these 
must  have  been  implanted  before  or  during 
operation.  Conversely,  if  there  is  recurrence 
locally,  this  coidd  be  the  source  of  distant 
metastases. 

Even  malignant  growth  occurring  during 


pregnancy  is  worth  surgical  attack  since  an 
occasional  case  is  cured  thereby,  and  even 
Haagensen6  with  his  extreme  conservatism 
has  conceded  this  possibility. 

For  the  advanced  disease  discovered  at 
operation,  when  there  is  involvement  of  all 
nodes  up  to  the  very  margin  of  dissection,  we 
have  utilized  postoperative  irradiation  of  the 
supraclavicular  and  parasternal  areas  and 
oophorectomy  unless  the  patient  shows  by 
assay  and  vaginal  smear  that  there  is  very 
little  estrogen  activity.  This  has  appeared  to 
be  worthwhile  sacrifice.  Testosterone  has  been 
reserved  for  those  who  show  recurrence  after 
such  a program  because  of  its  masculinizing 
qualities  and  the  considerable  benefit  obtained 
from  the  previous  moves. 

For  those  patients  who  have  distant  meta- 
stases when  first  seen,  irradiation  of  the  breast, 
axilla,  supraclavicular  and  parasternal  areas 
plus  oophorectomy  if  there  is  estrogen  activity 
and  testosterone  administration  have  been 
tried,  but  rather  futilely  since  the  results  have 
been  uniformly  poor.  With  a rare  exception, 
these  patients  go  only  one  to  two  years  more, 
but  an  occasional  one  has  carried  on  for  five  to 
six  years  even  though  given  enough  testoster- 
one to  cause  extreme  masculinization.  No  cures 
have  been  obtained  by  any  combination  of 
x-ray,  hormones,  excision  of  glands  or  chemi- 
cals if  the  lesion  was  not  removable  by  sur- 
gery. Again,  this  points  the  way  to  early  diag- 
nosis before  spread  has  occurred  when  surgery 
can  be  curative. 
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RELATIONS  BETWEEN  MEDICAL 
SCHOOLS  AND  THE  MEDICAL 
PROFESSION 


Kenneth  M.  Lynch,  M.  D..  D.  Sc.,  LL.  D. 
President,  Medical  College  of  South  Carolina 


For  many  years  I have  been  hoping  for  the 
time  to  come  when  the  Alumni  Associa- 
tion of  the  Medical  College  of  South 
Carolina  would  mature  to  practical  realization 
an  occasion  at  least  of  annual  occurrence  when 
the  authorities  of  the  school  could  advanta- 
geously make  a full  report  upon  the  status, 
the  needs  and  the  prospects  of  health  and 
medical  education  as  it  affects  the  well-being 
of  the  people  of  the  State.  Provision  for  such 
an  opportunity  is  awaited  with  such  patience 
as  may  be  maintained  along  with  the  con- 
viction that  mere  passive  acceptance  is  not 
enough  support  if  we  shall  be  consciously  and 
vocally  proud  of  possessing  the  best  that  may 
be  provided  for  this  fundamental  service. 

Medical  education  in  America  was  entirely 
in  control  of  the  profession  of  medical  practice 
until  about  fifty  years  ago.  In  spite  of  the 
appearance  of  prophet  leaders  in  the  ranks 
from  time  to  time,  it  is  notorious  that  this  ex- 
clusive guardianship  led  to  a state  of  shameful 
inadequacy  as  exposed  when  the  product  was 
finally  examined  by  competent  and  un- 
prejudiced thinkers. 

In  the  housecleaning  that  followed,  and  that 
really  has  not  as  yet  been  completed,  there  was 
a joining  of  the  enlightened  forces  of  the  med- 
ical profession  with  those  of  educational 
authority,  to  produce  a scientific  revolution 
elevating  American  medicine  from  the  bottom 
to  the  top  of  the  civilized  world  ladder.  It  was 
our  good  fortune  that  this  reversal  was  ex- 
pedited by  two  major  wars  in  which  we  were 
victorious. 

Latterly  there  has  been  some  evidence  of 
“pulling  and  hauling”  between  the  two  forces 
concerned  in  this  effort;  the  appearance  of 
division  between  the  agencies  of  the  profession 
concerned  primarily  with  the  business  of  med- 

( Address  prepared  for  Alumni  Association  Meeting 
May  1.  1957) 


ical  practice  and  the  interests  entrenched  in 
educational  traditions.  Where  conflict  of  ideas 
gives  symptoms  of  disruption,  it  is  incumbent 
upon  those  who  bear  responsibility  to  keep  in 
force  the  process  of  “meeting  of  the  minds”  on 
the  common  purpose. 

While  in  South  Carolina  we  have  managed 
to  keep  a close  connection  between  the  prac- 
ticing profession  and  the  only  medical  school 
in  the  State,  we  must  not  assume  that  full  and 
harmonious  understanding  will  always  be 
maintained  without  deliberate  planning  bv  the 
two  interests.  We  live  in  a time  of  tensions  in 
practically  all  of  our  exposures;  the  war  of 
nerves  is  not  limited  to  our  relations  with 
other  peoples.  In  the  pressures  of  the  busiest 
life  ever  experienced  in  medical  matters,  we 
must  realize  that  none  of  us  can  become  or 
remain  as  competent  to  judge  within  another 
compartment  of  activity  as  in  our  own  sphere 
of  narrowed  specialization.  The  complexities 
of  the  life  to  which  we  are  now  exposed  re- 
quire reciprocity’  in  trust  and  confidence  as 
never  before. 

Recently  we  passed  through  the  second  an- 
nually proclaimed  period  designated  as  “Med- 
ical Education  Week.”  Although  we  now  ap- 
pear to  be  involved  in  the  division  of  the  weeks 
of  the  year  in  such  fashion  as  to  lose  much  of 
the  force  sought  for  the  subjects  of  the  dedica- 
tions, it  is  significant  that  the  proclamation  of 
“Medical  Education  Week”  came  about  not 
solely  by  promotion  from  the  medical  area  but 
from  recognition  of  the  basic  importance  of 
medical  education  to  the  nation,  particularly 
by  “industry'.”  When  the  industrial  tycoons  are 
led  to  assemble  for  the  promotion  of  medical 
education  and  devote  time  as  yvell  as  money 
to  large  effort  in  its  behalf,  it  may  be  certain 
that  there  is  not  only  personal  advantage  but 
there  is  money  value.  When  that  conviction 
seeps  southward,  as  it  will,  yve  shall  not  be  so 
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pinched  as  we  have  been. 

South  Carolina  has  become  one  of  the 
regions  where  industry  hopes  to  find  favorable 
opportunity.  Let  us  not  overlook  the  value 
that  industry  has  come  to  place  in  medical 
education  and  the  research  and  health  care 
services  that  have  come  to  be  recognized  as 
associated  with  it.  Although  there  has  as  yet 
been  little  evidence  that  business  people  of 
mainly  local  experience  have  given  much 
thought  to  the  importance  of  health  and  med- 
ical care  services  and  facilities,  a number  of 
persons  connected  with  newly  located  in- 
dustrial plants  in  our  section  have  taken  the 
trouble  to  say  that  the  existence  of  a modern 
medical  center  here  was  a factor  taken  into 
account. 

It  woidd  not  only  be  an  ideal  health  and 
medical  program  for  a state  of  the  proportions 
and  type  of  South  Carolina  to  place  in  practi- 
cal effect  the  state-wide  hospital  plan  devised 
for  it,  it  would  be  one  of  the  smartest  moves 
for  the  attraction  of  practical  business  inter- 
ests. 

Although  it  should  be  very  profitable  to  re- 
view the  activities,  the  accomplishments,  the 
purposes,  the  hopes  and  the  anxieties  of  the 
present-day  medical  school  center,  only  a high 
point  can  be  touched  upon  at  a time  like  this 
occasion.  Because  the  most  crucial  factor  con- 
cerned is  financial  support,  that  high  point 
may  be  used  as  the  springboard  for  most  any 
exploration,  particularly  at  the  present  moment 
when  money  matters  are  at  the  most  acute 
stage. 

Doubtless  a like  situation  affects  all  medical 
schools,  although  for  their  tranquility  and 
safety  of  purpose  I hope  not;  it  takes  “money 
to  make  the  mare  go.” 

In  South  Carolina  the  financial  resources  of 
medical  education  are  relatively  the  same  as 
they  always  have  been,  in  anxiety  crisis. 
Despite  the  improvement  in  public  reception 
of  the  advantages  to  be  secured  from  capital 
investment  in  medical  school  facilities,  which 
allowed  the  Medical  College  to  acquire  a 
reasonably  adequate  and  up-to-date  plant, 
there  has  been  an  aftermath  of  inertia  that  is 
extremely  discouraging.  It  is  as  if  the  con- 
struction of  a building  were  an  end,  instead 
of  a means  to  an  end,  and  an  assumption  that 


the  benefits  to  accrue  would  automatically 
follow  without  further  attention. 

Further,  although  almost  any  enterprise  of 
progressive  and  expanding  nature  would 
ordinarily  expect  increasing  cost  of  operation 
as  well  as  further  physical  expansion  as  its 
success  required  and  justified,  it  has  ap- 
parently been  expected  that  the  annual  budget 
of  the  Medical  College  would  level  off  with 
the  initial  operation  and  remain  thereafter 
static.  The  struggle  to  secure  the  money  for 
phvsical  facilities  was  terribly  exhausting,  but 
the  continuous  year  round  and  year  after  year 
effort  to  secure  the  means  for  operation  is  de- 
vitalizing. Along  with  the  full  occupation  of 
carrying  on  through  one  year  must  be  carried 
the  doubled  duty  of  providing  for  the  next.  1 
doubt  that  any  progressive  business  enterprise 
would  for  very  long  carry  such  a double  bur- 
den on  the  shoulders  of  an  organization  de- 
signed only  for  the  operational  task;  yet  the 
Medical  College  would  utterly  collapse  were 
not  both  jobs  successfully  done. 

It  is  not  helpful  to  medicine  of  the  present, 
with  the  tremendous  advancements  of  very 
recent  times,  for  people  to  be  personally  able 
to  remember  the  comparatively  simple  prac- 
tices composing  all  that  doctors  had  at  hand 
or  in  mind  only  a short  while  ago.  It  is  next 
to  impossible  for  the  administrative  authority 
of  a medical  school  to  secure  an  understanding 
of  the  differences  in  the  requirements  and  in 
the  money  involved  in  a present-day  accept- 
able operation  as  contrasted  with  what  many 
people  recall  as  the  accepted  institution  of  but 
a few  years  back. 

What  would  have  been  the  investment 
value  of  the  average  good  medical  school 
plant  within  the  recollection  of  most  of  us 
here  I would  not  now  attempt  to  estimate;  but 
it  could  not  have  been  more  than  a small  frac- 
tion of  the  $25,000,000.00  or  more  that  has  al- 
ready been  spent  or  will  have  been  spent  in 
the  next  two  or  three  years  on  the  physical 
plants  of  the  institutions  and  units  assembled 
in  the  medical  educational,  research  and  ser- 
vice center  in  South  Carolina. 

It  is  so  recent  that  I can  recall  his  tone  of 
voice  when  I heard  one  of  the  leading  authori- 
ties of  medical  education  state  that  no  medical 
school  of  less  than  $250,000.00  annual  budget 
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could  hope  to  survive.  From  my  own  experi- 
ence and  observation,  I would  say  today  that 
the  medical  school  which  cannot  muster  to  its 
use  or  support  an  over-all  operational  budget 
or  aggregation  of  separate  budgets  in  an 
amount  of  around  $7,000,000.00  or  more  an- 
nually will  not  long  be  able  to  maintain  a pro- 
gram of  approvable  standard,  and  that  is  only 
counting  on  conditions  as  of  the  present  date. 
That  estimate,  although  made  from  actualities 
now  in  effect,  incidentally  is  consistent  with 
national  estimates  of  the  operational  costs  of 
modern  hospitals  as  compared  with  capital 
investments  in  them. 

These  figures,  astronomical  as  they  might 
have  been  considered  a few  years  back,  are 
not  cited  here  to  cause  alarm;  it  is  timely  that 
we  understand  and  face  their  significance. 
Since  our  budget  propositions  are  published 
information,  there  is  no  secret  in  our  presenta- 
tion to  the  General  Assembly  for  1957-58.  In 
consideration  of  all  of  the  controlling  condi- 
tions and  by  comparison  with  similar  institu- 
tions in  our  own  neighborhood  as  well  as 
country-wide,  our  figures  are  not  out  of  line; 
rather  they  are  modest  and  exhibit  economical 
soundness.  The  Medical  College  budget  is  not 
“padded.” 

Lest  the  totals  be  misconstrued,  the  net  cost 
to  the  State  of  the  educational  budget  for  next 
year  should  be  about  $1,000,000.00,  counting 
tuition  as  revenue  to  the  State,  not  left  with 
the  institution  for  operational  use.  Bearing  in 
mind  that  this  covers  the  schools  of  medicine, 
nursing  and  pharmacy  as  well  as  various 
technical  and  other  special  training  programs, 
and  that  there  are  differences  in  accounting 
and  reporting  methods  among  the  institutions, 
I find  no  approved  medical  school  operating 
more  economically.  The  range  is  from  our  re- 
sources, as  about  the  minimum,  up  to  around 
$4,400,000.00. 

The  other  major  budget  carried  by  the  Col- 
lege is  that  of  the  new  Medical  College  Hos- 
pital, estimated  at  a net  cost  to  the  State  in  its 
second  year  of  operation  of  about  $1,850.- 
000.00.  Unfortunately  we  have  not  been  able 
as  yet  to  get  the  State  financial  authorities  to 
see  that  patient  care  revenues  should  be  left 
for  management  and  use  by  the  hospital,  as 
we  believe  would  not  only  be  right  but  would 


be  good  economy. 

It  is  also  our  conviction  that  the  hospital 
and  clinics,  and  other  patient  care  areas, 
should  be  classified  in  a separate  public  service 
budget,  as  is  done  in  a comparable  situation 
at  another  of  the  State’s  institutions  of  higher 
learning.  Actually,  if  a minimal  dollar  value 
were  placed  on  such  public  services  by  medi- 
cal schools,  and  a true  cost-accounting  method 
used,  medical  education  would  become  a 
practically  costless  by-product.  As  now  calcu- 
lated our  cost  per  medical  student  per  year  is 
about  the  national  average,  around  $3,000. 

In  1957-58  the  Medical  College  will  ad- 
minister budgets  of  over  $4,000,000.00,  of 
which  it  will  secure  about  30%  from  other 
sources  than  direct  State  appropriation.  That 
is  in  the  realm  of  big  business;  it  is  also  good 
business. 

It  appears  timely  that  the  medical  profes- 
sion, perhaps  through  this  Association,  should 
renew  activities  in  support  of  medical  educa- 
tion to  a similar  decisive  effect  to  that  which 
it  produced  in  1945.  We  believe  that  the 
Medical  College  has  fully  justified  that  effort 
and  that  trust  and  that  no  objective  in  medi- 
cine is  more  important  to  the  profession  as 
well  as  the  public  than  active  promotion  of  its 
sponsorship  before  the  government  and  the 
people.  The  few  voices  that  have  carried  the 
message  in  the  meantime  have  grown  hoarse. 
If  the  Medical  College  shall  continue  and 
progress  at  the  pace  of  the  last  ten  years — that 
being  the  only  acceptable  prospect — it  will 
require  freshened  encouragement  and  vigor- 
ous backing.  For  instance,  until  it  shall  be- 
come known  and  accepted  that  nowadays  it 
takes  a professional  salary  of  $12,000  to  $15,- 
000  to  equal  one  of  $3,000  to  $4,000  thirty 
years  ago,  and  that  the  number  of  such  posi- 
tions has  increased  from  two  or  three  to  per- 
haps a hundred,  it  will  not  be  easy  to  meet 
mandatory  requirements  even  of  this  day. 

As  a vital  adjunct  to  establishing  a regular 
and  dependable  routine  of  support,  may  I take 
the  liberty  of  urging  the  habit  of  giving, 
particularly  through  the  American  Medical 
Education  Foundation.  Dollars  contributed 
through  that  channel  will  grow  to  almost 
double  size,  or  possibly  more,  by  the  time  they 
arrive  at  their  destination.  It  would  surprise 
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you  to  know  what  this  extra  bit  means. 
Routinely  in  regular  budgets  there  are  crucial 
deficiencies  that  cannot  be  met  except  by  such 
means  as  this.  Industry  has  thrown  a challenge 
at  the  medical  profession;  we  cannot  afford  to 
not  more  than  meet  it.  As  another  challenge, 
I feel  at  liberty  to  state,  without  calling  names, 
that  a certain  group  of  the  faculty  has  agreed 
among  themselves  to  make  such  a contribu- 
tion to  the  institution  in  an  annual  amount  of 
about  $7,500.00.  There  are  other  anonymous 
staff  members  also  making  substantial  con- 
tributions. It  may  also  be  said,  again  without 
giving  names,  that  there  are  staff  members  who 
pay  out  of  their  pockets  a good  many  thou- 


sands of  dollars  each  year  to  eke  out  expenses 
for  help  and  facilities  they  must  have  for  their 
work.  Otherwise  the  demands  for  State  ap- 
propriations would  be  greater  than  they  are. 
Doubtless  all  such  people  as  compose  faculties 
always  will  continue  such  traditional  habits. 

While  most  of  this  discourse  has  unavoid- 
ably dealt  with  the  dollar  mark,  I hope  that 
it  has  carried  a message  and  a plea  beyond 
that  crass  symbol.  Money  can  cure  a lot  of 
ills,  but  only  by  reason  of  what  it  provides. 
Without  encouragement,  no  amount  of  dollars 
can  produce  satisfaction;  with  encouragement 
to  accompany  it,  it  is  surprising  how  much 
farther  a dollar  will  go. 


ASPECTS  OF  CONTROLLED 
RESPIRATION  DURING 
GENERAL  ANESTHESIA 

L.  W.  Fabian,  M.  D.,  M.  Bourgeois-Gavardin,  M.  D.  and  C.  R.  Stephen,  M.  D 

Durham,  N.  C. 


Inadequate  alveolar  ventilation  is  an  almost 
invariable  complication  of  general  anes- 
thesia. A minor  degree  of  inadequacy  may 
or  may  not  give  rise  to  clinical  manifestations 
momentarily,  but  when  the  possibility  of  its 
occurrence  is  ignored,  respiratory  acidosis  may 
result  and  the  effects  become  severe.  Where 
anesthesia  becomes  deeper  or  when  muscle 
relaxants  are  administered,  the  discrepancy 
between  ventilated  and  nonventilated  alveoli 
increases.  Hypoxia  and  hypercapnia  assume 
greater  proportions  and  major  upsets  in  acid- 
base  balance  may  result. 

This  known  sequence  of  events  has  been  a 
major  factor  in  the  development  of  manual 
and  automatic  (mechanical)  methods  for 
artificial  ventilation.  In  providing  a greater 
degree  of  stabilization  in  blood  gas  tensions, 
the  incidence  of  vascular  complications  such 
as  severe  post-hypercapneic  hypertension  has 
diminished. 

The  induction  of  apnea  and  artificial  con- 

From  the  Division  of  Anesthesiology,  Duke  Univer- 
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trol  of  respiratory  pattern  also  has  been  found 
to  provide  a quieter  operative  field  and  to 
minimize  anesthetic  drug  requirements.  These 
results  indicate  the  practical  value  of  the 
technique  in  providing  safer  anesthesia  for  the 
patient  and  more  pleasant  working  conditions 
for  the  surgeon. 

A number  of  important  points  concerning 
certain  possible  disadvantages  in  the  use  of 
this  technique,  however,  must  be  emphasized. 
In  order  to  clarify  these  comments  regarding 
the  use  of  controlled  respiration,  a brief  re- 
view of  the  pertinent  basic  physiology  seems 
desirable.  These  generalizations  concerning 
external  respiration  should  serve  as  basic 
criteria. 

Normal  gas  exchange  depends  upon  three 
separate  but  highly  integrated  processes  and 
demands  that  minimal  work  be  required  in 
maintaining  their  efficiency. 

The  first  of  these  processes  is  ventilation 
which  includes  both  the  volume  and  distribu- 
tion of  inspired  and  expired  air  flowing  to 
and  from  the  alveoli  each  minute. 
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The  second  process  is  that  of  proper  dif- 
fusion of  oxygen  and  carbon  dioxide. 

Third,  the  pulmonary  capillary  blood  flow 
must  be  adequate  in  volume  and  distribution 
to  all  ventilated  alveoli. 

Awareness  of  such  requirements  has  en- 
couraged the  careful  evaluation  and  com- 
parison of  manual  and  mechanical  methods 
of  artificial  ventilation. 

Two  separate  types  of  manual  control  are 
recognized;  the  continuous  and  the  inter- 
mittent positive  pressure  methods.  Although 
both  consist  of  pressure  applications  from 
breathing  bag  to  alveoli,  the  time  interval  of 
pressure  phasing  separates  the  extremely 
hazardous  from  the  usually  safe  method. 

Maintenance  of  a continuous  positive  pres- 
sure greater  than  20  to  30  cm.  H20  throughout 
both  phases  of  the  respiration  cycle  may  re- 
sult in  disaster  for  certain  patients.  Where 
such  pressures  are  not  reached  during  the 
expiratory  phase,  and  a sufficient  time  is 
allowed  for  full  expiration  with  minimal  re- 
sistance, little  such  danger  exists  in  the  normal 
individual. 

It  is  to  be  emphasized,  however,  that  where 
hypovolemic  shock  or  circulatory  collapse  on 
any  etiologic  basis  exists  in  a patient,  the 
slightest  increase  in  airway  pressures  might 
prove  disastrous. 

Reasons  for  such  statements  may  be  based 
on  certain  known  effects  produced  by  in- 
creased airway  pressures  of  continuous  nature. 
These  include  increases  in  residual  air,  de- 
creased cardiac  output  and  lowered  arterial 
pressure.  Marked  venous  hypertension  is  a 
constant  and  significant  finding. 

Development  of  an  “educated  hand”  by  the 
anesthesiologist  does  provide  certain  ad- 
vantages over  mechanically  controlled  de- 
vices. Of  these  benefits  the  most  important  is 
the  ability  to  evaluate  muscle  tone,  chest  wall 
resilience  and  the  resulting  index  of  anes- 
thetic depth.  This  factor  alone  has  provided 
a basis  for  argument  by  certain  adversaries 
of  the  mechanical  technique  and  one  can 
hardly  invalidate  the  merits  of  this  concept. 

Universal  agreement  on  two  or  more  un- 
desirable points  concerning  manual  control  of 
intermittent  positive  pressure  is  certain.  These 
points  involve  the  fatigue  and  the  inefficiency 


resulting  from  a long  period  of  artificial  ven- 
tilation. In  addition,  there  is  the  almost  im- 
possible supposition  that  even  the  hand 
adorned  with  Phi  Beta  Kappa  keys  is  capable 
of  supplying  a known  gas  volume  at  known 
pressures  with  the  unerring  uniformity  neces- 
sary to  maintain  homeostatic  gas  exchange. 

These  factors  and  the  realization  that  other 
duties  required  of  the  anesthesiologist,  such 
as  managing  administration  of  blood  and 
fluids,  would  allow  rather  extended  periods 
of  apnea,  have  promoted  interest  in  many 
fields  of  medicine  in  the  use  of  mechanical 
ventilators  for  providing  controlled  respira- 
tion during  general  anesthesia. 

One  cannot  appreciate  these  devices  fully 
until  his  knowledge  of  manual  control  is  well 
developed  in  theoretic  as  well  as  practical 
aspects. 

Since  one  is  desirous  of  providing  the  best 
possible  equilibrium  of  respiratory  function, 
he  can  avail  himself  of  several  indices  of  the 
comparative  efficiency  provided  by  manual 
and  mechanical  ventilation. 

The  arterial  pressure,  venous  pressure,  pulse 
rate,  skin  color  and  temperature,  contour  and 
motion  of  pupils  and  muscle  tone  serve  as 
valuable  guides  in  evaluating  the  ventilatorv 
status  regarding  effective  airway  pressures 
and  respiratory  gas  exchange  as  well  as  the 
depth  of  anesthesia.  Arterial  02,  pH  and 
pC02  levels  are  excellent  indices. 

Regarding  the  type  of  anesthesia,  such 
choice  must  be  individualized  but  a combina- 
tion of  NoO  and  02  of  70  per  cent  to  30  per 
cent  ratio  supplemented  by  small  doses  of 
thiobarbiturates  and  continuous  succinylcho- 
line  drip  usually  will  suffice.  It  should  be 
stated  that  except  for  unusual  circumstances, 
endotracheal  anesthesia  is  preferred  in  order 
to  decrease  dead  space  and  to  prevent  acute 
gastric  dilatation  which  frequently  results 
when  only  a mask  is  used. 

The  initial  process  by  which  apnea  is  pro- 
duced may  be  that  of  either  neuromuscular 
blockade  or  by  combined  lowering  of  C02 
tension  and  inhibition  of  the  Hering  Brener 
reflex  mechanism  or  both. 

Upon  production  of  apnea,  the  onset  of 
manual  control  of  ventilation  should  be  im- 
mediate. Emphasis  is  placed  on  the  short,  fast 
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inspiratory  phase  and  the  longer  expiratory 
phase.  Once  stabilization  of  the  cardio- 
vascular and  respiratory  mechanisms  has  oc- 
curred, the  change-over  to  mechanical  control 
may  be  made.  It  is  imperative  that  necessary 
adjustments  of  the  respirator  be  made  as 
swiftly  and  accurately  as  possible. 

It  seems  proper  to  describe  in  detail  the  use 
of  only  two  of  the  number  of  ventilators  avail- 
able at  present  since  the  older  types  are  not 
as  satisfactory  from  the  physiologic  viewpoint, 
and  some  of  the  newer  ones  are  available  only 
for  investigation.  The  Jefferson  ventilator  and 
Stephenson  controlled  respiration  unit  have 
appeared  to  be  the  most  popular  units  among 
anesthesiologists.  Both  have  received  clinical 
evaluation  and  have  proven  beneficial  in  the 
capacities  for  which  they  were  designed.  A 
number  of  differences  exist  between  the  two, 
but  both  have  desirable  features  of  gauge  con- 
trol in  regulating  phasing,  cycling  and  timing 
of  positive  and  negative  respirations.  The 
Stephenson  apparatus  also  provides  control  of 
quantitative  tidal  volumes. 

Either  of  these  must  be  used  in  conjunction 
with  a standard  anesthetic  machine  and  must 
be  connected  to  a source  of  air  or  oxygen 
different  from  the  cylinders  of  the  gas 
machine.  Pressure  compensator  flowmeters  are 
also  required  for  these  units. 

To  help  establish  a respiratory  pattern,  a 
means  of  manual  inflation  is  provided  on  each 
unit  in  such  a manner  that  an  immediate 
change  to  automaticity  is  possible.  This  pro- 
vision also  is  a necessary  feature  of  these  units 
as  a safeguard  should  mechanical  failure 
occur. 

Generally  for  closed  chest  procedures  the 
initial  pressures  will  be  set  at  plus  10  or  minus 
10  or  slightly  altered  from  these  levels.  For 
open  chest  procedures  pressures  of  plus  15, 
minus  5 or  slight  alterations  will  be  satis- 
factory. These  figures  are  given  as  examples 
only  since  the  patient’s  response  is  the  true 
guide  for  the  pressure  variations  to  be  made. 

The  value  of  having  a negative  pressure 
phase  in  such  ventilating  is  well  established 
since  it  enhances  venous  return  to  the  heart 
and  aids  in  overcoming  resistances  in  the  air- 
way which  otherwise  might  constitute  posi- 


tive expiratory  pressures.  ( Doubtless  the 
elimination  of  C02  is  more  efficient. ) 

The  use  of  these  ventilators  offers  real  aid 
to  the  anesthesiologist  and  relieves  him  for 
brief  intervals  to  adjust  blood  or  fluid  in- 
fusions, check  blood  pressure  and  pulse  and 
observe  the  other  important  signs  of  anes- 
thesia. In  no  way  are  these  respirators  to  re- 
lieve the  anesthesiologist  of  his  patient  re- 
sponsibility. Indeed,  the  utilization  of  such  de- 
vices might  tend  to  lull  one  into  a sense  of 
false  security.  Avoiding  this  pitfall  is  a most 
important  factor  in  their  use  during  anesthesia. 

Irrespective  of  the  methods  used  during 
controlled  respiration,  the  adequacy  of  ventila- 
tion is  best  reflected  in  studies  of  arterial  blood 
gas  tensions.  Quantitative  values  of  the  blood 
pH,  pCo2  and  Oo  saturation  provide  the  in- 
formation necessary  for  judging  the  efficiency 
of  respiration  and  therefore  the  indices  which 
we  may  use  in  ascertaining  whether  the  con- 
trol pattern  must  be  altered. 

The  consensus  of  opinion  at  present  seems 
to  lie  in  preference  of  maintaining  a mild 
respiratory  alkalosis  and  of  preventing  any 
degree  of  respiratory  acidosis  which  might 
ultimately  precipitate  a rapid  shift  of  pH  in 
the  postanesthetic  period.  There  are  those  who 
maintain  the  opposite  opinion  on  the  basis 
that  spontaneous  respiration  is  dependent  to 
a great  extent  on  the  maintenance  of  a normal 
pC02  level.  Therefore  they  feel  that  inter- 
ference with  proper  gas  exchange  may  not  be 
prolonged  in  the  postanesthetic  period  as  a 
result  of  the  lowered  pC02  occurring  second- 
ary to  hyperventilation.  It  is  difficult  at  this 
time  to  state  dogmatically  which  faction  holds 
the  correct  concept. 

Summary 

The  use  of  artificial  ventilation  (controlled 
respiration)  during  general  anesthesia  is  a 
valuable  aid  in  promoting  the  normality  of 
gas  exchange  when  such  control  is  managed 
according  to  basic  physiologic  concepts. 

A discussion  is  presented  concerning  the  ad- 
vantages and  disadvantages  to  be  considered 
in  assuming  the  responsibility  for  respiratory 
control. 
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A comparison  of  manual  and  mechanical  ciency  with  which  gas  exchange  and  asso- 

methods  is  made  but  emphasis  is  placed  not  dated  biochemical  phenomena  are  kept  at 

on  which  is  the  better  method,  but  the  effi-  stable  levels. 


INFLUENCE  OF  NITROFURAZONE 
ON  POSTOPERATIVE  HEALING 
OF  ANORECTAL  WOUNDS* 

Leon  Banov,  Jr.,  M.  D.  and  Charles  Belisle,  M.  D. 

Charleston,  S.  C. 


The  history  of  medicine  mentions  in- 
numerable substances  used  in  an  effort 
to  facilitate  healing  of  wounds.  In  re- 
cent years,  the  potential  importance  of  early 
stages  or  subclinical  types  of  bacterial  wound 
infection  is  becoming  recognized,  and  anti- 
microbial agents  are  used  widely  to  improve 
wound  healing.  It  is  often  difficult  to  evaluate 
the  usefulness  of  these  drugs,  since  all  wounds 
differ  in  many  respects.  Surgical  wounds  are 
more  suitable  for  a study  of  this  type,  because 
a series  can  easily  be  obtained  of  lesions  com- 
parable in  extent.  The  anorectal  wound  is 
particularly  exposed  to  bacterial  contamina- 
tion, and  we  have  studied  the  influence  of 
antimicrobial  agents  on  postoperative  healing 
of  such  lesions.  The  use  of  serial  color  photo- 
graphs, made  under  standardized  conditions 
at  varying  intervals  following  the  operation 
was  the  technic  adopted.  In  a relatively  small, 
but  well  controlled  number  of  cases,  such  a 
study  had  been  previously  carried  out  with 
two  peroral  antibiotics.  Our  results  indicated 
that  neither  erythromycin  nor  tetracycline  per 
os  are  of  demonstrable  value  as  promoters  of 
wound  healing  in  the  postoperative  period.1 

Extending  the  above  studies,  we  have  re- 
cently completed  a similar  study  with  a topical 
antibacterial  agent.  This  is  nitrofurazone 
(Furacin,  Eaton  Laboratories),  an  anti- 
bacterial compound  of  the  nitrofuran  group. 
These  drugs  have  lately  been  gaining  increas- 
ing recognition  in  therapy.2  Furacin  is  used 
topically  only.  It  is  highly  effective  against 
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the  common  bacterial  flora  of  wounds3  and 
there  are  many  extensive  clinical  studies  at- 
testing its  effectiveness  in  various  types  of 
superficial  lesions.4’8 
Material  and  Methods 

There  were  118  patients  in  this  study,  all  of 
whom  had  hemorrhoidal  disease,  anal  fissure, 
or  both  of  these  conditions.  The  group  in- 
cluded 18  patients  receiving  no  antibacterial 
therapy,  serving  as  controls.  After  admission, 
they  had  a complete  medical  history,  physical 
examination,  complete  blood  count  and 
urinalysis.  These  data,  the  operative  details, 
and  the  postoperative  clinical  course,  were  re- 
corded on  special  individual  chart  forms. 

All  hemorrhoidectomies  were  done  by  an 
open  modified  ligature-excision  technic.  The 
anal  fissures  were  operated  upon  using  a 
modification  of  the  method  described  by 
Gabriel.9  Immediately  after  surgery,  color 
photographs  were  made  of  the  wound,  using 
an  electronic  Hash  camera  provided  with  a 
fixed  focus  to  standardize  the  distance.  The 
relationships  of  space  and  size  were  thus  made 
uniform  with  all  the  subsequent  photographs, 
which  were  taken  at  weekly  intervals  by  the 
same  technic.  At  the  end  of  this  study,  the 
case  records  and  photographs  of  the  treated 
group  of  patients  were  compared  with  those 
of  the  control  group. 

The  treated  group  consisted  of  100  patients. 
These  patients,  their  conditions  and  the  sur- 
gical technic,  were  comparable  to  those  of  the 
control  group.  Immediately  after  operation, 
nitrofurazone  was  applied  on  the  gauze  band- 
age placed  on  the  wound.  The  drug  was  then 
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applied  daily  by  the  authors  during  the  four 
to  five  days  postoperative  hospital  stay. 
Following  discharge,  the  patient  applied  the 
nitrofurazone  dressing  daily  until  complete 
healing  of  the  wound  took  place.  This  usually 
occurred  within  10  to  28  days  in  hemor- 
rhoidectomies, while  the  fissurectomy  wounds 
healed  mostly  in  28  to  40  days.  The  patients 
were  pleased  with  the  idea  of  taking  an  active 
part  in  promoting  wound  healing,  and  never 
objected  to  daily  applications  of  the  drug. 

In  the  immediate  postoperative  period, 
nitrofurazone  0.2  per  cent  in  a special  cream 
base  seemed  preferable  to  the  “Soluble  Dress- 
ing” because  the  latter  tended  to  adhere  to 
the  wound,  producing  some  pain  and  bleed- 
ing during  the  removal  at  the  first  change  of 
dressing  on  the  day  after  operation.  However, 
when  the  new  Bauer  & Black  Telfa  bandage 
was  used,  Furacin  Soluble  Dressing  was  found 
quite  suitable  and  there  was  no  undesirable 
adherence  to  the  wound. 

Results 

A careful  comparison  of  the  charts  and  color 
photographs  of  the  two  groups  revealed  some 
definite  differences  in  a significant  proportion 
of  cases.  Generally,  nitrofurazone-treated 
wounds  had  a cleaner  granulating  surface,  and 
very  little  serous  exudate.  The  wounds  of  the 
control  group  were  mostly  paler  and  the  sero- 
purulent  exudate  seemed  more  abundant.  It 
also  seemed  that  the  treated  wounds  healed 
more  rapidly.  It  is  difficult  to  make  a more 
positive  statement  on  this  aspect,  because  of 
the  inevitable  differences  in  any  two  surgical 
wounds,  even  when  the  same  operator  and 
technic  are  involved.  Other  individual  factors, 
such  as  age  and  general  condition  of  the  pa- 
tient, may  also  play  a role  which  is  often 
difficult  to  assess.  However,  careful  study  of 
the  color  photographs  and  records  of  all  cases 
confirmed  the  generally  poorer  rate  of  healing 
in  the  untreated  group. 

An  apparent  skin  sensitization  to  nitro- 
furazone was  noted  in  only  two  patients.  One 
was  a case  of  anal  fissure  and  non-specific 
peri-anal  ulcer  with  a relatively  longer  healing 
period,  and  a consequently  prolonged  treat- 
ment. The  wound  was  virtually  healed,  when 
one  day  a maculopapular  eruption  appeared 
overlying  the  area  treated  with  nitrofurazone. 


This  lesion  promptly  subsided  when  applica- 
tions of  the  dressing  were  discontinued,  and 
there  was  no  undue  delay  in  healing.  The 
second  case,  an  anal  fissurectomy  wound,  de- 
veloped a pruritic  maculopapular  lesion  after 
25  days  of  using  the  nitrofurazone  ointment. 
The  condition  cleared  up  after  stopping  the 
use  of  the  drug. 

In  the  first  few  postoperative  days,  some  pa- 
tients reported  a mild  stinging  sensation,  which 
appeared  immediately  upon  application  of  the 
dressing  and  persisted  for  a few  minutes.  On 
the  other  hand,  the  expected  postoperative 
pruritus  which  is  so  often  associated  with 
wound  healing,  was  considerably  diminished 
in  many  cases  treated  with  nitrofurazone. 

Most  gratifying  was  the  high  degree  of  pa- 
tient acceptability  of  nitrofurazone  in  its 
presently  available  form  (Furacin  Soluble 
Dressing).  Its  superiority  over  “messy”  and 
greasy  or  oily  substances  drew  spontaneous 
and  favorable  comments  in  several  instances. 

Discussion 

Although  100  cases  is  a relatively  small 
number,  and  the  control  group  numbered  only 
18  patients,  these  cases  were  so  comparable 
as  to  make  the  results  of  definite  significance. 
It  is  obvious  that  no  drug  can  take  the  place 
of  proper  surgical  technic  and  judgment,  but 
provided  these  are  of  the  high  quality  neces- 
sary, a preventive  antibacterial  topical  medi- 
cation in  the  postoperative  period  seems  to 
play  a definite  role  enhancing  healing.  Anti- 
bacterial drugs  which  are  never  or  rarely  used 
systemically,  are  obviously  preferable  for  topi- 
cal medication.  Antibiotics  are  better  reserved 
for  systemic  use,  avoiding  the  risk  of  un- 
necessarily sensitizing  the  patient  to  these 
valuable  drugs,  and  also  minimizing  the  ac- 
cretion of  antibiotic-resistant  pathogens. 
Another  consideration  is  the  frequency  of  al- 
lergic sensitization.  Nitrofurazone  may  cause 
such  in  some  cases,  but  statistical  studies  in- 
dicate that  this  occurs  in  less  than  3 per  cent 
of  cases.2  These  reactions  seem  more  frequent 
in  dermatologic  rather  than  surgical  cases. 
The  rate  of  occurrence  of  such  reactions  may 
also  vary  somewhat  depending  on  the  technic 
of  use.  Reactions  probably  become  more  fre- 
quent when  for  any  reason  the  drug  must  be 
entrusted  to  the  patients  for  self-administra- 
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tion.  In  such  cases,  we  consider  it  essential 
that  the  patient  be  carefully  indoctrinated. 
For  instance,  we  always  instructed  each  pa- 
tient to  apply  the  dressing  so  that  the  nitro- 
furazone  comes  in  contact  with  the  wound 
only,  and  not  with  the  skin  of  the  buttocks. 

There  are  many  favorable  comments  in  the 
medical  literature  on  proctologic  use  of  nitro- 
furazone  for  cryptitis,10,1 1 irradiation  procti- 
tis12 and  on  many  types  of  operative 
wounds.1 3-1 6 The  ability  of  nitrofurazone  to 
accelerate  healing  of  anorectal  wounds  has 
been  reported  previously  in  the  medical  litera- 
ture.17,18,19 In  a recently  published  study  in 
plastic  surgery,  it  was  found  that  nitrofurazone 
was  superior  to  an  inert  dressing  in  promoting 
healing  of  donor  areas,  and  there  was  no 
sensitization  in  50  patients.20 


We  believe  that  our  use  of  photography  to 
secure  permanent  objective  records  of  the 
progress  of  healing  following  proctologic  sur- 
gery, is  deserving  of  more  widespread  use. 
This  technic  affords  a permanent  record  of 
each  case,  permitting  easy  objective  evaluation 
by  various  investigators. 

Summary 

Healing  of  118  anorectal  operative  wounds 
was  recorded  by  color  photography  at  fixed 
intervals.  Of  the  118  patients,  100  were 
selected  at  random  and  treated  with  daily 
applications  of  nitrofurazone;  the  remaining 
18  served  as  controls.  A careful  comparative 
study  of  patient  records  and  serial  photo- 
graphs indicated  that  the  antibacterial  nitro- 
furazone (Furacin)  had  a beneficial  influence 
on  healing  in  a significant  proportion  of  cases. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 

Left  Ventricular  Hypertrophy 

Dale  Groom,  M.  D. 

Department  of  Medicine 

Case  Record — Acute  pulmonary  edema  was  the 
presenting  illness  of  a 51  year  old  merchant  with  a 
history  of  prolonged  rheumatic  disease  with  fever  and 
epistaxis  in  childhood.  His  cardiac  findings  were 
those  of  aortic  stenosis  and  insufficiency,  namely:  a 
loud  systolic  murmur  and  thrill,  maximal  at  the  aortic 
area  where  it  virtually  replaced  the  second  heart 
sound,  transmitted  into  the  neck,  head,  back,  and 
upper  extremities,  and  a diastolic  murmur  of  moderate 
intensity  transmitted  from  the  base  of  the  heart  down 
toward  the  apex.  Blood  pressure  in  both  arms  was 
about  150/40,  and  pulsation  was  visible  in  the  retinal 
arterioles.  On  chest  roentgenogram  his  marked 
cardiac  enlargement  was  seen  to  involve  primarily  the 
left  ventricular  segment.  The  patient’s  response  to 
conventional  measures  of  treatment  was  sufficient  to 
enable  him  to  subsequently  resume  his  livelihood. 

During  a routine  re-examination,  almost  two  years 
later  the  electrocardiogram  illustrated  here  was  re- 
corded. It  was  essentially  unchanged  from  the  pre- 
vious ones  with  the  exception  of  slightly  higher  volt- 
age QRS  deflections  in  all  leads. 

Electrocard  iogram — Standardization  deflections  are 
included  on  each  strip  of  tracing  to  show  that  leads 
V-l  through  V-4  were  recorded  at  one-half  the  usual 
sensitivity  as  is  often  necessary  when  the  complexes 
are  inordinately  large.  A conventional  sensitivity  set- 
ting, in  which  one  millivolt  produces  a 10  mm,  de- 
flection of  the  baseline,  is  employed  for  all  the  other 
leads.  Voltage  of  the  QRS  complexes  is  nevertheless 
conspicuously  high  throughout  the  electrocardiogram 
and  their  axis  is  shifted  markedly  toward  the  left. 
In  lead  I it  is  entirely  an  upright  deflection  while  in 
lead  III  it  is  predominantly  a downward  one.  Added 
together,  the  R wave  in  I plus  the  S wave  in  III 
total  45  mm.  The  “transition  zone”  also  is  displaced 
leftward — to  around  the  V-5  position  where  the  QRS 
configuration  is  midway  between  that  recorded  over 
the  right  ventricle  (V-l  — V-2)  and  that  of  left 
ventricular  leads  (usually  V-5  and  V-6).  QRS  com- 
plexes are  also  wider  than  normal,  measuring  0.11 
sec.  duration. 

Appreciable  S-T  segment  displacements  are  pres- 
ent in  many  leads.  Principally  they  are  depressed  in 
those  from  the  left  ventricular  surface  and  elevated 


in  leads  which  “look  into"  the  ventricular  cavities 
from  the  right  and  above,  in  this  case  aVr,  V-l  and 
V-2.  T waves  are  in  all  instances  opposite  in  direc- 
tion to  the  main  deflections  of  their  QRS  complexes. 

The  P-R  interval  measures  0.22  sec.,  indicative  of 
some  delay  in  A-V  conduction,  consistent  with 
digitalis  effect. 

Discussion — Electrocardiographic  evidence  of  ven- 
tricular hypertrophy  is  necessarily  indirect  evidence. 
No  single  alteration  in  the  heart’s  electrical  activity 
can  be  considered  pathognomonic,  and  rarely  a gross- 
ly enlarged  heart  will  fail  to  show  any  of  the 
characteristic  alterations  of  hypertrophy.  Yet  this  has 
long  been  one  of  the  major  fields  of  usefulness  of  the 
electrocardiogram.  When  viewed  as  a whole,  and 
particularly  in  the  light  of  the  clinical  findings,  the 
ECG  can  often  provide  an  early  clue  of  hypertrophy 
— even  before  enlargement  is  demonstrable  by  x-ray. 

At  one  time  much  emphasis  was  placed  upon  the 
“axis  deviation”  as  displayed  in  the  standard  limb 
leads.  It  may  well  be  true  that  deviation  of  the  QRS 
axis  to  the  left  is  the  most  common  single  alteration 
produced  by  isolated  left  ventricular  hypertrophy  in 
adults.  But  many  other  factors  affect  the  electrical 
axis,  notably  body  build  and  individual  pecularities 
of  anatomic  position  of  the  heart.  A horizontal  or  a 
vertical  position  tends  to  produce  left  or  right  axis 
deviation  respectively  in  a completely  normal  heart. 
When  both  ventricles  are  hypertrophied  the  in- 
creased potentials  of  one  tend  to  balance  out  those 
of  the  other  yielding  little  or  no  deviation.  Right  or 
left  axis  deviation  therefore  does  not  necessarily 
imply  right  or  left  ventricular  hypertrophy,  although 
it  may  provide  a prominent  clue.  More  reliable  in- 
dications are  generally  found  in  the  precordial  leads 
which  are  recorded  much  closer  to  the  heart  surface. 

Increase  in  the  voltage  of  ventricular  complexes  is 
a common  manifestation  of  ventricular  hypertrophy. 
A larger  muscle  mass  tends  to  produce  a greater 
electrical  potential.  One  explanation  for  this  suggests 
that  as  the  individual  muscle  cells  become  larger  their 
internal  resistance  decreases  by  virtue  of  their  in- 
creased cross  sectional  area,  and  that  it  is  the  de- 
creased electrical  resistance  of  a cell  which  is  re- 
sponsible for  the  greater  electromotive  force  it  pro- 
duces. Another  consideration  entails  the  essentially 
opposite  directions  of  the  voltages  generated  in  the 
two  ventricles;  if  the  normal  disproportion  in  their 
sizes  is  changed  the  voltage  arising  in  the  hyper- 
trophied side  becomes  as  a consequence  relatively 
unopposed  by  that  of  the  other  side.  The  resultant 
increase  in  the  height  of  the  QRS  deflections  in 
standard  leads  I and  III  has  been  utilized  as  an  in- 
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dication  of  left  ventricular  hypertrophy,  that  condi- 
tion being  suspected  when  the  sum  of  the  R wave  in 
I plus  the  S wave  in  III  exceeds  25  mm.  A com- 
parable criterion  for  the  V leads  is  a total  of  35  mm. 
or  more  for  the  R wave  in  V-5  or  V-6  added  to  the 
S wave  in  V-l.  When  the  heart  is  horizontal  as  it  is 
in  this  case  the  left  ventricular  potentials  are  re- 
flected predominantly  in  aVl.  Here  an  R wave  higher 
than  13  mm.  is  generally  considered  suggestive  of 
left  ventricular  hypertrophy,  as  is  one  measuring  more 
than  20  mm.  in  aVf  in  the  case  of  a vertically  dis- 
posed heart.  It  should  be  noted  that  the  voltage  of 
deflections  in  the  electrocardiogram  is  influenced  also 
by  factors  other  than  hypertrophy,  including  hyper- 
thyroidism, anemia,  and  perhaps  fever. 


Probably  the  most  accurate  single  sign  of  increased 
thickness  of  a ventricular  wall  is  the  time  interval 
required  for  the  depolarization  impulse  to  spread 
through  it  from  the  endocardial  layer  to  the  epi- 
cardial  surface  underlying  the  electrode.  This 
“ventricular  activation  time”  ( V.A.T. ) is  longer  over 
the  thicker  walled  left  ventricle  than  over  the  right. 
Thus  the  time  interval  between  the  onset  of  the  QRS 
and  the  intrinsicoid  deflection  (abrupt  downstroke 
beginning  at  the  peak  of  the  R wave)  can  be  ex- 
pected to  increase  over  the  left  ventricle  as  its  outer 
wall  becomes  hypertrophied.  In  the  absence  of  a 
bundle  branch  block,  myocardial  infarction,  or  some 
electrolyte  abnormality  such  as  hyperkalemia,  an  in- 
trinsicoid deflection  beginning  more  than  0.05  sec. 
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following  the  onset  of  the  QRS  in  a left  ventricular 
lead  is  strongly  suggestive  of  hypertrophy.  In  this 
case  the  interval  measures  0.055  sec.  in  V-6,  and  in 
avl  it  exceeds  0.06  sec.  Similarly  the  total  duration 
of  QRS  complexes  tends  to  be  prolonged  in  hyper- 
trophy bevond  the  0.10  sec.  upper  limit  of  normal 
to  as  much  as  0.12  sec.,  though  this  measurement  is 
often  normal. 

S-T  and  T wave  changes  illustrated  in  this  case 
are  typical  of  advanced  hypertrophy  and  might  be 
considered  as  secondary  changes.  These  are  as  yet 
poorlv  understood  and  have  often  been  construed  as 
indications  of  “ventricular  strain”,  a concept  which 
perhaps  has  some  clinical  correlation  and  usefulness 
but  which  lias  not  been  universally  accepted  because 
of  its  mechanical  rather  than  electrical  implication. 
Whether  such  S-T  segment  displacements  are  due  to 
a current  of  injury  arising  from  ischemia  or  trauma 
or  stretching  of  the  subendocardial  layers,  or  to  some 
aberration  of  repolarization,  they  are  frequently  ob- 
served to  regress  or  disappear  with  clinical  improve- 
ment. Occasionally  such  regression  is  observed  in 
serial  tracings  on  patients  undergoing  treatment  for 
hypertension;  even  T waves  which  were  inverted  in 
left  ventricular  leads  (presumably  due  to  reversal  in 
the  normal  direction  of  repolarization)  may  become 
upright. 

Ischemia  of  subendocardial  muscle  tissue  may  in 
part  account  for  attacks  of  congestive  failure  coming 
on  abruptly  in  patients  with  advanced  ventricular 
hypertrophy.  Both  the  stenosis,  with  its  resultant  high 
intraventricular  pressure  during  systole,  and  the  in- 
sufficiency of  the  aortic  valve  in  this  patient  are  con- 
ducive to  this.  Hypertrophy  itself  leads  to  ischemia, 
the  volume  of  a cell  increasing  out  of  proportion  to 
its  surface  area,  so  that  enlarging  cells  ultimately  out- 
strip their  blood  supply.  This  is  thought  to  constitute 
one  of  the  major  limiting  factors  in  the  process  of 
ventricular  hypertrophy. 

Primary  Uterine  Inertia— 

A Case  Report 

Lawrence  L.  Hester,  Jr.,  M.  D. 
and  W.  R.  Griffin,  M.  D. 

Department  of  Obstetrics  and  Gynecology 

A 24  year  old  colored  female  gravida  1,  para  0 
whose  last  menstrual  period  was  August  1,  1956  and 
expected  date  of  confinement  May  8,  1957,  was  ad- 
mitted to  Roper  Hospital  at  10:20  A.  M.  May  24, 
1957  in  active  labor. 

She  had  been  followed  at  the  Out-patient  Clinic 
since  December,  1956  with  an  uncomplicated  ante- 
partum course.  Physical  examination  on  admission  to 
Roper  Hospital  was  essentiallv  negative  with  a blood 
pressure  of  116/78.  The  fundus  of  the  uterus  was 
enlarged  to  38  cm.  above  the  symphysis  pubis  and 
uterine  contractions  of  fair  quality  were  occurring 
every  5 to  8 minutes.  The  fetus  was  in  a vertex  pre- 
sentation with  fetal  heart  tones  in  the  left  lower  ab- 
dominal quadrant,  140  per  minute  and  regular.  The 


estimated  weight  of  the  fetus  was  IV2  pounds.  Rectal 
examination  showed  the  cervix  to  be  40  per  cent 
effaced,  2 cm.  dilated;  the  membranes  were  thought 
to  be  intact  and  the  head  unengaged.  X-ray  pelvi- 
metry indicated  an  adequate  pelvis. 

Progress  of  labor; 

2:30  A.  M.  May  24,  1957— Labor  began. 

2:30  A.  M.  May  24  to  12:15  A.  M.  May  25— 
Desultory  labor  with  little  progress. 

5:15  A.  M.  May  24 — Sterile  pelvic  examination: 
cervix  70  per  cent  effaced — 3 cm.  dilated; 
membranes  intact;  unengaged  head. 

12:15  A.  M.  to  6:30  A.  M.  May  25— Patient 
rested  with  14  grain  of  morphine  sulfate 
and  given  1000  ml.  5 per  cent  dextrose  in 
distilled  water  intravenously — no  labor. 

6:30  A.  M.  to  2:30  P.  M.  May  25— Desultory 
labor. 

2:30  p.  m.  May  2.5 — 500  ml.  5 per  cent  dextrose 
in  water  with  pitocin  intravenously;  fair 
labor  with  no  progress. 

7:00  P.  M.  May  25,  1957  to  4:30  A.  M.  May  26, 
1957 — No  labor — patient  rested  with  14 
grain  of  morphine  sulfate  and  given  1000 
ml.  dextrose  in  water  intravenously. 

4:30  A.  M.  May  26  to  2:50  P.  M.  May  26— 
Desultory  labor — no  progress. 

2:50  P.  M.  to  4:30  P.  M.  May  26 — Sterile  pelvic 
examination  done — cervix  4 to  5 cm.  dilated 
and  70  per  cent  effaced — membranes  sur- 
gically ruptured.  Intravenous  drip  of  pitocin 
containing  5 minims  of  pitocin  in  500  ml. 
dextrose  in  water  begun.  Fair  labor  with 
uterine  contractions  occurring  every  3 to  5 
minutes  and  lasting  for  60  seconds. 

4:15  P.  M.  Fetal  distress  noted  by  drop  in  fetal 
heart  rate  to  80  per  minute. 

7:00  P.  M.  May  26 — Because  of  little  progress 
after  64  hours  of  labor,  beginning  signs  of 
fetal  distress,  and  ruptured  membranes  of  5 
hours  duration,  a low  cervical  cesarean  sec- 
tion under  spinal  anesthesia  was  done.  A 7 
pound,  12  ounce  male  infant  was  delivered 
in  good  condition.  The  mother  withstood 
the  operative  procedure  well  and  the  post- 
operative course  was  uncomplicated. 

Discussion:  Uterine  dysfunction  or  uterine  inertia 
is  a weakness  of  uterine  action  due  to  subnormal  or 
abnormal  uterine  forces  which  are  insufficient  to  over- 
come the  natural  resistance  offered  to  the  birth  of  the 
baby  by  the  maternal  soft  parts  and  the  bony  birth 
canal.  The  most  common  cause  of  uterine  inertia  is 
the  premature  and  injudicious  administration  of  anal- 
gesic drugs  and  anesthesias.  It  is  associated  with  over- 
distention of  the  uterus,  emotional  disturbances, 
debilitating  conditions;  but  in  many  cases  the  cause 
of  uterine  inertia  is  unknown. 

A patient  may  be  classified  as  having  uterine 
inertia  if  the  cervix  shows  no  change  over  an  eight 
hour  period  and  the  uterine  wall  is  easily  indentable 
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at  the  acme  of  each  contraction.  Any  patient  un- 
delivered after  twelve  hours  of  labor  or  so-called 
labor  is  a potential  candidate  for  prolonged  labor  and 
should  be  re-evaluated.  This  re-evaluation  should  in- 
clude all  or  part  of  the  following: 

( a ) Establish  a diagnosis  of  true  or  false  labor. 

(b)  Vaginal  examination — may  reveal  everything 
is  normal;  however,  one  must  guard  constant- 
ly against  misinterpretation  of  the  findings. 

(c)  X-ray  pelvimetry. 

(d)  Consultation. 

X-ray  pelvimetry  is  a “must”  in  the  work-up  of  a 
patient  with  desultory  labor  or  uterine  inertia.  Con- 
sultation should  be  obtained  and  should  be  a hospital 
requirement  prior  to  cesarean  section  or  operative 
vaginal  delivery.  This  rule  or  requirement  is  designed 
for  the  protection  of  the  physician,  as  well  as  the 
patient  and  her  unborn  child. 

If  after  the  above  has  been  done,  and  it  is 
ascertained  that  the  patient  is  in  true  labor  and  there 
is  no  cephalo-pelvic  disproportion,  then  the  uterus 
must  be  stimulated.  This  is  best  done  by  using  pitoein 
in  an  intravenous  infusion  with  5 minims  to  500  ml. 


of  5 per  cent  dextrose  in  water.  This  should  be  be- 
gun at  the  rate  of  12  drops  per  minute,  the  pitoein 
added  to  the  drip,  and  the  patient  watched  carefully 
for  a tetanic  uterine  contraction,  or  fetal  distress.  If 
this  does  not  effect  delivery,  rest  may  be  in  order, 
followed  by  the  artificial  rupture  of  the  membranes, 
if  all  the  criteria  are  met,  and  another  course  of  intra- 
venous pitoein. 

There  may  be  a failure  of  intravenous  pitoein  to 
effect  spontaneous  or  low  forceps  delivery  in  ap- 
proximately 10  per  cent  of  the  cases.  The  treatment 
in  these  cases  will  depend  upon  the  cervical  dilatation, 
station  of  the  head,  and  general  estimation  of  cephalo- 
pelvic  relationship.  If  the  cervix  is  not  fully  dilated, 
then  cesarean  section  will  usually  be  the  treatment  of 
choice. 

SUMMARY:  A case  of  uterine  inertia  is  presented. 
An  adequate  evaluation  of  the  passenger-pelvic  re- 
lationship, prior  to  the  stimulation  of  the  uterus,  is 
stressed. 

REFERENCE 

Eastman,  N.  J.,  Williams  Obstetrics,  New  York, 
N.  Y.  1950,  Page  778,  Appleton,  Century,  Croft,  Inc. 


SPECIAL  ARTICLE 

THE  SIGNS  AND  SYMPTOMS 
OF  COMMUNISM,  U.  S.  A. 

Communism  is  the  wickedest  organized  evil  in  the 
world  today.  To  paraphrase  Billy  Graham,  Com- 
munists are  the  soldiers  of  the  prince  of  this  world. 
In  terms  of  religion,  Communism  is  evil  because  it  is 
professedly,  militantly  atheistic.  In  terms  of  phil- 
osophy, Communism  is  evil  because  it  is  a govern- 
mental system  based  upon  the  control  of  the  in- 
dividual through  naked  force  and  terrorism  applied 
by  government.  In  terms  of  economics,  it  is  evil  be- 
cause it  limits  economic  initiative  to  government 
officials  in  top  positions,  preventing  the  inventive 
genius  of  individuals  finding  scope. 

If  the  above  claims  are  conceded,  it  is  startling  to 
find  that  the  last  three  presidents  of  the  United  States 
including  President  Eisenhower  have  taken  the  matter 
of  Communist  subversion  within  the  United  States 
lightly.  It  is  terrifying  to  find  the  Supreme  Court  of 
the  United  States  protecting  Communists,  who  by 
definition  are  dedicated  to  the  forceful  overthrow  of 
all  existing  world  organizations  including  governments, 
fraternal  organizations,  religions,  the  family,  etc.  and 
the  replacement  of  the  same  by  the  world-wide  Com- 
munist state.  The  Supreme  Court’s  procedure  is  so 
habitual  that  Representative  Howard  Smith  of  Vir- 
ginia stated  in  connection  with  the  Supreme  Court 
decision  freeing  those  Communists  convicted  in  Cali- 
fornia under  the  Smith  Act  that  he  was  not  surprised 
at  the  action  of  the  Supreme  Court,  that  he  could  not 
recall  a case  which  the  Communists  had  lost  under 
the  present  Supreme  Court. 


If  the  situation  is  as  presented,  and  the  American 
people  are  both  bewildered  and  apathetic,  it  may  be 
that  their  state  of  mind  results  in  part  because  they  do 
not  recognize  the  actions  of  Communism  when  they 
see  them  and  because  they  refuse  to  distrust  their 
prominent  government  officials.  The  remainder  of  this 
article  will  be  devoted  to  citing  recent  events  in- 
dicating the  devious  manner  in  which  Communism 
works  and  yet  the  telltale  signs  by  which  it  may  be 
recognized  by  those  whose  eyes  have  been  opened  by 
eating  of  the  fruit  of  the  tree  of  the  knowledge  of  good 
and  evil.  The  attainment  of  this  state  implies  accept- 
ance of  the  fact  that  all  traitors  are  not  dead,  and  the 
recognition  of  the  probability  that  Benedict  Arnold 
and  Colonel  Quisling  could  have  defended  their 
actions  pretty  well  by  modern  standards  on  the  grounds 
of  “humanitarianism”,  “the  greatest  good  of  the  great- 
est number”,  and  “the  prevention  of  needless  blood- 
shed in  a hopeless  war”. 

When  Whitaker  Chambers  left  the  Communist 
Party  to  resume  his  place  as  a patriotic  American 
citizen,  he  stated  that  in  his  opinion  he  was  leaving 
the  winning  side  for  the  losing  side,  which  action  he 
took  for  the  sake  of  his  spiritual  integrity.  Dr.  Bella 
Dodd,  a former  Communist,  testified  on  June  12,  1956, 
on  oath  before  the  Senate  Internal  Security  Com- 
mittee that  the  Communist  Party  was  then  gaining  at 
an  alarming  rate  in  America.  She  stated  that  it  was 
not  gaining  under  the  title  of  the  Communist  Party, 
but  through  having  its  operators  working  under  many 
different  titles  and  labels.  She  stated  that  people  who 
were  known  to  her  as  Party  members  or  associates 
were  rapidly  mounting  to  important  positions  in  policy 
making  in  government  and  in  industry. 
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The  world  including  the  United  States  was  shocked 
in  the  fall  of  1956  by  the  ruthless  Russian  suppression 
of  the  anti-Communist  revolt  in  Hungary.  The  United 
Nations  protested  against  the  Russian  acts  but  did  not 
expel  Russia  from  membership  nor  did  the  United 
States  even  threaten  to  withdraw  diplomatic  recogni- 
tion from  Russia  and  its  satellites.  Indeed,  it  has  been 
asserted  in  certain  quarters  that  the  United  States 
State  Department  went  to  great  pains  to  prevent  the 
Hungarian  revolution  from  gaining  momentum  through 
participation  by  other  Iron  Curtain  countries.  The 
United  Nations  did  appoint  a committee  to  study  the 
facts  of  the  Hungarian  revolution  and  suppression  and 
it  released  its  report  on  June  20,  1957.  It  was  inter- 
esting to  note  that  possiblv  a week  before,  one  of  the 
critics  of  the  Administration  had  noted  that  the  report 
was  about  to  be  released  and  that  the  Administration 
of  the  United  States,  in  accordance  with  its  customary 
protection  of  Communists  throughout  the  world,  would 
not  press  for  immediate  consideration  of  the  report 
when  submitted,  but  would  seek  to  have  it  brought  up 
in  September.  It  was  alleged  that  tins  action  would 
give  the  Russians  three  more  months  in  which  to 
massacre  such  Hungarians  as  they  chose  before  any 
formal  action  by  the  United  Nations.  Even  Life  maga- 
zine in  its  editorial  in  the  June  24,  1957  issue  com- 
mented that  there  was  still  time  to  help  Hungary.  It 
stated  that  some  of  our  State  Department  spokesmen 
were  asking  feebly,  “What  can  the  U.  N.  reallv  do?”, 
and  it  answered  that  the  U.  N.  could  do  plenty  and 
that  one  of  the  things  which  it  should  do  was  to  re- 
convene the  General  Assembly  at  once  to  demand  that 
the  Soviet  Union  show  cause  why  it  should  not  be 
expelled  and  take  other  named  appropriate  actions.  It 
is,  therefore,  sad  to  note  that  in  the  fame  newspaper 
report  of  the  United  Nations  committee  in  the  Green- 
ville, S.  C.  Piedmont  for  June  20,  1957,  appears  the 
statement,  “The  Assembly  must  decide  whether  to 
meet  and  discuss  the  report  now  or  wait  until  its 
twelfth  regular  session  starting  next  September  17. 
The  United  States  is  understood  to  feel  that  the  docu- 
ment is  so  important  it  should  be  taken  up  early  in 
that  session  when  many  foreign  ministers  will  be  on 
hand.  The  U.  S.  delegation  expects  to  call  together 
the  24  countries  that  sponsored  the  January  10th 
resolution  and  propose  that  they  make  a recommenda- 
tion to  this  effect.” 

It  may  well  be  that  the  committee  report  deserves 
study.  To  the  writer  it  appears  highly  debatable 
whether  it  requires  three  months’  study,  letting  the 
Russians  enjoy  immunity  from  prosecution  and  retalia- 
tion in  the  meantime,  or  whether  the  allegation  that 
study  is  needed  is  not  a carefully  considered  and  dis- 
guised method  to  protect  the  Communists  further.  A 
391  page  report,  the  sense  of  which  is  plain,  would 
not  ordinarily  require  intelligent  persons  to  spend 
three  months  of  their  time  for  comprehension  of  it. 
Certainly  every  delay  in  positive  action  against  the 
Russians  is  to  the  disadvantage  of  the  Hungarians,  and 
of  the  American  people;  yet  it  is  our  own  government 


that  is  taking  the  initiative  in  securing  the  delay. 

Consider  the  matter  of  Red  China.  Probably  most 
Americans  consider  the  government  of  Red  China  to 
be  the  enemy  of  the  people  of  the  United  States. 
Certainly  Red  China  fought  us  in  Korea  and  holds 
certain  of  our  nationals  prisoner  at  the  present  time. 
This  government  has  never  recognized  the  government 
of  Red  China.  The  government  of  Britain  recognized 
the  government  of  Red  China  some  years  ago.  The 
position  of  the  United  States  has  been  so  far  that  we 
should  for  our  national  interests  prohibit  trade  in 
strategic  goods  to  Communist  countries  and  their 
satellites.  The  Battle  Act  in  addition  provided  that 
we  use  certain  penalties  against  so-called  friendly 
nations  that  dealt  in  strategic  goods  with  Communist 
countries.  It  has  been  alleged  that  our  present  ad- 
ministration has  flagrantly  ignored  the  enforcement  of 
the  Battle  Act.  We  are  now  witne  sing  the  resumption 
of  trade  with  Red  China  in  strategic  materials  by  the 
British  government.  It  has  been  implied  in  the  press 
that  this  is  contrary  to  the  wishes  of  our  government. 
It  is  now  being  stated  by  reliable  reporters  such  as 
Human  Events  that  the  matter  of  trade  with  Red 
China  was  discussed  by  Mr.  Eisenhower  and  Prime 
Minister  MacMillan  in  Bermuda  this  year.  Human 
Events  alleges,  however,  that  the  United  States  did 
not  put  pressure  upon  Prime  Minister  MacMillan  not 
to  trade  with  Red  China;  quite  the  contrary,  pressure 
was  put  upon  him  by  us  to  resume  trade  with  Red 
China.  When  he  does  so  our  press  plays  up  his  un- 
American  action.  The  President  then  comments  at  some 
length  upon  trade  with  Red  China0  stating  that  some 
people  think  we  should  not  trade  with  the  Com- 
munists, and  some  people  think  that  we  should,  and 
that  although  such  trade  with  Communist  nations  is 
illegal  as  far  as  the  United  States  is  concerned  that 
there  will  undoubtedly  be  such  trade.  He  states  that 
as  long  as  it  is  against  the  law  for  the  United  States 
to  trade  with  Red  China,  of  course  the  law  will  be 
enforced.  In  the  meantime,  with  such  half-hearted 
condemnation  by  the  President  of  the  United  States, 
various  individuals  and  organizations  within  the  United 
States  are  pressing  for  the  resumption  of  trade  with 
Red  China  since  everybody  else  is  trading  with  Red 
China.  The  writer  will  wager  that  it  will  not  be  long 
before  the  government  of  the  United  States  will  sug- 
gest either  that  we  recognize  Red  China,  or  that  we 
admit  Red  China  to  the  United  Nations  and  then 
recognize  Red  China,  or  that  we  do  both  at  once. 
This,  of  course,  will  be  in  the  face  of  the  congressional 
resolution  adopted  not  long  ago  to  the  effect  that  Red 
China  not  be  admitted  to  the  United  Nations.  When 
all  of  these  tilings  happen,  the  a tute  reader  will 
realize  that  they  did  not  just  happen  but  that  careful 
groundwork  has  been  built  up  and  that  they  happened 
in  Mr.  Roosevelt’s  happv  phrase,  “because  we  planned 
it  that  way”. 

Thomas  Parker,  M.  D. 

“At  his  press  conference  on  June  5,  1957. 
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PRESIDENT’S  PAGE 

WHY  BLUE  SHIELD? 

The  public’s  changing  concept  of  its  health  needs  along  with  the  limited  pro- 
visions of  the  present  Blue  Shield  contract  has  made  necessary  a retailoring  of  our 
present  policies.  The  members  of  our  Association  have  had  a voice  in  these 
changes.  Now  let  us  review  the  facts  that  have  brought  us  to  the  present  situation. 

The  primary  purpose  of  Blue  Shield  is  to  protect  the  moderate  income  worker 
from  major  and  unexpected  medical  fees.  It  was  the  intent  of  Blue  Shield  to  furnish 
this  protection  for  a premium  that  the  individual  with  a limited  income  could  meet 
without  undue  hardship. 

Blue  Shield  was  instituted  during  an  era  when  the  limited  income  group  was 
clamoring  for  protection  so  loudly  that  it  seemed  the  government  might  have  to 
take  steps  to  satisfy  the  demand. 

It  is  true  that  commercial  insurance  companies  are  rendering  a definite  ser- 
vice in  the  way  of  prepaid  medical  attention,  but  such  companies  are  interested  in 
large  industries  or  in  insurance  of  individual  families  at  larger  premium  scales. 

Blue  Shield  is  the  doctor’s  plan  to  offer  fully-paid  or  “Service”  protection  to 
a segment  of  the  population  so  that  they  may  be  cared  for  without  loss  of  self-re- 
spect. Such  a contract  is  not  usually  commercially  available  to  this  group  at  a 
reasonable  premium. 

The  medical  profession  benefits  doubly,  first  by  caring  for  the  public;  and 
second,  bv  receiving  a reasonable  fee  which  it  might  not  get  in  any  other  way. 

It  is  not  enough  to  passively  support  Blue  Shield.  We  must  enthusiastically 
recommend  it  to  the  group  for  which  it  was  designed.  We  must  protect  our  Blue 
Shield  from  abuse  and  misuse,  for  it  is  our  own  plan,  designed  to  meet  a definite 
need. 

D.  Lesesne  Smith,  President 
South  Carolina  Medical  Association. 
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WOMEN  AND  CHILDREN  FIRST? 

This  is  an  old  principle  of  procedure  in  ship- 
wreck which  apparently  does  not  now  apply 
in  avoidance  of  disease.  Recent  emphasis  on 
the  importance  of  the  use  of  Asiatic  influenza 
vaccine  has  made  the  public  aware  of  the  cur- 
rent scarcity  of  the  necessary  materials  for 
carrying  out  a large  scale  program  on  com- 
munity immunization.  The  demand  for  in- 
dividual vaccination  appears  to  be  as  great  in 
proportion  as  the  supply  is  short.  Therefore 
everyone  concerned  is  rather  acutely  conscious 
of  the  way  in  which  the  available  vaccine  is 
distributed. 

The  public  concedes  the  wisdom  of  the 
arrangement  whereby  the  armed  forces  are 
given  first  chance  to  secure  protection  against 
the  threat  of  the  disease.  Its  basic  interest  in 
this  provision  is  logical.  It  also  concedes  the 
desirability  of  priority  of  protection  for  the  key 
figures  in  maintenance  of  community  activity 
— medical  personnel,  firemen,  policemen  and 
so  on.  Beyond  that,  every  man  is  for  himself 
and  his  family. 

How  then  can  he  understand  that  a certain 
large  non-medical  state  institution  has  been 
favored  with  an  ample  supply  of  vaccine  when 
his  own  family  is  lacking,  especially  since  the 
allotment  of  vaccine  is  not  from  the  amount  set 
aside  for  military  use,  but  comes  from  the 
limited  civilian  supply?  How  can  he  under- 
stand that  such  an  apparent  surplus  exists  that 
not  only  the  students  but  the  faculty  and  their 
families  and  employees  and  their  families  can 
be  included  in  the  vaccination  program,  while 
other  groups  far  more  important,  such  as  the 
personnel  of  the  hospitals,  are  still  unable  to 
obtain  a sufficient  amount  of  the  vaccine?  It 
scarcely  seems  realistic  to  hope  that  the  exten- 
sion of  the  vaccine  bounty  can  produce  a state 
of  protection  sufficiently  strong  to  withstand  a 
siege  of  infection,  and  the  overflow  of  bene- 
ficence represents  very  well  a little  of  the 
method  of  socialized  medicine. 

Perhaps  in  a state  of  epidemic  the  favored 


and  protected  few  may  take  care  of  the  second 
rate  and  susceptible  many. 


MEDICAL  COLLEGE  AND  STATE 
ASSOCIATION  RELATIONSHIP 

At  the  last  meeting  of  the  South  Carolina 
Medical  Association  the  House  of  Delegates 
overwhelmingly  defeated  a motion  intended 
to  establish  an  official  connection  between  the 
South  Carolina  Medical  Association  and  the 
Medical  College  of  South  Carolina.  Ap- 
parently, the  motion  took  many  of  the  dele- 
gates by  surprise,  and  some  feared  that  its 
passage  would  place  unnecessary  and  possibly 
hampering  restrictions  upon  the  Medical  Col- 
lege. To  the  contrary,  the  resolution  was  care- 
fully worded  to  limit  the  province  of  the  pro- 
posed committee  to  professional  and  economic 
matters  pertaining  to  the  practice  of  medicine, 
a field  of  mutual  interest.  Educational  and  re- 
search matters  were  carefully  omitted  as  being 
fields  belonging  peculiarly  to  the  Medical  Col- 
lege and  in  a general  sense  not  considered 
within  the  scope  of  activities  of  the  State  Medi- 
cal Association. 

While  the  South  Carolina  Medical  Associa- 
tion and  the  Medical  College  have  their  main 
interests  in  common,  there  are  grounds  in 
which  differences  could  arise.  The  Medical 
College  Hospital  derives  financial  support 
directly  from  an  appropriation  bv  the  Legisla- 
ture and  indirectly  from  state  supported 
agencies.  Thus  it  is  not  subject  to  the  same 
economic  restrictions  as  other  institutions.  The 
Medical  College  as  a unit  and  through  its  in- 
dividual faculty  members  is  increasingly  enter- 
ing into  the  practice  of  medicine  at  the  various 
economic  levels.  This  is  necessitated  by  the 
steadily  diminishing  number  of  indigent  pa- 
tients available  for  teaching  purposes,  the 
great  increase  in  health  insurance  and  state 
supported  agency  cases,  and  the  change  in 
teaching  methods  requiring  a greater  number 
as  well  as  a greater  variety  of  cases.  These 
needs  of  the  Medical  College  must  be  recog- 
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nized  by  the  practicing  profession.  At  the 
same  time  the  Medical  College  should  guard 
against  abusing  its  privileges.  Differences  of 
a professional  and  institutional  nature  must  be 
avoided.  Where  medical  colleges  have  not 
had  an  official  connection  with  their  state 
association,  difficulties  have  arisen,  often  of 
a serious  nature.  Satisfactory  working  rela- 
tions must  be  maintained  between  the  Medi- 
cal College  and  the  medical  profession  at 
large.  This  can  be  best  effected  through  a 
properly  constituted  committee  of  the  South 
Carolina  Medical  Association.  An  important 
function  of  such  a committee  should  be  to 
advise  the  State  Association  as  to  how  it  could 
best  use  its  support  for  the  development  of  the 
Medical  College.  It  should  also  advise  the 
Medical  College  how  it  could  best  serve  the 
needs  and  interests  of  the  practicing  profes- 
sion. The  very  fact  that  such  a committee  is 
functioning  would  place  the  Medical  College 
in  a favorable  light  as  regards  working  with 
the  practicing  profession,  and  it  would  also 
serve  as  a protection  against  undue  criticism. 
The  importance  of  such  a committee  could  not 
be  overestimated. 

In  spite  of  the  recent  action  of  the  House 
of  Delegates  the  matter  should  not  be  con- 
sidered as  closed.  The  members  of  the  State 
Association  in  general  and  the  delegates  in 
particular  should  be  giving  thought  to  it.  It  is 
encouraging  to  note  that  a special  committee  is 
being  appointed  to  study  the  subject.  It  would 
be  well  if  some  action  could  be  taken  at  the 
next  annual  meeting. 

Wm.  H.  Prioleau 

THE  SOUTHERN  MEDICAL 
ASSOCIATION 

Within  the  recollection  of  the  writer,  it  was 
customary  for  the  doctors  of  South  Carolina 
to  take  an  active  and  prominent  part  in  the 
affairs  of  the  Southern  Medical  Association. 
For  reasons  not  clear  at  the  moment,  there 
seems  to  have  been  a decrease  in  interest  and 
a decline  in  attendance  at  the  meetings  of  this 
very  fine  and  active  association.  An  appeal 
made  a short  time  ago  for  funds  to  help  with 
the  erection  of  a permanent  office  building  for 
the  association  has  met  with  very  small  re- 
sponse in  our  state,  and  it  must  be  assumed 


that  this  lack  of  response  represents  a lack  of 
genuine  interest  in  the  affairs  of  the  associa- 
tion. 

As  one  glances  over  the  list  of  members  on 
important  committees  and  members  active  in 
the  various  sections  of  the  association,  he  is 
hard  put  to  find  a South  Carolinian.  As  it  is 
obvious  that  members  achieve  such  positions 
by  faithful  attendance  and  wide  acquaintance 
in  any  organization,  it  would  seem  that  our 
contribution  in  attendance  as  well  as  in  funds 
has  been  quite  small.  A letter  printed  else- 
where in  this  Journal  voices  the  concern  of 
the  Councilor  for  South  Carolina,  and  certain- 
ly his  concern  would  seem  to  be  justified.  Let 
us  hope  that  South  Carolinians  can  be  stimu- 
lated to  more  active  participation  in  the  affairs 
of  an  association  which  should  be  as  close  to 
their  hearts  as  to  their  homes. 


PUT  THAT  SHOTGUN  DOWN 

“Shotgun”  therapy,  long  discountenanced 
in  many  medical  circles,  is  back  again  in  the 
form  of  the  multiple  anti-microbials.  Com- 
binations of  two  or  three  kinds  of  these  com- 
pounds are  being  advocated  by  many, 
especially  by  the  salesmen.  That  this  ap- 
proach is  undesirable  is  claimed  by  a number 
of  investigators  who  have  more  scientific  basis 
for  their  position. 

In  particular,  warnings  are  being  offered 
against  the  use  of  such  combinations  as  tetra- 
cycline, oleandomycin,  and  spiramycin.  It  is 
felt  that  the  latter  two  are  inferior  to  erythro- 
mycin, and  tend  to  develop  resistance  to  them- 
selves and  to  the  more  potent  erythromycin. 
Careful  observations  support  this  attitude. 

It  would  seem  more  desirable  to  stick  to  one 
agent  whose  activity  against  certain  specific 
infections  is  established.  Synergistic  action  is 
not  proven,  and  undesirable  complications 
may  follow  an  unnecessary  attempt  at  re- 
inforcement. Combinations  represent  a back- 
ward rather  than  a forward  step,  and  the  pro- 
fession should  require  sound  evidence  before 
accepting  any  of  the  current  apparently  un- 
warranted claims. 

THE  PHYSICIAN  AND  ACCIDENT 
PREVENTION 

From  time  immemorial,  physicians  have 
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been  impelled  by  distress  around  them  to  seek 
ways  and  means  to  prevent  useless  suffering 
and  unnecessary  death.  Like  the  Good  Samari- 
tan, we  heed  the  call  of  those  stricken  by  the 
wayside.  More  than  any  other  group  in  the 
community,  we  know  the  hazards  of  modern 
living.  From  plumbing  the  depths  of  disease 
and  injury,  we  develop  a finer  appreciation  of 
the  virtues  of  sane  protective  and  preventive 
health  practices. 

In  recent  years,  accidental  injuries  have 
claimed  more  and  more  of  our  attention.  Acci- 
dents now  rank  as  the  fourth  leading  cause  of 
death  (after  heart  disease,  cancer,  and  CNS 
vascular  lesions ) and  account  for  about  7 per- 
cent of  all  deaths  in  South  Carolina.  For  the 
age  groups  from  one  through  34  years  of  age, 
however,  accidents  rank  as  the  leading  cause 
of  death.  Of  829  South  Carolinians  between 
the  ages  of  5 and  25  who  died  in  1954,  44% 
were  killed  accidentally. 

While  figures  demonstrating  the  relative 
importance  of  accidents  as  a cause  of  death  in 
the  childhood  and  young  adult  years  are 
certainly  dramatic,  they  obscure  the  fact  that 
death  rates  from  accidents  are  actually  highest 
in  infants  and  persons  over  55.  The  seeming 
contradiction  is  explained  by  the  heavy  hand 
death  from  other  causes  lays  on  these  two  less- 
resistant  groups. 

We  may  conclude,  then,  that,  in  preventive 
counseling  for  children  and  young  adults, 
accidents  should  be  foremost  in  mind,  yet  pre- 
ventive guidance  for  our  infants  and  older 
adults  is  likely  to  be  somewhat  more  pro- 
ductive in  reducing  the  horrible  sequelae  of 
accidents. 

If  each  South  Carolina  physician  could  bring 
about  the  prevention  of  one  more  accidental 
death  a year,  accidents  would  be  just  about 
eliminated  as  a cause  of  death.  No  one  can 
estimate  how  many  accidental  injuries  we  are 
already  forestalling.  We  know,  however,  that 
in  1903  the  accidental  death  rate  was  about 
90  per  100,000  population  and  it  has  dropped 
steadily  over  the  years.  In  1955  it  reached  55 
per  100,000  for  the  United  States. 

We  know  that  accidents  aren’t  really  acci- 
dental. As  we  study  each  accident  that  occurs, 
we  realize  that  nearly  all  could  have  been 
prevented  bv  human  action  before  its  occur- 
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rence.  We  know  the  human  traits  associated 
with  accidents:  ignorance,  procrastination, 

imprudence,  apathy.  In  these  terms,  we  evalu- 
ate the  physical,  environmental,  and  psycho- 
logical status  of  the  families  who  come  to  us 
for  medical  guidance.  Based  on  our  findings, 
we  give  anticipatory  instruction  and  suggest 
corrective  measures.  We  participate  in  com- 
munity safety  programs,  establish  poison  in- 
formation centers,  and  promote  safety  legisla- 
tion. 

Still  we  are  faced  with  the  challenge  to  in- 
tensify our  efforts.  We  are  concerned  when 
reports  are  published  like  the  1955  survey 
which  indicated  that  in  only  60  percent  of 
American  households  are  medicines  routinely 
stored  safely. 

The  fight  to  reduce  the  accident  toll  is  by  no 
means  ours  alone.  Nevertheless,  the  knowl- 
edge, awareness,  and  preventive  efforts  of  phy- 
sicians are  of  vital  importance  in  the  progress 
being  achieved. 

Leon  Banov 


A special  committee  to  study  liaison  be- 
tween the  state  Medical  Association  and  The 
Medical  College  has  been  appointed.  Its  aims 
are 

1.  To  study  methods  of  communications 
between  the  South  Carolina  Medical 
Association  and  the  Medical  College. 

2.  To  make  recommendations  to  the  South 
Carolina  Medical  Association  as  to 
whether  a liaison  committee  is  feasible 
or  desirable  and  the  type  and  member- 
ship of  such  a committee. 

Members  of  the  Committee  are: 

Dr.  Frank  C.  Owens,  Chairman 
Columbia,  S.  C. 

Dr.  Henry  Robertson 

Charleston 

Dr.  W.  W.  Edwards 

Greenville 

Dr.  Howard  Stokes 

Florence 

Dr.  Abner  B.  Preacher 
Allendale 

Dr.  James  A.  McQuown 

Greenwood 

Dr.  John  M.  Brewer 

Kershaw 
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Dr.  C.  R.  F.  Baker 
Sumter 

Dr.  Charles  Hanna 
Spartanburg 

MINUTES  OF  COUNCIL 
COLUMBIA,  S.  C„  SEPT.  25,  1957 

A special  meeting  of  the  Council  was  held  at  the 
Wade  Hampton  Hotel,  Columbia,  S.  C.  on  September 
25,  1957.  The  meeting  was  called  to  order  at  2:15 
p.  m.  by  the  Chairman,  Dr.  J.  P.  Cain.  Members  pres- 
ent were  Drs.  D.  L.  Smith,  Crawford,  Stokes,  Eaddy, 
Wilson,  Waring,  Weston,  Johnson  and  all  Council- 
ors. Mr.  M.  L.  Meadors,  Executive  Secretary,  was  also 
present  as  were  Messrs.  Sandow,  Starin  and  Dick  of 
the  Staff  of  the  South  Carolina  Medical  Care  Plan. 

The  minutes  of  the  meetings  of  April  30th,  May  1. 
and  May  2,  1957  were  approved  as  published.  The 
President,  Dr.  D.  L.  Smith,  announced  that  Major 
General  Walter  Heaton  would  be  the  banquet  speaker 
for  the  Annual  Meeting  in  May  1958.  He  reported  on 
the  work  of  several  committees  of  the  Association  and 
announced  that  a Committee  had  been  appointed  to 
study  liaison  between  the  South  Carolina  Medical 
Association  and  the  Medical  College  of  South  Caro- 
lina. Dr.  Smith  further  reported  that  a meeting  for 
countv  medical  society  officers  was  planned  for  Janu- 
ary 1958. 

Dr.  Smith  brought  up  the  question  as  to  whether 
any  ethical  violation  was  involved  in  the  practice  of 
holding  an  open  house  or  other  entertainment  at  the 
dedication  of  a clinic  building.  A motion  was  made 
to  the  effect  that  Council  ask  the  local  county  medical 
societies  to  consider  such  matters  and  refer  them  to 
their  local  committees. 

A letter  was  read  regarding  the  Aiken  County  Medi- 
cal Society  and  its  activity  in  the  affairs  of  the  Second 
District  and  the  State  Medical  Association;  this  was 
the  result  of  an  inquiry  by  a committee  consisting  of 
Drs.  D.  L.  Smith,  A.  F.  Burnside  and  William  Weston, 
Jr.  and  no  recommendations  were  made. 

Dr.  Wyatt  reported  on  the  work  of  the  Committee 
on  Civilian  Defense  which  had  been  recently  pub- 
lished in  the  Journal  and  suggested  that  a representa- 
tive be  sent  to  a conference  to  be  held  later  in  the 
fall. 

Dr.  Waring  made  some  remarks  on  the  status  of 
the  Journal  and  decried  the  lack  of  scientific  material. 

Dr.  Cain  spoke  on  the  distribution  of  the  Asiatic 
Influenza  Vaccine  in  the  state  and  it  was  the  opinion 
of  Council  that  the  Delegates  be  asked  to  consider 
the  AMA  policy  regarding  publicity  in  this  and  in 
other  regards. 

Dr.  J.  P.  Cain  made  a report  regarding  the  status  of 
the  Blue  Shield  plan,  and  noted  that  the  Council  had 
been  asked  to  reconsider  some  matters  this  fall.  Dr. 
G.  D.  Johnson,  President  of  the  S.  C.  Medical  Service 
Plan,  gave  his  report  and  made  some  recommendations 


which  were  to  be  considered.  A general  discussion 
followed  and  after  which  Dr.  J.  P.  Cain  made  a 
statesmanlike  summary  of  the  situation.  Messrs. 
Sandow,  Dick  and  Starin  answered  a number  of  ques- 
tions and  each  member  of  Council  expressed  his 
opinion  as  to  what  might  be  done.  Dr.  Bozard  sug- 
gested that  the  present  contract  be  left  as  is  with  in- 
creased surgical  benefits.  It  was  Dr.  Crawford’s 
opinion  that  the  premium  rates  be  raised  and  surgical 
fees  be  likewise  raised.  Dr.  Fleming  suggested  the 
policy  of  laissez  faire,  and  Dr.  Wilson  thought  that 
the  basic  policy  be  made  for  surgical  and  obstetrical 
procedures  and  other  services  added  on  a rider  basis 
with  increased  premium  rates  for  these  additional 
benefits. 

Dr.  Wyatt  moved  that  each  Councilor  take  the 
decisions  of  Council  made  today  to  his  local  societies 
and  obtain  their  reactions  for  a later  meeting  of  Coun- 
cil. This  motion  was  passed. 

Dr.  Burnside  moved  that  Council  advise  the  Blue 
Shield  Plan  to  continue  in  operation.  This  motion  was 
passed. 

Dr.  Johnson  moved  that  Council  recommend  that 
both  the  $4000  and  $6000  service  benefit  contracts  be 
offered,  with  the  understanding  that  the  higher  service 
contract  be  submitted  to  the  medical  profession  of 
the  state  at  large  before  final  adoption  of  its  fee 
schedule.  This  motion  was  passed. 

Dr.  Fleming  moved  that  certain  proposals  of  Dr. 
Johnson  be  recommended:  That  the  face  of  the  policy 
include  in  writing  the  major  provisions;  that  a higher 
scale  of  professional  fees  be  allowed  for  patients  using 
private  rooms;  that  extra  appliances  and  medications 
were  to  be  paid  additionally  and  directly  by  the  pa- 
tients; and,  that  an  additional  fee  be  allowed  when 
additional  insurance  is  in  force.  A motion  to  this 
effect  was  passed. 

Dr.  Gressette  moved  the  adoption  of  the  following 
suggestions  by  Dr.  Cain: 

1.  That  each  Councilor  be  instructed  to  report  to 
his  local  county  medical  societies  and  to  present  in 
detail  the  present  financial  status  of  the  Blue  Shield 
Plan. 

2.  That  either, 

a.  The  present  contract  with  present  fee  sched- 
ules remain  in  effect,  or 

b.  If  it  was  the  general  opinion  of  the  profession 
at  large  in  their  respective  county  societies 
that  the  present  contract  was  not  suitable 
either 

( 1 ) That  Council  retain  the  present  contract 
covering  surgery  and  obstetrics  only, 
with  a relative  value  scale  and  a co- 
efficient of  2%,  no  surgical  procedure 
to  be  less  in  value  than  2 units,  or 

( 2 ) That  fees  for  anesthetic  service,  medical 
coverage,  diagnostic  x-ray  and  pathologic 
services  be  added  on  a basis  of  riders 
with  additional  premiums  for  these  bene- 
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fits,  all  of  these  latter  to  be  on  a non- 
service  basis. 

This  motion  was  likewise  passed. 

The  following  recommendations  of  the  Board  of 
Blue  Shield,  presented  by  Dr.  G.  D.  Johnson,  were 
then  adopted: 

1.  To  make  optional  the  use  of  income  certification 
on  the  report  for  services  rendered. 

2.  To  remove  the  clause  requiring  the  participating 
physician  to  have  malpractice  insurance. 

3.  To  pay  in  full  to  the  member  who  uses  the  ser- 
\ ices  of  a non-participating  physician. 

The  Secretary  then  read  a letter  of  appreciation 
from  the  President  of  the  local  chapter  of  the  Student 
AMA,  thanking  Council  for  its  appropriation  to  enable 
them  to  send  a delegate  to  the  next  annual  meeting. 
A letter  was  likewise  read  from  Dr.  Frank  Owens, 
Chairman  of  the  Medical  Advisory  Committee  to 
Selective  Service,  suggesting  that  this  committee  be 
disbanded  except  on  call. 

The  Secretary  then  read  a letter  from  Dr.  S.  M. 
Witherspoon,  Secretary  of  the  Marion  Countv  Medical 
Society,  announcing  that  at  a meeting  of  this  Society 
on  May  15,  1957  it  was  moved  and  unanimously 
passed  that  in  the  opinion  of  the  Marion  County  Medi- 
cal Society  there  had  been  no  breach  of  medical 
ethics  on  the  part  of  Dr.  Elliott  Finger  and  that  he 
was  still  a member  in  good  standing  of  the  Marion 
County  Medical  Society. 

The  Secretary  then  suggested  that  a certificate  for 
former  officers  of  the  Association  be  made  and  pre- 
sented to  them  by  Council,  and  showed  some  samples 
of  such  a certificate.  Action  on  this  matter  was  defer- 
red until  the  next  meeting  of  Council. 

There  was  some  discussion  regarding  the  enforce- 
ment of  the  law  regarding  the  practice  of  naturo- 
paths and  several  Councilors  noted  that  some  naturo- 
paths were  actively  engaged  in  medical  practice  in 
their  counties.  The  Executive  Secretary  said  that  this 
matter  would  be  handled  through  the  office  of  the 
Attorney  General  or  perhaps  of  the  Governor  of  the 
state. 

Dr.  Wyatt  announced  that  he  had  attended  a 
meeting  of  the  State  Board  of  Medical  Examiners  and 
noted  certain  action  taken  regarding  the  temporary 
licensure  of  interns  and  of  residents.  He  thought  that 
it  would  be  a good  plan  for  a member  of  Council  to 
attend  meetings  of  the  State  Board,  should  they  de- 
sire, and  it  was  the  opinion  of  Council  that  the 
initiative  should  come  from  the  Chairman  of  the 
State  Board  of  Medical  Examiners;  should  they  re- 
quest a Councilor  to  attend  these  meetings  this  would 
be  done. 

The  Chairman  of  Council  announced  that  he  had 
appointed  a committee  to  bring  resolutions  to  Council 
on  the  death  of  Dr.  Hiram  Morgan,  a recent  member; 
this  committee  was  to  consist  of  Drs.  Johnson,  D.  L. 
Smith  and  Scurry. 

Dr.  Waring  noted  that  Mr.  Francis  Taylor  the 
publicity  representative  of  the  Association  had  not 


had  a great  deal  to  do  and  suggested  that  his  further 
remuneration  be  made  on  a part-time  basis,  as  fees 
for  services  rendered.  Dr.  Waring  thought  that  Mr. 
Taylor’s  expenses  at  the  annual  meeting  plus  $200.00 
would  be  much  less  than  the  present  arrangement  and 
it  was  moved  that  the  present  arrangement  be  dis- 
continued with  Mr.  Taylor  as  a regular  employee,  but 
that  he  be  asked  to  continue  work  on  a piece-work 
basis  with  fees  for  services  rendered.  This  motion 
was  passed. 

It  was  announced  by  the  Chairman  that  each  Coun- 
cilor was  expected  to  find  out  the  sentiment  of  the 
profession  in  his  own  District  regarding  the  proposed 
changes  in  the  Blue  Shield  Plan  and  that  Council 
would  reconvene  at  3 p.  m.  on  the  afternoon  of 
Wednesday,  October  16th  for  final  recommendations 
and  suggestions  in  this  regard.  The  meeting  was  then 
adjourned  at  6:30  p.  m. 

Respectfully  submitted, 

Robert  Wilson,  M.  D. 

Secretary 

HIRAM  B.  MORGAN 

A Resolution  Passed  By  Council — October  16, 
1957 

Whereas,  Hiram  B.  Morgan,  a former  mem- 
ber of  the  Council  of  the  South  Carolina  Medi- 
cal Association  has  passed  to  his  heavenly 
reward,  and 

Whereas,  he  served  his  district  as  councilor 
well  for  several  years,  and 

Whereas,  he  was  beloved  and  respected  alike 
by  laymen  and  physicians,  and 

Whereas,  his  passing  leaves  a void  in  the 
hearts  of  all  who  knew  him,  and 

Whereas,  the  Council  wishes  to  express  its 
sadness  at  his  loss  especially  to  his  wife,  Georgia 
Marie  Morgan,  his  son  Patrick;  and  another  son, 
Hiram,  Jr.,  a medical  student  at  the  Medical 
College  of  South  Carolina. 

Now,  therefore,  be  it  resolved  that  this  resolu- 
tion be  spread  over  the  minutes  of  this  meeting 
of  Council  and  a copy  sent  to  his  family. 

Respectfully, 

C.  J.  Scurry 
Lesesne  Smith 

George  D.  Johnson,  Chairman 


CORRESPONDENCE 


To  the  Editor: 

I am  a little  concerned  over  the  lack  of  interest  in 
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our  South  Carolina  physicians  in  the  building  program 
of  the  Southern  Medical  Association.  Only  14  men 
have  contributed  anything  to  our  new  home.  I do 
not  fear  financial  difficulties,  but  I should  greatly 
appreciate  some  tangible  evidence  of  interest  from 
many  of  our  South  Carolina  members,  be  the  gift  ever 
so  small.  Would  you  be  willing  to  help  me  out  in  the 
Journal  in  some  way  with  an  editorial  or  some  sort 
of  article  or  letter. 

The  Southern  is  a live  and  growing  organization.  I 
know  of  nothing  that  takes  its  place  or  will  take  it. 
It  is  a great  bastion  of  a way  of  life,  and  I feel  sure 
that  the  physicians  in  South  Carolina  wish  to  support 
it.  Gifts  may  be  sent  to  me  as  councilor  from  South 
Carolina  or  to  Mr.  C.  P.  Loranz,  Empire  Building, 
Birmingham,  and  are  of  course  deductible. 

Sincerely  yours, 

J.  W.  Jervey,  Jr.,  M.  D. 


NEWS 


Dr.  E.  F.  Parker,  Charleston,  has  contributed  a 
chapter  on  Pulmonary  Hemorrhage  to  the  book  on 
Bronchopulmonary  Diseases,  by  E.  A.  Naclerio 
(1957). 


A large  crowd  attended  the  unveiling  on  October  3 
of  a bronze  plaque  bearing  the  name  of  Dr.  James 
Edward  Scott,  Jr.,  for  whom  the  McClellanville 
county  clinic  building  has  been  named. 

Speakers  for  the  occasion  were  Dr.  Leon  Banov,  of 
the  Charleston  County  Health  Department,  J.  Howard 
Sears,  manager  of  Charleston  County,  and  Mr.  J. 
Mitchell  Graham,  chairman  of  County  Council. 
Following  their  talks,  the  plaque  was  unveiled  by 
James  E.  Scott,  III,  eldest  son  of  Dr.  Scott. 

Dr.  Scott,  McClellanville’s  only  practicing  physician, 
lost  his  life  in  an  automobile  accident  last  February  7. 


Kenneth  J.  Boniface,  M.  D.  announces  the  opening 
of  an  office  for  the  practice  of  anesthesiology  at  148 
Rutledge  Avenue,  Charleston. 


North  Carolina  and  South  Carolina  eye,  ear,  nose 
and  throat  specialists,  meeting  at  Hendersonville, 
N.  C.  in  a post-graduate  convention,  elected  new 
officers. 

Named  officers  of  the  South  Carolina  Society  of 
Ophthalmology  and  Otolaryngology: 

Dr.  James  Timmons  of  Columbia,  president;  Dr. 
F.  R.  Price  of  Charleston,  president-elect;  Dr.  J.  H. 
Stokes  of  Florence,  vice  president;  and  Dr.  Roderick 
Macdonald  of  Rock  Hill,  secretary-treasurer. 

Dr.  J.  F.  Kneece  of  Blackville  was  named  as  chief 
of  staff  of  the  Barnwell  County  Hospital  Medical 
Staff  at  a recent  meeting  of  the  group.  He  succeeds 


Dr.  Wallis  Cone  of  Williston  in  that  capacity. 

Dr.  L.  M.  Mace  of  Barnwell  was  named  chief  of 
surgery,  in  place  of  Dr.  L.  W.  Anderson  of  Williston. 


Dr.  Joe  Henry  King  of  Manning  was  elected  presi- 
dent of  the  Seventh  District  Medical  Association  for 
1957-58  at  the  annual  meeting  of  the  group. 

Dr.  Harry  A.  Davis,  Jr.,  outgoing  president  presided 
at  the  meeting  which  was  largely  attended  from 
Clarendon,  Georgetown,  Lee,  Williamsburg,  and  Sum- 
ter County. 

Dr.  Norman  Eaddy,  vice  president  of  the  South 
Carolina  Medical  Association  extended  greetings  to 
the  group  on  behalf  of  Dr.  G.  Lesesne  Smith,  presi- 
dent, of  Spartanburg,  who  was  unable  to  be  present. 

Dr.  William  M.  Bryan,  Jr.,  spoke  on  “Errors  in  Ob- 
stetrical Judgment.”  Dr.  E.  C.  Kinder,  also  of  Colum- 
bia, gave  a paper  on  “Discussion  of  Endometriosis”. 
Dr.  Prescott  Spigner,  Jr.  of  Charleston,  spoke  on 
“Fractures  in  Children,”  and  Dr.  Charles  J.  Lemmon, 
Jr.  of  Columbia,  was  heard  on  the  subject  “Head  In- 
juries.” 


Patricia  A.  Carter,  M.  D.  announces  the  removal  of 
her  offices  to  224  Calhoun  Street,  Charleston,  S.  C. 
Practice  limited  to  Gynecology  and  Obstetrics. 


At  the  annual  business  meeting  of  the  State  Board 
of  Medical  Examiners  the  following  officers  were 
elected  for  the  coming  year: 

Chairman — Dr.  George  Wilkinson,  Greenville,  S.  C. 
Vice-Chairman — Dr.  W.  Tuten,  Fairfax,  S.  C. 
Sec.-Treas. — Dr.  H.  E.  Jervey,  Jr.,  Columbia,  S.  C. 
Exec.  Sec. — Mr.  N.  B.  Heyward,  Jr.,  Columbia, 
S.  C. 


The  Permanent  Committee  of  Examination  Institute 
of  the  Federation  of  the  State  Medical  Licensing 
Boards  of  the  U.  S.  has  invited  Dr.  John  Cuttino  to 
serve  as  Chairman  of  the  Institute  on  Bacteriology. 
This  Institute  will  be  held  in  conjunction  with  the 
Annual  Congress  on  Medical  Education  and  Licensure 
in  Chicago,  III.  in  February  1958.  State  Board  Mem- 
bers from  approximately  twenty  different  states  who 
examine  in  the  subject  of  Bacteriology  will  be  invited 
to  participate  in  the  Institute.  Its  purpose  is  to  obtain 
a degree  of  equivalency  in  the  examination  of  the 
various  states,  to  adjust  the  questions  to  the  ever 
changing  requirements  of  modern  medical  education 
and  to  determine  what  information  the  candidate 
should  have  and  the  best  type  of  questions  by  which 
to  determine  this  information. 

Dr.  Harold  Jervey  the  secretary  of  the  South 
Carolina  Board  is  one  of  the  five-man  Permanent 
Committee  and  it  is  his  feeling  that  this  is  one  of  the 
most  progressive  moves  which  lias  been  made  in  the 
field  of  Medical  Licensure  in  the  past  decade.  Dr. 
Walter  L.  Bierring,  Secretary-Treasurer  of  the  Federa- 
tion for  many  years,  has  been  advocating  the  concept 
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of  fitness  testing  in  the  licensing  examinations  as 
opposed  to  knowledge  testing  and  it  is  felt  through 
the  medium  of  the  Institute  that  the  means  to  derive 
this  type  of  examination  will  be  determined  and 
utilized  by  all  State  Boards  throughout  the  country. 


Dr.  Kenneth  Merrill  Lynch,  president  of  the  Medi- 
cal College  of  South  Carolina  in  Charleston,  has  been 
appointed  to  the  National  Advisory  Neurological  Dis- 
eases and  Blindness  Council  for  a four-year  term.  His 
appointment  was  announced  today  by  Surgeon-Gen- 
eral Leroy  E.  Burney  of  the  Public  Health  Service, 
U.  S.  Department  of  Health,  Education,  and  Welfare. 

The  12-member  Council  serves  in  an  advisory 
capacity  to  the  Surgeon  General  and  the  National  In- 
stitute of  Neurological  Diseases  and  Blindness  in  the 
awarding  of  grants  to  medical  schools,  universities, 
hospitals  and  other  non-profit  institutions  for  the  con- 
duct of  research  or  training  in  the  field  of  neurological 
and  sensory  disorders. 

A pathologist,  Dr.  Lynch  is  a distinguished  research 
scientist  as  well  as  medical  administrator.  He  took  his 
medical  degree  from  the  University  of  Texas  (1910) 
and  was  awarded  the  honorary  degree  of  Doctor  of 
Laws  from  the  University  of  South  Carolina  as  well 
as  the  College  of  Charleston.  He  has  also  been 
awarded  the  honorary  Doctor  of  Science  degree  by 
Clemson  College  and  has  been  the  recipient  of  both 
the  Gold  Medal  for  research  of  the  American  Medical 
Association  and  the  Research  Medal  of  the  Southern 
Medical  Association. 

From  1911  through  1913,  Dr.  Lynch  served  as  both 
an  instructor  in  pathology  at  the  University  of  Penn- 
sylvania and  as  resident  pathologist  at  the  Philadelphia 
General  Hospital.  He  joined  the  faculty  of  the  Medical 
College  of  South  Carolina  in  1913  as  professor  of 
pathology  and,  in  the  same  year,  became  pathologist 
at  the  Roper  Hospital  in  Charleston. 

He  was  named  sice  dean  of  the  Medical  College 
in  1936,  dean  in  1944  and  president  in  1949. 

Dr.  Lynch  has  acted  as  consulting  pathologist  for 
the  Veterans  Administration  and  has  served  on  the 
editorial  boards  of  the  American  Journal  of  Tropical 
Medicine  and  Hygiene,  the  American  Journal  of 
Clinical  Pathology  and  the  American  Journal  of 
Digestive  Diseases. 

He  has  numerous  scientific  articles  and  several 
books  to  his  credit.  Among  the  latter  are  his  Proto- 
zoan Parasitism  of  the  Alimentary  Tract  and  various 
manuals  on  pathology. 

Dr.  Lynch  has  held  a number  of  national  offices  in 
the  medical  field.  He  has  been  secretary  of  the  Pan- 
American  Medical  Congress;  president  of  the  Ameri- 
can Society  of  Clinical  Pathologists  and  of  the  Ameri- 
can Society  of  Tropical  Medicine  and  Hygiene;  and 
vice-president  of  the  American  Medical  Association. 

Among  his  specific  areas  of  research  interest  are 
human  protozoology,  experimental  cancer,  and  in- 
dustrial dust  diseases. 

The  National  Institute  of  Neurological  Diseases  and 


Blindness,  with  which  Dr.  Lynch  will  be  directly  con- 
cerned in  his  advisory  capacity,  is  one  of  seven  na- 
tional research  institutes  which  make  up  the  National 
Institutes  of  Health.  The  latter  is  the  research  branch 
of  the  Public  Health  Service. 


CALIFORNIA  VA  BEDS 

The  June  1957  California  Legionnaire  takes  note  of 
a May  directive  from  the  VA  to  all  VA  hospitals  to 
the  effect  that  “they  will  have  to  curtail  the  expendi- 
ture of  funds  for  inpatient  care  between  now  ( May 
10)  and  June  30,  1957.”  Many  hospital  managers, 
says  the  Legionnaire,  will  be  forced  to  reduce  their 
patient  load,  food  costs,  medical  supplies,  or  person- 
nel. 

“We  have  continuously  pointed  out  to  our  Cali- 
fornia Congressional  Delegation  and  Veterans  Ad- 
ministration officials,”  says  the  publication,  “the  need 
for  additional  hospital  beds  for  veterans  in  California. 
We  have  furnished  them  with  facts  and  figures  to 
justify  our  contentions.  These  facts  and  figures  have 
not  been  refuted  and  we  do  not  believe  they  can  be. 
This  action  will  add  to  the  suffering,  anxiety,  and 
will  no  doubt  be  the  cause  of  death  for  some  of  the 
veterans  in  California  who  are  in  need  of  hospitaliza- 
tion, are  broke,  and  have  no  place  to  go.” 

( According  to  a report  published  in  February  1957, 
individual  VA  hospitals  in  California  discharged,  dur- 
ing 1956,  17,888  non-service-connected  GM&S  pa- 
tients, 456  non-service-connected  TB  patients  and  57 
non-service-eonnected  neuropsychiatric  patients.  At 
the  end  of  May  1957,  there  were  no  service-connected 
patients  on  the  VA  waiting  list  anywhere  in  the 
United  States.) 

The  Legionnaire  adds  “It  will  increase  the  expense 
to  the  taxpayers  of  this  State  if  it  is  possible  for  those 
veterans  affected  to  be  cared  for  in  our  county  hos- 
pitals.” 

(At  the  June  1957  session  of  the  AMA,  the  House 
of  Delegates  adopted  a resolution  opposing  “the 
establishment  of  further  veterans’  facilities  for  the 
care  of  non-service-connected  illnesses”  and  recom- 
mended that  every  effort  be  made  to  encourage 
assumption  of  the  responsibility  for  such  care  by  the 
veteran  himself  “or  by  a local  or  state  governmental 
organization.”) 

Federal  Medical  Services  Newsletter 


STATE  PSYCHIATRISTS  NAME  HALL 
PRESIDENT 

Dr.  William  S.  Hall,  superintendent  of  the  South 
Carolina  State  Hospital,  has  been  elected  president 
of  the  newly  organized  South  Carolina  District 
Branch  of  the  American  Psychiatric  Association. 

4,000  PHYSICIANS  EXPECTED  AT  A.  M.  A. 

CLINICAL  MEETING 

Approximately  4,000  American  doctors  are  expected 
to  attend  the  American  Medical  Association’s  11th 
clinical  meeting  December  3-6  in  Philadelphia. 
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The  postgraduate  education  meeting  is  aimed  at 
helping  to  solve  the  daily  practice  problems  of  the 
family  physician,  according  to  Dr.  Thomas  G.  Hull, 
secretary  of  the  A.  M.  A.’s  Council  on  Scientific 
Assembly. 

Meetings  will  be  held  in  Convention  Hall  and  at 
the  Bellevue-Stratford  Hotel,  where  the  House  of 
Delegates,  the  A.  M.  A.’s  policy-making  body,  will 
hold  sessions. 

The  meeting  has  been  planned  in  cooperation  with 
Philadelphia  physicians.  General  chairman  for  the 
meeting  is  Dr.  Gilson  Colby  Engel,  Philadelphia. 

In  Convention  Hall  will  be  120  scientific  exhibits 
prepared  by  physicians  and  the  A.  M.  A.  bureau  of 
exhibits.  Among  them  will  be  one  on  medical  history, 
prepared  by  a group  of  Philadelphia  doctors.  There 
also  will  be  160  technical  exhibits  presented  by  phar- 
maceutical houses,  medical  equipment  manufacturers, 
food  processors,  medical  book  publishers  and  other 
commercial  organizations. 

Many  other  attractive  features  will  be  available. 


20  NEW  CANCER  FILMS  FOR  PHYSICIANS 


Progra 

m 

Running  No.  of 

Number  Title 

lime  Reels 

29 

The  Psychological  Aspects  of 

Cancer  

. 39  Min. 

1 

16 

Cancer  Detection 

. 38  Min. 

1 

14 

Lymphomas  and  Leukemias 

. 55  Min. 

2 

23 

Cancer  of  the  Urinary  Bladder. 

. 48  Min. 

2 

11 

Cancer  of  the  Oral  Cavity 

. 35  Min. 

i 

3 

Cancer  of  the  Prostate 

. 50  Min. 

2 

27 

Tumors  of  Childhood 

. 44  Min. 

i 

25 

Moles  and  Melanomas 

. 49  Min. 

2 

30 

Chemotherapy:  A Research 

Frontier 

. 44  Min. 

1 

12 

Cancer  of  the  Thyroid 

. 29  Min. 

1 

8 

The  Differential  Diagnosis  of 

Uterine  Bleeding 

. 45  Min. 

1 

9 

Cancer  of  the  Cervix 

. 47  Min. 

1 

21 

Cancer  of  the  Colon  and 

Rectum  _ __ 

. 39  Min. 

1 

24 

Tumors  of  Brine 

. 49  Min. 

2 

17 

Head  and  Neck  Cancer 

. 45  Min. 

1 

6 

The  Diagnosis  of  Breast 

Cancer  _ _ 

. 45  Min. 

1 

13 

Cancer  of  the  Central  Nervous 

System  

. 30  Min. 

1 

15 

The  Management  of  Advanced 

Cancer  _ 

. 46  Min. 

2 

19 

Cancer  of  the  Lung 

. 45  Min. 

2 

28 

Hormonal  and  Chemical  Treat 

- 

ment  of  Cancer 

. 52  Min. 

2 

These 

kinescopes,  with  complete 

Summaries, 

are 

available  from  the  South  Carolina 

Division  of 

the 

American  Cancer  Society,  1001  Main  Street,  Columbia, 
South  Carolina. 


MENTAL  HEALTH  STAFF  NEED  IS  CITED 
HERE 

Dr.  Wilfred  Bloomberg  of  Atlanta,  associate  director 
of  the  Southern  Regional  Council  on  Mental  Health 
Training  and  Research,  visited  Columbia  on  a fact- 
finding tour. 

Dr.  Bloomberg  said  the  Council  was  engaged  in 
getting  started  on  the  mission  assigned  it  by  the 
Southern  Governors  Conference:  To  improve  mental 
health  training  and  research  by  concerted  action  in 
16  Southern  states. 

His  visit  to  South  Carolina  is  to  gather  information 
about  present  activities  and  facilities  in  this  state.  He 
conferred  today  with  George  A.  Buchanan,  chairman 
of  the  State  Mental  Health  Commission;  Dr.  W.  P. 
Beckman,  state  director  of  mental  health;  and  Dr. 
William  S.  Hall,  superintendent  of  the  State  Hospital. 


Dr.  Frank  L.  Martin  of  Mullins  is  reported  to  be 
improving  nicely  following  surgery  at  the  McLeod 
Infirmary,  Florence,  recently. 


Dr.  J.  N.  Webb,  Seneca  physician,  suffered  a heart 
attack  recently  in  his  office. 


Dr.  Paul  C.  Wheeler  of  Columbia  recently  assumed 
his  duties  as  an  assistant  physician,  women’s  service. 
State  Park  Division,  South  Carolina  State  Hospital, 
hospital  superintendent,  Dr.  William  S.  Hall  an- 
nounced. 

Dr.  Wheeler  is  a native  of  Louisville,  Kentucky. 

Following  graduation  at  the  Medical  College  of 
South  Carolina,  Charleston,  in  June  1945,  an  intern- 
ship of  nine  months  was  served  at  the  Fordham  Hos- 
pital, New  York  City,  prior  to  active  duty  with  the 
United  States  Army  in  April  1946. 

After  assignment  at  the  Lawson  General  Hospital 
near  Atlanta,  Georgia,  and  the  Medical  Field  School, 
Fort  Sam  Houston,  Texas,  Dr.  Wheeler  had  overseas 
duty  with  the  Sixth  Infantry  Division  until  his  dis- 
charge from  service  at  San  Francisco  in  January  1947. 
Following  this,  sometime  was  spent  with  the  South 
Carolina  Air  National  Guard  at  the  Congaree  Air 
Base.  He  is  now  assigned  to  inactive  reserve  corps 
with  the  rank  of  major. 

The  late  Robert  A.  Taft  classified  the  Social 
Security  Act  as  our  greatest  single  step  toward  social- 
ism. 


ANNOUNCEMENTS 


AMERICAN  RHEUMATISM  ASSOCIATION 
A NEW  MEDICAL  JOURNAL  FOR  1958 
The  American  Rheumatism  Association  is  pleased 
to  announce  the  forthcoming  publication  of  a new 
medical  journal— “ARTHRITIS  AND  RHEUMA- 
TISM; The  Official  Journal  of  the  American  Rheuma- 
tism Association”.  Grune  & Stratton,  Inc.,  New  York, 
publishers  of  the  journals  Blood,  Circulation,  Circula- 
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tion  Research,  Clinical  Research  Proceedings,  and 
Metabolism,  have  been  chosen  by  the  Association  to 
publish  this  new  journal  which  will  appear  bimonthly 
starting  with  the  January-February  issue  of  1958.  The 
Association’s  Publication  Committee  is  composed  of 
Drs.  Richard  H.  Freyberg,  William  H.  Kammerer, 
John  Lansbury,  Charles  Ragan,  and  Charles  L.  Short. 
Dr.  William  S.  Clark  will  serve  as  editor. 

The  Journal  will  cover  the  field  of  connective  tissue 
disorders,  in  particular  rheumatoid  arthritis,  osteo- 
arthritis, rheumatic  fever,  gout,  the  so-called  “collagen 
diseases,”  and  nonarticular  rheumatism. 


The  Sister  Elizabeth  Kenny  Foundation  announces 
a continuance  of  its  post  doctoral  scholarships  to  pro- 
mote work  in  the  field  of  neuromuscular  diseases. 
These  scholarships  are  designed  for  scientists  at  or 
near  the  end  of  their  fellowship  training  in  either 
basic  or  clinical  fields  concerned  with  the  broad 
problem  of  neuromuscular  diseases. 

Kennv  Foundation  Scholars  will  be  appointed  an- 
nually. Each  grant  provides  a stipend  of  from  $5000 
to  $7000  a year  for  a five-year  period,  depending  upon 
the  Scholar’s  qualifications.  Candidates  from  medical 
schools  in  the  United  States  and  Canada  are  eligible. 

Inquiries  concerning  details  should  be  sent  without 
delay  to:  Dr.  E.  J.  Huenekens,  Medical  Director, 
Sister  Elizabeth  Kenny  Foundation,  2400  Foshay 
Tower,  Minneapolis  2,  Minnesota. 


The  University  of  North  Carolina  School  of  Medicine 
Invites  You  To  a Medical  Symposium 
at  Chapel  Hill  on  November  21  and  22 

November  21 — A Symposium  on  Heart  Disease. 
Visiting  Participant:  Dr.  Truman  G.  Schnable,  Jr., 
Philadelphia  General  Hospital. 

The  case  discussion  method  will  be  used,  with  con- 
ferences in  small  groups  in  the  morning,  and  a panel 
in  the  afternoon.  Synopses  of  the  cases  to  be  presented 
will  be  available  in  advance  to  those  planning  to 
attend  so  that  all  may  be  better  prepared  to  profit 
from  the  discussion. 

November  22 — Dr.  Houston  S.  Everett  of  Johns 
Hopkins  will  be  guest  speaker  on  Urological  Condi- 
tions in  the  Female.  Among  other  subjects  to  be  pre- 
sented are:  Epiphyseal  Fractures,  Neck  Injuries, 

Radiation  Health,  and  Heart  Disease  in  Pregnancy. 

FACULTY — Distinguished  visiting  professors  and 
members  of  the  UNC  Medical  School  faculty. 

FOOTBALL — A limited  number  of  tickets  to  the 
Carolina-Duke  game  on  November  23  will  be  re- 
served for  those  attending.  Checks  for  tickets  ( $4.00 
each,  plus  25<f  for  mailing)  should  be  sent  now  to 
UNC  Athletic  Ticket  Office,  Box  109,  Chapel  Hill, 
mentioning  the  Symposium. 


ANNOUNCEMENT  OF  POST-DOCTORAL 
FELLOWSHIPS  IN  RESEARCH 
AND  CLINICAL  ALLERGY 
FOR  TWO  YEARS  EACH 

Stipend:  first  year,  $4500;  second  year,  $4750;  lab- 
oratory and  travel  expenses  for  two-year  period,  $750. 

Requirements : Candidates  must  be  graduates  of 
approved  medical  schools  and  must  have  completed 
one  or  two  years  of  the  graduate  training  required  as 
a preliminary  to  certification  by  the  Boards  of  Internal 
Medicine  or  Pediatrics;  they  are  to  divide  their  time 
between  research  and  clinical  training,  and  in  the 
second  year  10  or  15  per  cent  of  a candidate’s  time 
might  be  devoted  to  teaching.  The  respective  Institu- 
tions have  taken  the  necessary  steps  to  have  this  train- 
ing credited  toward  the  Sub-specialty  in  Allergy  by 
the  Board  of  Internal  Medicine  and  the  Board  of 
Pediatrics. 

Requests  for  applications  should  be  sent  directly  to 
one  of  the  following,  in  whose  field  the  candidate 
would  like  to  work: 

Dr.  Colin  M.  MacLeod, 

Professor  of  Research  Medicine, 

University  of  Pennsylvania, 

820  Maloney  Clinic, 

36th  and  Spruce  Streets, 

Philadelphia  4,  Pa. 
or 

Dr.  Herman  N.  Eisen, 

Professor  of  Medicine  (Dermatology), 

Washington  University  School  of  Medicine, 

600  South  Kingshighway 
Saint  Louis  10,  Missouri. 

Applications  should  be  filed  no  later  than  December 
15th,  1957  with  any  of  the  above. 


The  Maternal  and  Child  Health  Division,  South 
Carolina  State  Board  of  Health  has  received  approval 
for  a special  project  from  the  U.  S.  Children’s  Bureau, 
to  establish  an  evaluation  and  consultation  clinic  for 
mentally  retarded  preschool  children — 16  weeks 
through  6 years  of  age.  This  clinic  will  not  include 
treatment  but  the  findings  and  recommendations  will 
be  sent  to  the  referring  physician  and  to  the  county 
health  department. 

The  clinic  will  be  conducted  by  the  Pediatric  De- 
partment, Medical  College  Hospital,  55  Doughty 
Street,  Charleston,  South  Carolina.  A pediatrician 
who  has  had  special  training  in  child  development  has 
recently  been  added  to  the  staff.  The  clinic  staff,  in 
addition  to  the  medical  staff  of  the  Pediatric  Depart- 
ment, will  consist  of  a clinical  psychologist,  social 
worker,  public  health  nurse,  and  secretary.  There  will 
be  consultations  from  other  specialities  when  in- 
dicated. It  is  expected  that  the  clinic  will  be  ready  to 
receive  patients  by  November  1,  1957. 

Admission  to  the  clinic  will  be  on  a prescribed  ap- 
plication form  which  will  be  furnished  all  County 
Health  Departments.  If  you  have  cases  that  you  wish 
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to  refer  to  this  clinic,  you  may  obtain  the  application 
forms  (to  be  made  in  triplicate)  from  the  County 
Health  Department.  Upon  completion,  please  return 
to  the  County  Health  Department. 

The  County  Health  Department  will  send  the  ap- 
plication to  Dr.  Hilla  Sheriff,  Director,  Maternal  and 
Child  Healtli  Division,  South  Carolina  State  Board 
of  Health,  Columbia,  South  Carolina.  Upon  accept- 
ance the  clinic  will  notify  the  parent  or  guardian  the 
date  of  appointment  with  a copy  to  the  referring 
physician.  Because  of  the  intensive  study  to  be  made 
on  each  patient  it  will  not  be  possible  to  see  a large 
number  of  cases  and  there  may  be  some  delay  in  your 
patient  receiving  a clinic  appointment. 

There  will  be  no  charge  for  the  services  rendered 
at  the  clinic.  It  is  expected  that  the  majority  of  the 
families  will  be  able  financially  to  take  care  of  trans- 
portation and  subsistence  during  the  two  days  re- 
quired for  clinical  evaluation.  For  the  families  who 
are  found  to  be  unable  to  take  care  of  these  expenses 
the  Maternal  and  Child  Health  Division  will  make 
provisions  for  them.  A list  of  conveniently  located 
hotels,  motels,  and  boarding  houses  will  be  furnished. 


EMOBY  UNIVERSITY  SCHOOL 
OF  MEDICINE 
Atlanta,  Georgia 
ANNOUNCES 
SIX  DAYS 
of 

CARDIOLOGY 
(January  13-18,  1958) 

Major  Problems  of  Heart  Disease 
will  be  discussed  by 

Members  of  the  Emory  University  Faculty 
and  the  following  visitors: 

A.  Carlton  Ernstene,  M.  D. 

Cleveland,  Ohio 
Dwight  Harken,  M.  D. 

Boston,  Massachusetts 
Helen  B.  Taussig,  M.  D. 

Baltimore,  Maryland 
Eugene  A.  Stead,  M.  D. 

Durham,  N.  C. 

Ancel  B.  Keys,  M.  D. 

Minneapolis,  Minn. 

Edward  S.  Orgain,  M.  D. 

Durham,  North  Carolina 
E.  Grey  Dimond,  M.  D. 

Kansas  City,  Kansas 
Gene  H.  Stollerman,  M.  D. 

Chicago,  Illinois 
Tuition  fee:  $10.00 

Write:  Postgraduate  Teaching  Program,  Emory 

University  School  of  Medicine,  69  Butler  Street, 
Atlanta  3,  Ga. 


The  Poison  Control  Center  telephone  number  in 


Columbia  has  recently  been  changed  to  ALpine 
4-7382.  The  use  of  the  correct  telephone  number  will 
materially  hasten  any  telephone  calls  to  the  Center. 


DEATHS 


DR.  H.  B.  MORGAN 

Dr.  Hiriam  B.  Morgan,  52,  Ware  Shoals  physician, 
died  on  August  15.  He  suffered  a heart  attack  last 
November  which  kept  him  inactive  for  about  a month, 
but  he  had  been  active  in  his  profession  since. 

Dr.  Morgan  was  one  of  the  founders  of  the  Ware 
Shoals  Medical  Center  and  was  associated  with  Dr. 
W.  J.  Holloway,  Dr.  F.  C.  McLane  and  Dr.  Don 
Peoples.  He  had  been  a leader  in  different  phases  of 
the  medical  profession  in  Greenwood  County  and 
South  Carolina. 

Dr.  Morgan  had  been  particularly  interested  in 
tuberculosis  control.  For  many  years  he  had  been 
clinician  with  the  County  Health  Department,  in- 
terpreting x-ray  film.  He  served  as  director  of  the 
T.  B.  Control  Program  in  the  county. 

Dr.  Morgan  served  a number  of  terms  as  a director 
of  the  Greenwood  County  TB  Association  and  was 
also  on  the  state  TB  Association  Board  in  1955,  he  was 
president  of  the  South  Carolina  Trudeau  Society,  a 
medical  organization  of  the  TB  Association. 

He  was  a member  of  the  American  College  of  Chest 
Physicians  and  of  the  Greenwood  County  Crippled 
Children’s  Society,  serving  on  the  board  and  as 
secretary-treasurer.  He  was  superintendent  of  the  old 
Greenwood  Hospital  and  was  president  of  the  medical 
staff  of  Self  Memorial  Hospital  at  the  time  of  his  at- 
tack last  November.  He  resigned  this  position  in 
November,  along  with  his  office  in  the  South  Carolina 
Medical  Association. 

Dr.  Morgan  was  a native  of  Spartanburg  County. 
He  graduated  from  Furman  University  with  a B.  S. 
degree  and  received  his  M.  D.  degree  from  the  Medi- 
cal College  of  South  Carolina. 


DR.  E.  M.  WILLIAMS 

Dr.  E.  Mood  Williams,  71,  retired  physician,  died 
October  12  after  an  illness  of  two  weeks.  He  had  been 
in  declining  health  for  the  last  five  years. 

Dr.  Williams  was  bom  in  Walterboro,  February  22, 
1886.  He  was  graduated  from  the  Medical  College  of 
South  Carolina  in  Charleston  in  1910  and  served  his 
internship  in  Roper  Hospital,  after  which  he  practiced 
medicine  in  Cottageville  for  20  years.  He  moved  to 
Lake  City  and  practiced  medicine  until  five  years  ago, 
when  ill  health  necessitated  his  retirement. 

He  was  a member  of  the  State,  American  and 
County  Medical  Associations.  He  was  an  ardent  hunter 
and  fisherman  and  had  an  active  interest  in  high  school 
athletic  activities. 
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SOCIAL  SECURITY  FOOTNOTES 

The  government,  while  slow  to  acknowledge  any- 
thing wrong  with  the  Social  Security  System,  under- 
estimated the  demand  for  benefits.  Women  who  could 
obtain  benefits  at  62,  63,  and  64  decided  to  do  so 
even  if  the  payments  were  less  than  they  would  be  at 
65.  Farmers  suddenly  turned  out  to  be  older  than 
expected.  Some  began  to  pay  social  security  taxes  on 
reported  income  of  $4200  which  exceeded  their  in- 
come in  prior  years.  Then  they  applied  for  benefits 
after  paying  taxes  for  six  quarters.  Many  people  who 
had  retired  and  were  well  beyond  65  years  of  age,  dug 
up  jobs  for  themselves  and  paid  social  security  taxes  for 
18  months,  thereby  qualifying  for  benefits  of  from 
$30  to  $108.50  monthly  for  life.  Social  security  ex- 
perts in  making  their  cost  projections  underestimated 
the  ingeniousness  of  the  American  people  when  Fed- 
eral give-aways  are  as  widely  advertised  as  are  social 
security  benefits. 


There  is  not  an  unlimited  number  of  ways  for  Social 
Security  to  expand.  Medical  care  is  one  of  the  few 
areas  not  covered  by  “social  insurance,”  and  the  pres- 
ent framework  of  the  Social  Security  Act  is  adequate 
to  cover  socialized  medicine  by  means  of  a few 
amendments.  The  Disability  Insurance  “Trust  Fund 
could  be  changed  into  a Health  Insurance  “Trust” 
Fund  by  the  stroke  of  a pen.  Taxes  could  be  increased. 
A new  title  could  be  added  to  the  law  and  the  private 
practice  of  medicine  could  be  virtually  destroyed. 


In  one  way  or  another,  on  one  excuse  or  another, 
social  security  tax  payments  are  being  boosted  every 
vear  or  two  instead  of  at  five-year  intervals  as 
originally  planned.  In  1954,  the  base  was  raised  from 
$3600  to  $4200.  In  1956,  the  tax  rate  was  increased. 
Now,  Rep.  Kean  wants  to  raise  the  base  rate  from 
$4200  to  $4800  beginning  in  1959.  Then  in  1960,  the 
tax  rate  is  scheduled  to  increase  Vz  percent  for  both 
employee  and  employer,  and  % percent  for  the  self- 
employed.  There  is  no  way  of  knowing  just  how  ex- 
pensive social  security  “insurance”  is  actually  going 
to  be. 


Social  security  has  been  changed  many  times  in  the 
22  years  since  the  original  law  was  enacted.  The  size 
and  variety  of  benefits,  the  tax  rates,  the  tax  base, 
coverage — all  have  been  radically  changed.  There 
is  no  reason  to  believe  that  another  22  years  will  not 
see  just  as  radical  changes. 


The  “soundness”  of  social  security  depends  on  com- 
pulsion, high  employment,  and  no  wars. 

In  the  first  five  months  of  the  85th  Congress,  the 
lawmakers  introduced  more  than  a hundred  bills  de- 
signed to  broaden  the  Social  Security  Program  in  one 
way  or  another.  Such  open-handed  proposals  in- 
variably win  acclaim,  and  more  tangible  rewards  at 


the  polls,  for  their  sponsors.  But  the  alarming  fact  is 
that  years  ahead  of  schedule,  the  growth  of  the  Old 
Age  & Survivors  Insurance  Trust  Fund  has  come  to 
an  end.  At  the  moment  it  is  paying  out  more  than  it 
is  taking  in.  This  unexpected  deficit  should  serve  as 
a red  flag  to  the  Treasury,  the  taxpayer,  and  all  those 
who  are  looking  forward  one  day  to  receiving  retire- 
ment checks  of  their  own.  However  generous  its 
motives,  even  a federal  pension  fund  cannot  go  on 
incurring  obligations  which  exceed  its  resources. 


BOOK  REVIEWS 


CURRENT  SURGICAL  MANAGEMENT.  A Book 
of  Alternative  Viewpoints  on  Controversial  Surgical 
Problems.  Bv  John  II.  Mulholland,  Nl.  D.,  Edwin  H. 
Ellison,  M.  D.  and  Stanley  R.  Friesen,  M.  D.  W.  B. 
Saunders  Company,  Philadelphia,  1957.  $10.00. 

This  book  is  an  excellent  presentation  of  the  most 
frequently  encountered  subjects  of  controversy  in  gen- 
eral surgery.  Varying  viewpoints  about  each  topic  are 
presented  in  individual  sections.  The  476  page  book 
is  divided  into  28  sections.  Contributions  to  the  sub- 
ject matter  have  been  made  by  76  American  authori- 
ties. The  purpose  of  the  book  is  to  show  that  surgery 
is  not  an  exact  science  and  that  diligent  investigation 
of  the  various  disease  processes  has  produced  a wider 
scope  of  knowledge  and  concomitantly  a lesser  justi- 
fication for  dogmatism.  It  is  informative  as  it  demon- 
strates how  the  authorities  have  arrived  at  their 
answers.  The  material  is  arranged  somewhat  accord- 
ing to  the  magnitude  of  the  problem  as  it  besets  the 
general  surgeon.  Illustrations  are  at  a minimum.  Each 
presentation  is  direct  and  to  the  point.  The  editors 
introduce  each  section  by  clearly  stating  the  points 
of  controversy  with  no  attempt  to  side  with  either 
viewpoint.  Each  of  the  editors  are  well  qualified  to 
edit  such  a book. 

The  management  of  acute  cholecystitis  by  im- 
mediate operations  and  delayed  operative  manage- 
ment was  discussed  by  the  three  editors.  Drs.  Doubilet, 
Shumacker,  DuVal,  and  Bowers  contributed  their 
viewpoints  on  the  treatment  of  chronic  relapsing  pan- 
creatitis and  pseudocyst.  Subtotal  gastric  resection 
versus  vagotomy  with  one  of  the  drainage  procedures 
as  the  treatment  of  duodenal  ulcer  was  discussed  by 
Dr.  H.  Harkins  and  J.  Weinberg.  Other  subjects  con- 
cerning duodenal  ulcer  such  as  the  perforated  ulcer, 
the  bleeding  ulcer,  and  the  management  and  differ- 
ential diagnosis  of  massive  gastrointestinal  hemor- 
rhage followed. 

One  of  the  most  interesting  sections  was  that  of 
Portal  Hypertension  with  Esophagogastric  Varices.  In 
this  section  were  included  opinions  by  Drs.  Arthur 
Blakemore,  George  Crile,  Jr.,  J.  Garrot  Allen,  Charles 
G.  Child,  III,  and  Robert  Moore. 

Malignant  melanoma  was  discussed  by  Dr.  Herbert 
Willy  Meyer  and  George  Pack.  Other  interesting  sub- 
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jects  included  were:  Wedge  Resection  versus  Subtotal 
Gastrectomy  for  Gastric  Ulcer,  Carcinoma  of  the 
Stomach,  Primary  Resection  versus  Staged  Operations 
for  Inflammatory  Lesions  of  the  Colon,  Repair  of 
Sliding  Indirect  Hernia,  Papillary  Carcinoma  of  Thy- 
roid, Intussusception,  Meconium  Ileus,  Breast  Car- 
cinoma, Burns,  Cancer  of  the  Lip  and  Oral  Cavity 
including  the  indications  for  radical  neck  dissection. 
There  are  other  equally  informative  discussions. 

This  book  has  much  merit  in  that  each  subject  is 
clearly  and  concisely  stated  and  each  opinion  is  based 
on  scientific  data  and  observations  by  qualified 
authorities.  It  should  be  a very  valuable  book  for  the 
resident  in  surgery  and  the  practicing  surgeon.  Stu- 
dents and  interns  would  find  much  useful  information 
in  this  book  and  would  gain  a much  better  perspective 
toward  surgical  problems. 

R.  Randolph  Bradham,  M.  D. 


THE  RIDDLE  OF  STUTTERING  by  C.  S.  Blue- 
mel.  Danville,  111.:  Interstate  Publishing  Co.,  1957, 
pp.  142.  cloth-bound  copies  $3.50,  paper-bound  copies 
$1.50. 

Dr.  Bluemel,  as  a Fellow  of  the  American  College 
of  Physicians,  the  American  Psychiatric  Association, 
and  of  the  American  Speech  and  Hearing  Association, 
certainly  would  seem  to  have  an  excellent  background 
for  a discussion  of  stuttering.  The  book  has  merit  and 
would  be  useful  in  understanding  and  treating  the 
problems  of  some  stutterers.  In  dealing  with  other 
persons  who  stutter,  it  would  have  little  value. 

While  stuttering  can  be  a manifestation  of  a per- 
sonality problem  such  as  diffidence  or  self-conscious- 
ness, Dr.  Bluemel  assumes  that  all  stutterers  have  this 
basic  problem.  He  has  assumed,  also,  that  stutterers 
are  below  average  in  their  neuromuscular  reactions. 
This  may  be  true  of  some,  but  many  arc  not  touched 
upon  in  his  theory. 

As  a result,  this  book  should  not  be  considered  a 
comprehensive  treatment  of  this  subject.  Briefly,  this 
is  iust  another  book  on  stuttering  and  there  are  others 


which  treat  the  subject  in  a broader  aspect.  No  book 
offers  a complete  answer  to  the  riddle  of  stuttering 
for  no  one  yet  knows  the  answer. 

Shirley  B.  Oest 


BLOOD  AND  BONE  MARROW  PATTERNS: 
Color  Atlas.  By  G.  Douglas  Talbott,  M.  D.  Elmer  R. 
Hunsicker,  B.  S.  and  Jonah  Li,  M.  D.  Grune  & Strat- 
ton, Inc.,  New  York.  1957.  Price  $12.00. 

This  book  proved  to  be  somewhat  of  a disappoint- 
ment. It  is  far  from  complete  in  its  coverage,  and  the 
illustrations  are  in  the  main  quite  poor.  It  is  difficult 
to  tell  whether  the  poor  quality  of  the  illustrations 
stems  from  a poor  choice  of  original  slides,  the  koda- 
chromes  themselves,  or  a marked  loss  of  detail  and 
color  in  the  printing. 

The  volume  does  have  a feature  which  should  com- 
mend it  to  all  interested  in  the  field  of  hematology  as 
it  treats  bone  marrow  as  a tissue,  that  is,  in  its  over- 
all aspect  and  not  in  terms  of  misleading  percentages. 

A larger  volume  of  this  type  with  more  attention  to 
technical  detail  should  fill  a very  definite  need  in  this 
ever  expanding  field  of  study. 

J.  H.  Murdoch,  Jr. 


SYSTEMIC  ARTERIAL  EMBOLISM;  Pathogenesis 
and  Prophylaxis,  by  Dr.  John  Martin  Askey.  Grune  & 
Stratton,  Inc.,  New  York.  1957.  Price  $5.75. 

Dr.  Askey  has  written  a scholarly  review  of 
thromboembolism.  Beginning  with  an  interesting 
historical  review,  Dr.  Askey  discusses  the  death  and 
disability  from  arterial  embolism,  the  pathogenesis  of 
vascular  thrombosis,  and  that  of  cardiac  mural 
thrombosis  and  proceeds  through  anticoagulant 
therapy  in  thromboembolic  disease. 

Of  interest  in  the  historical  review  is  a prescription 
given  by  Dr.  Samuel  B.  Ward  in  1873  for  arterial 
occlusion.  Dr.  Ward  prescribed  as  stimulants  one 
quart  bottle  of  brandy,  one  half  pint  of  sherry,  and 
one  pint  of  champagne — the  latter  to  control  nausea. 
The  modern  dosage  of  alcohol  recommended  for  peri- 


EMORY  UNIVERSITY  SCHOOL  OF  MEDICINE  — ATLANTA.  GEORGIA 

Announces 

SIX  DAYS  OF  CARDIOLOGY 
(January  13-18.  1958) 

Major  Problems  of  Heart  Disease  will  be  discussed  by 
Members  of  the  Emory  University  Faculty  and  the  fo’lowing  visitors: 


A.  Carlton  Ernstene,  M.  D., 

Chairman,  Division  of  Medicine,  Cleveland  Clinic, 
Cleveland.  Ohio. 

Dwight  E.  Harken,  M.  D., 

Assistant  Clinical  Professor  of  Surgery.  Harvard  Medi- 
cal School  ; Surgeon,  Peter  Bent  Brigham  Hospital  ; 
Chief  of  Department  of  Thoracic  Surgery,  Mount 
Auburn  and  Malden  Hospitals,  Boston,  Massachusetts. 
Helen  B.  Taussig,  M.  D.. 

Associate  Professor  of  Pediatrics,  The  Johns  Hopkins 
University  School  of  Medicine;  Director  of  the  Chil- 
dren’s Heart  Clinic  of  the  Harriet  Lane  Home.  The 
Johns  Hopkins  Hospital,  Baltimore,  Md. 

Eugene  A.  Stead,  M.  D., 

Professor  and  Chairman,  Department  of  Medicine, 
Duke  University  School  of  Medicine,  Durham.  N.  C. 


Ancel  B.  Keys,  M.  D., 

Professor  of  Medicine,  University  of  Minnesota;  Direc- 
tor of  the  Laboratory  of  Physiological  Hygiene,  Uni- 
versity of  Minnesota  School  of  Public  Health,  Min- 
neapolis, Minn. 

Edward  S.  Orgain,  M.  D., 

Professor  of  Medicine.  Duke  University  School  of 
Medicine;  Director,  Cardiovascular  Disease  Service, 
Duke  Hospital,  Durham,  North  Carolina. 

E.  Grey  Dimond,  M.  D., 

Professor  and  Chairman  of  the  Department  of  Medi- 
cine; Director  of  the  Cardiovascular  Laboratory.  Uni- 
versity of  Kansas  Medical  Center.  Kansas  City,  Kansas. 
Gene  H.  Stollerman,  M.  D.. 

Associate  Professor  of  Medicine,  Northwestern  Uni- 
versity. Chicago,  Illinois. 


Tuition  fee:  $100.00. 

Write:  Postgraduate  Teaching  Program,  Emory  University  School  of  Medicine.  69  Butler  St..  Atlanta  3,  Ga. 
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pheral  vasodilatation  would  appear  of  relative  homeo- 
pathic amounts  in  supportive  stimulative  and  anti- 
nauseating effect. 

Of  great  interest  is  his  discussion  of  left  auricular 
thrombosis  in  rheumatic  heart  disease.  The  primary 
correlate,  auricular  fibrillation,  is  related  only  sta- 
tistically not  causely,  to  the  high  incidence  of 
thrombosis.  The  clots  are  distributed  according  to 
location  of  endocardial  damage  in  rheumatic  heart 
disease  in  the  left  auricle.  The  author  feels  that  there 
is  no  adequate  explanation  for  mobilization  of  left 
auricular  thrombi  in  the  majority  of  instances.  The 
recurrence  of  embolism  could  not  be  correlated  with 
anything  except  occasionally  a change  in  the  rhythm 
of  ventricular  contraction  from  regular  to  irregular, 
or  the  reverse. 

Because  of  his  detailed  review  of  the  physio-path- 
ology of  thrombo-embolism  and  therapy  in  this  group 
of  diseases,  Dr.  Askey’s  book  is  a fine  addition  to  the 
library  of  the  cardiologist. 

A.  V.  Williams 


CIBA  FOUNDATION  COLLOQUIA  ON  AGE- 
ING. Vol.  2.  Ageing  in  Transient  Tissues.  G.  E.  W. 
Wolstenholme  and  E.  C.  P.  Millar.  263  pp.  1956. 
$6.75. 

This  follows  the  earlier  Volume  1 on  general 
aspects  of  ageing.  It  was  a symposium  conceived  in 
the  thought  that  possibly  the  most  productive  insight 
into  this  problem  might  be  reached  through  considera- 
tion of  those  things  which  go  on  during  the  ageing 
of  “transient  tissues.  ’ This  term  includes  particularly 
such  tissues  as  the  reproductive  organs  and  red  blood 
cells.  Free  imagination  has  also  brought  in  a discussion 
of  the  metabolism  of  senescent  leaves,  the  ageing  of 
axillary  apocrine  sweat  glands  and  the  growth  cycle 
of  deer  antlers. 

Physician  deer  hunters  may  be  interested  to  read 
that  blood  circulation  in  deer  antlers  proceeds  largely 
through  the  shaft  up  until  about  June  when  ossifica- 
tion takes  place  and  the  only  circulation  remaining  is 
in  the  velvet.  After  the  velvet  is  shed,  about  Septem- 
ber, the  bone  is  then  bare  and  dead  and  is  itself  shed 
about  mid-winter.  The  velvet  contains  branches  of  the 


trigeminal  nerve  which,  during  the  growth  season,  ad- 
vances at  the  rate  of  about  half  an  inch  a day.  The 
antler  cycle  is  under  hormonal  control  and  testosterone 
will  produce  antlers  in  a female  deer  if  it  has  been 
ovariectomized. 

Electron  microscopy  of  mitochondrial  changes  and 
of  the  stages  of  spermatogenesis  represent  fresh  new 
fields  of  interest.  Some  remarkable  photographs  of 
such  are  shown.  One  might  suspect  an  element  of  re- 
strained patience  when  these  conferees  refer  to  the 
more  simple  knowledge  based  on  the  older  “light 
microscope.” 

The  27  authorities  composing  this  conference  in 
London  were  largely  from  European  institutions  al- 
though there  was  representation  from  a few  ad- 
vanced research  centers  in  the  United  States. 

R.  P.  Walton,  M.  D. 


PRINCIPLES  OF  UROLOGY.  An  Introductory 
Textbook  to  the  Diseases  of  the  Urogenital  Tract,  by 
Meredith  F.  Campbell,  M.  D.  W.  B.  Saunders  Com- 
pany, Philadelphia,  1957.  Price  $9.50. 

It  is  a pleasure  to  review  Dr.  Campbell’s  textbook 
on  “Principles  of  Urology”.  It  exhibits  excellent  plan- 
ning and  organization  of  material.  This  is  a text  that 
should  be  most  satisfying  for  both  student  and  prac- 
titioner. The  long-established  position  of  the  author 
in  the  field  of  urology  assures  a fine  product. 

P.  W.  Sanders,  Jr. 


NEW  AND  NON-OFFICIAL  REMEDIES.  An  an- 
nual publication  issued  under  the  direction  and  super- 
vision of  the  Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association.  J.  B.  Lippincott 
Company,  Philadelphia.  1957.  Price  $3.35. 

Year  after  year  this  publication  stands  like  a stone 
wall  against  the  onslaught  of  innumerable  doubtful 
preparations  pretending  to  relieve  the  ills  of  the 
human  race.  It  gives  a brief,  authentic  description  of 
those  substances  which  are  tried  and  true  and  useful 
for  the  practitioner.  Evaluation  of  the  drugs  is  rigid, 
and  their  value  must  be  proven  before  they  can  reach 
the  pages  of  this  extremely  useful  and  reliable  book. 

J.  I.  W. 


j WAVERLEY  SANITARIUM,  INC.  J 

S (FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK)  U 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS  O 

L1  ADMISSIONS  LIMITED  TO  WHITE  WOMEN 

SPECIALIZING  IN  SHOCK  THERAPY  [J 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
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^ Dr.  James  B.  Galloway,  Senior  Assistant  Physician  jj 
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CONFIRMED  THERAPEUTIC  UTILITY 


Pro-Banthlne®  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain, 


in  depressing  gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility.”* 


‘‘Our  findings  were  documented  by  an  in- 
tensive and  personal  observation  of  these 
patients  over  a 2-year  period  in  private  prac- 
tice, and  in  two  large  hospital  clinics  with 
close  supervision  and  satisfactory  follow-up 
studies.”* 

Among  the  many  clinical  indications  for 
Pro-Banthlne  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  primary.  During 
treatment.  Pro-Banthine  has  been  shown 
repeatedly  to  be  a most  valuable  agent  when 
used  in  conjunction  with  diet,  antacids  and 
essential  psychotherapy. 

Therapeutic  utility  and  effectiveness 


of  Pro-Banthlne  in  the  treatment  of  peptic 
ulcer  are  repeatedly  referred  to  in  the  recent 
medical  literature. 

Pro-Banthlne  Dosage 

The  average  adult  oral  dosage  of  Pro- 
Banthlne  is  one  tablet  (15  mg.)  with  meals 
and  two  tablets  at  bedtime. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


♦Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.: 
Pro-Banthlne  in  the  Treatment  of  Peptic  Ulcer.  A 
Clinical  Evaluation  with  Gastric  Secretory,  Motil- 
ity and  Gastroscopic  Studies.  Report  of  60  Cases, 
Am.  J.  M.  Sc.  2J2.156  (Aug.)  1956. 
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SYNOPSIS  OF  GASTROENTEROLOGY  by 
Rudolph  Schindler.  Grune  & Stratton,  Inc.  New  York 
1957— Price  $7.75. 

This  is  a well  organized  book  which  completely 
covers  the  field  of  gastroenterology  in  its  358  pages. 
It  is  interesting,  readable,  and  thought-provoking. 
Since  it  represents  the  sum-total  of  one  man’s  ex- 
perience in  the  field  of  gastroenterology,  albeit  one 
who  is  a recognized  authority,  it  frequently  presents 
points  of  view  with  which  the  reviewer  cannot  agree. 
Among  these  are  statements  that  a bad  taste  in  the 
mouth  is  due  to  gastritis  and  gastric  carcinoma,  that 
food  allergy  is  frequent,  and  that  European  Spas  are 
helpful  in  cases  of  cholelithiasis.  Many  similar  ex- 
amples could  be  cited.  The  author  even  mentions  the 
possibility  of  psychogenic  gross  hemorrhage  from  an 
intact  gastric  mucosa.  The  concluding  chapter  lists 
drugs  useful  in  the  practice  of  gastroenterology,  but 
this  also  is  open  to  criticism.  For  example,  six  anti- 
cholinergic agents  are  listed,  and  the  names  of  three 
are  incorrectly  spelled. 

In  general  this  book  is  rather  basic  and  treads 
lightly  over  all  the  phases  of  gastroenterology.  It 
makes  interesting  reading  in  places  but  the  reviewer 
would  not  recommend  it  as  a source  book  for  gastro- 
enterological students. 

C.  W.  Legerton,  Jr.,  M.  D. 


THE  TREATMENT  OF  BURNS.  By  Curtis  P. 
Artz,  M.  D.  and  Eric  Reiss,  M.  D.  Pp.  250  with  199 
illustrations.  W.  B.  Saunders  Co.,  Philadelphia  1957. 
Cloth  $7.50. 

The  authors  of  this  book  are  well  qualified  to  write 
with  authority  on  this  subject.  The  material  was  ex- 
tracted from  the  clinical  experience  of  treating  over 
one  thousand  burn  cases  in  the  burn  unit  of  Brooke 
Army  Medical  Center.  Col.  Artz  has  written  many 
previous  papers  on  the  treatment  of  burns  and  has 
become  a recognized  authority  in  this  field. 

The  book  is  well  written  and  soundly  organized. 
It  is  presented  in  a manner  which  should  be  peculiar- 
ly attractive  to  those  who  are  in  training  or  to  those 
physicians  who  treat  burns  infrequently.  There  is 
nothing  new  in  the  content  of  the  book  but  the  more 
practical  aspects  of  burn  therapy  have  been  extracted 
from  the  vast  surgical  burn  literature  and  presented 
in  an  extremely  readable  manner.  No  attempt  is  made 
to  provide  a complete  list  of  references  to  the  burn 
literature  but  the  selection  is  representative. 

Carter  Maguire,  M.  D. 


A VISIT  TO  THE  HOSPITAL,  by  Franeine  Chase, 
under  the  supervision  of  Lester  L.  Coleman,  M.  D. 
Grosset  & Dunlap,  New  York.  1957.  Price  $1.50. 

This  is  a book  for  children,  written  in  a style 
understandable  by  the  child  and  pleasantly  illustrated. 
Its  purpose  is  to  make  the  child  aware  of  what  he 
might  expect  in  the  way  of  an  experience  in  the  hos- 
pital, especially  when  he  is  going  for  some  elective 
operation  such  as  tonsillectomy.  It  gives  an  account 
of  the  procedures  and  contacts  which  the  child  will 
have. 

Anything  which  will  manage  to  quiet  the  ap- 
prehension which  is  natural  for  any  child  entering 
upon  such  a new  experience  should  be  very  valuable. 
This  book  has  a pleasant  form  and  approach,  and 
should  be  useful  in  the  hands  of  parents. 

This  reviewer  would  question  two  points  in  the 
book.  One  is  that  the  operating  gowns  and  operating 
rooms  are  described  as  being  white,  while  many  sur- 
geons and  many  hospitals  use  color  and  avoid  white, 
possibly  because  it  is  rather  frightening  for  the  pa- 
tient. The  other  point  is  the  statement  “tonsils  very' 
often  cause  colds  and  sore  throats”.  The  latter,  yes; 
the  former,  no.  It  seems  rather  a shame  to  fill  the 
innocent  child’s  mind  with  misinformation. 

J.  I.  W. 


ESSENTIALS  OF  CLINICAL  PROCTOLOGY 
Third  Edition.  Manuel  G.  Spiesman  and  Louis 
Malow.  Grune  and  Stratton.  New  York.  1957.  Price 
$8.75. 

As  the  title  indicates,  this  book  presents  in  a prac- 
tical manner  what  the  authors  consider  to  be  the 
essentials  of  proctology.  It  is  a manual  of  316  pages 
with  excellent  printing  and  many  fine  diagrams.  The 
bibliography  of  two  and  a half  pages,  placed  just 
before  the  index,  lists  only  books  but  no  articles  of 
any  journals.  The  subjects  of  applied  anatomy  and 
differential  diagnosis  are  handled  in  a commendable 
manner.  Hemorrhoids,  the  most  common  anorectal 
lesion,  are  discussed  in  24  pages.  However,  the  sur- 
gical treatment  of  hemorrhoids  merits  only  one  page 
whereas  the  injection  treatment  is  emphasized  in  a 
whole  chapter  of  12  pages. 

This  book  may  be  read  by  medical  students  and 
others  who  would  be  content  with  the  bare  essentials 
of  proctology.  However,  those  who  would  not  be 
satisfied  with  a smattering  of  knowledge  will  turn  to 
fuller  treatises  on  proctology. 

Leon  Banov,  Jr.,  M.  D. 
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NEW  DIRECTIONS  IN  PUBLIC  HEALTH 

(IS  PUBLIC  HEALTH  IN  TUNE  WITH  THE  CHANGING  SOUTH  CAROLINA?) 

Edward  Davens,  M.  D.° 

Baltimore,  Md. 


I have  been  looking  forward  with  great 
pleasure  to  this  meeting  with  you  to  dis- 
cuss for  the  next  few  days  trends  in 
modern  public  health  practice.  I have  heard 
many  fine  things  about  the  South  Carolina 
Public  Health  Association  which  is  helping  to 
develop  and  conserve  human  resources  to 
keep  pace  with  the  phenomenal  industrial  ex- 
pansion in  your  State. 

The  extent  of  this  challenge  may  be  gauged 
by  study  of  the  economic  growth  data  issued 
by  your  State  Development  Board.  In  the 
ten-year  span  1943-1953,  the  State  population 
increased  11.4%  and  the  per  capita  income 
rose  128%.  There  were  1,060  new  industrial 
plants  started  while  1,150  expansions  occurred 
in  existing  plants  in  eight  years.  During  this 
same  period  19,702  homes  and  7,386  housing 
projects  were  built  and  in  only  six  years  114.5 
millions  of  dollars  were  spent  on  566  school 
buildings  to  educate  the  growing  child  popu- 
lation. 

In  the  excitement  and  very  natural  pre- 
occupation with  this  industrial  and  economic 
growth  it  would  be  a tragic  and  costly  error 
if  simultaneous  and  equal  attention  were  not 
given  to  South  Carolina’s  most  valuable  re- 
source— its  people.  From  the  health  point  of 
view  it  is  largely  the  responsibility  of  this 
Association  to  provide  the  necessary  leader- 
ship to  see  that  this  oversight  does  not  occur. 
From  early  history  it  has  been  man’s  fate 

“Deputy  Director,  Maryland  State  Department  of 
Health.  Presented  at  34th  Annual  Meeting,  South 
Carolina  Public  Health  Association,  May  9,  1957. 


and  sometimes  his  predilection  to  allow  his 
technological  prowess  and  machines  to  out- 
strip his  ability  to  understand  and  control  the 
effects  on  man  himself.  Put  it  another  way — 
progress  often  brings  problems. 

It  will  be  profitable  to  take  a searching  look 
at  the  new  health  problems  which  have  ac- 
companied growth  and  progress  to  the  end 
that  our  public  health  practice  will  not  re- 
main static,  but  will  change  with  the  needs 
and  desires  of  the  people  and  with  advances 
in  science  and  technology. 

Recent  Reviews 

As  you  are  well  aware  the  urgent  need  to 
reassess  our  health  programs  in  the  light  of 
modern  ideas  of  public  health  has  resulted  in 
a number  of  challenging  reports  and  state- 
ments in  the  past  year  or  two.  Dr.  Herman 
Hilleboe’  addressed  the  American  Public 
Health  Association  as  its  President  in  1955 
on  the  subject  “Public  Health  in  a Changing 
World”.  He  singled  out  four  pressing  prob- 
lems that  “try  to  the  utmost  the  knowledge, 
skill  and  insight,  and  imagination  of  the  pub- 
lic health  professions”.  These  were:  1)  the 
chronic  diseases,  2)  mental  and  emotional  dis- 
orders, 3)  medical  rehabilitation,  and  4) 
evaluation  of  programs. 

More  recently  the  new  Surgeon  General  of 
the  U.  S.  Public  Health  Service,  Dr.  L.  E. 
Burney2  has  outlined  his  views  of  “A  Modern 
Concept  of  Community  Health”.  Among  other 
points  he  stressed  the  importance  of  com- 
munity attitudes,  pointing  out  that  knowing 
the  problems  and  developing  the  resources 


were  not  sufficient.  In  our  complex  modern 
society  it  is  also  essential  to  work  diligently 
on  promoting  positive  community  attitudes 
that  will  result  in  willingness  to  accept  leader- 
ship and  give  moral  and  material  support  to 
health  activities.  He  suggested  that  modern 
public  health  education  methods  woidd  be  of 
assistance  here.  Very  significantly  he  also 
called  attention  to  the  fact  that  in  the  past 
twenty-five  years  research  and  teaching  have 
been  added  to  service  to  form  the  three 
essential  components  of  public  health.  A 
health  department  which  devotes  itself  ex- 
clusively to  service  is  simply  not  doing  its  job 
in  1957  style. 

Perhaps  the  most  significant  and  exciting 
document  which  has  been  brought  to  your 
special  attention  again  within  the  past  few 
days  is  the  “Report  of  the  American  Public 
Health  Association  Task  Force”.3  As  part  of 
its  assignment  the  authors,  composed  of  out- 
standing national  public  health  leaders,  have 
formulated  a carefully  prepared  statement  on 
the  direction  public  health  should  take  in  the 
immediate  future. 

In  view  of  these  and  other  recently  pub- 
lished reviews  it  is  unnecessary  and  indeed 
presumptious  of  me  to  attempt  to  cover  the 
entire  list  of  challenging  public  health  prob- 
lems. Instead  I will  speak  to  you  along  more 
personal  and  specific  lines  as  one  public  health 
worker  to  another,  emphasizing  observations 
and  experiences  accumulated  in  a state  of 
approximately  the  same  population  and  gen- 
eral background  as  yours.  For  convenience 
I will  list  my  observations  under  the  same 
three  general  areas  of  public  health  re- 
sponsibility which  the  Task  Force  used  in 
its  report:  Promotion  of  personal  and  com- 
munity health;  maintenance  of  a healthful  en- 
vironment; and  an  aggressive  attack  on  dis- 
ease and  disability. 

Promotion  of  Personal  and  Community  Health 
1.  Health  Aspects  of  Juvenile  Delinquency  : 

Poorly  understood  but  admittedly  complex 
and  multiple  factors  in  our  way  of  life  have 
caused  an  alarming  rise  in  asocial  behaviour 
by  youth. 

Current  study  of  this  problem  of  juvenile 
delinquency  has  inevitably  directed  attention 
to  prevention.  A recent  report  by  the  Health 


Committee  of  the  Governor’s  Commission  on 
Juvenile  Delinquency  in  Maryland  has  led  us 
straight  back  to  a renewed  emphasis  on 
fundamental  maternal  and  child  health  ser- 
vices. After  months  of  careful  consideration 
of  the  evidence  presently  available,  the  Com- 
mittee recommends  more  extensive  and  vigor- 
ous application  to  all  expectant  mothers  of 
our  presently  available  knowledge  of  total 
maternity  care  which,  of  course,  includes 
emphasis  on  the  psychological  aspects  of 
pregnancy  and  the  kind  of  family  planning 
which  will  result  in  children  being  wanted. 
Time  does  not  permit  listing  all  of  the  recom- 
mendations but  one  of  them  may  be  of 
special  interest.  The  wider  use  of  nurse  mid- 
wives is  urged  to  make  possible  a more  com- 
prehensive type  of  supportive  maternity  care 
in  obstetrical  services  of  hospitals  as  well  as 
health  departments.  To  make  this  possible  it 
woidd  be  necessary  to  increase  the  number  of 
training  centers  for  such  personnel  similar  to 
the  experimental  one  now  functioning  at 
Johns  Hopkins  in  collaboration  with  Mater- 
nity Center  of  New  York. 

The  report  goes  on  to  make  a series  of 
recommendations  for  improving  the  quantity 
and  quality  of  child  health  services.  This  may 
be  summed  up  as  the  systematic  and  wide- 
spread application  in  medical  and  nursing  ed- 
ucation, in  the  private  practice  of  medicine, 
and  in  public  health  programs  of  the  prin- 
ciples and  procedures  cataloged  in  the 
manual  “Health  Supervision  of  Young  Chil- 
dren” published  by  the  American  Public 
Health  Association. 

2.  Dental  Health: 

Because  of  its  sheer  magnitude  dental  ill 
health  must  command  our  attention  and  be 
assigned  a considerable  priority.  Tooth  decay 
not  only  affects  nearly  the  whole  population 
but  it  extends  over  the  entire  lifetime.  We 
should  recognize  that  the  extent  of  this  prob- 
lem is  beyond  the  capacities  of  present  dental 
personnel  and  facilities.  Priority  should  be 
given  to  two  excellent  avenues  of  approach 
which  I believe  are  both  economical  and 
effective. 

One  of  these  is  the  vigorous  promotion  of 
fluoridation  of  water  supplies  and  the  other  is 
the  incorporation  of  the  “incremental”  dental 
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care  program  as  a routine  in  every  school. 
Incremental  care  has  been  found  to  be  the 
most  practicable  approach  to  the  maintenance 
of  dental  health  because  after  a child  has  had 
care  for  accumulated  defects  in  the  first  grade 
attention  is  focused  on  maintenance  of  that 
status  by  meticulous  care  of  those  defects 
which  occur  annually.  This  is  done  rigidly 
according  to  the  dental  facilities  available 
even  though  it  means  limitation  of  the  grades 
or  schools  which  are  covered. 

3.  Twentieth  Century  Plague : 

An  important  new  threat  to  the  public 
health  which  may  be  appropriately  called  the 
twentieth  century  plague  and  which  has  al- 
ready assumed  epidemic  proportions  is  ac- 
cidental death  and  disability. 

The  cause  and  prevention  of  home  ac- 
cidents, of  particular  importance  in  childhood, 
has  already  been  accepted  widely  as  a public 
health  responsibility.  The  medical  aspects  of 
motor  vehicle  accidents  is  now  on  our  thresh- 
old and  the  challenge  cannot  be  ignored.  The 
evidence  is  overwhelming  that  the  core  of  the 
problem  concerns  not  the  vehicle  but  the 
driver — his  physical  disabilities,  his  personal- 
ity, his  personal  problems,  his  dependence 
on  alcohol  and  drugs,  and  dozens  of  other 
factors  too  numerous  to  mention.  At  the  out- 
set I believe  the  public  health  approach  to 
this  problem  should  focus  on  the  medical 
aspects  and  that  this  be  done  in  joint  partner- 
ship with  the  medical  profession  and  medical 
schools.  The  joint  committees  of  state  medical 
societies  and  health  departments  to  study 
maternal  mortality  and  infant  mortality  which 
have  been  active  and  effective  over  the  past 
thirty  years  provide  an  excellent  pattern  of 
approach  to  this  new  health  hazard. 

4.  Health  of  Children  in  Foster  Care: 

To  single  out  such  a specific  point  as  the 
health  supervision  of  children  in  foster  care 
may  surprise  you.  I do  so  because  I believe  it 
presents  a most  fruitful  opportunity  to  cement 
cordial  working  relationships  between  health 
and  welfare  agencies — a prerequisite  to  solu- 
tion of  many  of  the  present  day  personal 
health  problems.  Special  emphasis  and  effort 
on  the  group  of  dependent  and  neglected 
children  who  already  have  more  than  their 
share  of  social  and  physical  handicap  will  be 


richly  rewarded  in  several  ways.  Extending  to 
this  group  of  children  the  best  continuous 
health  supervision  and  medical  care  of  which 
the  community  is  capable  will  not  only  dis- 
charge a clear  legal  and  moral  responsibility 
but  will  provide  a laboratory  to  demonstrate 
the  value  of  periodic  health  supervision  to 
set  standards  and  to  provide  training  op- 
portunities. It  can  also  serve  to  test  methods 
of  curbing  juvenile  delinquency  and  putting 
into  practice  in  an  organized  way  early  case 
finding  and  prompt  treatment  of  handicaps 
or  conditions  leading  to  handicap. 

An  important  feature  of  this  particular  pro- 
gram, not  to  be  overlooked,  is  the  care  which 
is  taken  to  see  to  it  that  the  foster  home  itself 
is  free  from  such  obvious  health  hazards  as 
tuberculosis  and  mental  disease. 

5.  Health  of  Children  of  Working  Mothers: 
Labor  statistics  indicate  that  the  percentage 

of  women  in  the  labor  force  is  rising  and  will 
continue  to  rise.  In  a rapidly  industrializing 
economy  such  as  yours  this  is  probably  es- 
pecially true.  Safeguarding  the  quality  of  sub- 
stitute provisions  for  the  care  of  young  chil- 
dren of  working  mothers  is  a joint  responsibil- 
ity of  Welfare,  Education  and  Health 
Departments.  Health  agencies  should  be 
ready  to  accept  their  share  of  the  responsibil- 
ity and,  if  necessary,  should  take  the  initiative 
in  securing  interdepartmental  planning  to  de- 
velop standards  and  regulations  for  group  day 
care  facilities  which  will  adequately  protect 
and  promote  the  child’s  health. 

6.  Health  Aspects  of  Mental  Retardation: 
Sparked  by  a nation-wide  movement  among 

parents  of  mentally  retarded  children  which 
has  been  accompanied  by  a gradual  change 
in  medical  philosophy  there  is  a current  spate 
of  activity,  quite  legitimate  in  my  opinion,  to 
include  special  health  services  for  these  chil- 
dren in  the  maternal  and  child  health  pro- 
gram. Accumulated  scientific  evidence  show- 
ing the  undesirable  effects  of  deprivation  of 
maternal  care  in  infancy  is  now  accepted  to 
apply  to  this  group  of  children  as  well  as 
others.  The  result  has  been  a gradual  with- 
drawal from  the  idea  of  early  institutional 
care  of  custodial  type.  This  has  brought  new 
responsibilities  to  the  pediatric  diagnostic 
center,  the  child  health  conference  and  the 
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public  health  nurse  which  should  be  accepted. 

7.  Prenatal  Factors  in  Reproductive  Failure : 

Although  primarily  in  the  field  of  medical 

research,  the  renewed  interest  and  activity  in 
investigating  the  prenatal  factors  in  human 
reproductive  failure,  including  the  causes  of 
prematurity  and  congenital  malformation 
should  receive  the  full  support  of  all  public 
health  professionals.  The  progress  of  this  re- 
search should  be  watched  with  the  most  con- 
centrated attention  in  order  to  apply  pre- 
ventive procedures  as  they  become  known. 
Since  the  research  approach  to  this  problem 
is  a broad  and  coordinated  one  using  com- 
bined clinical,  laboratory,  and  epidemiological 
methods,  public  health  workers  should  be 
ready  to  assist  with  the  laborious,  tedious,  and 
long  drawn  out  task  of  careful  follow-up  of 
study  cases  over  a number  of  years. 

8.  Some  Aspects  of  the  New  Poliomi/elitis 

Vaccine: 

That  the  new  specific  immunizing  agent  to 
prevent  paralytic  poliomyelitis  should  be  in- 
corporated into  the  regular  routine  health 
supervision  of  all  children  is  obvious  and  is 
already  well  on  the  road  to  success.  Indeed 
the  assimilation  into  standard  preventive 
practice  has  already  manifested  itself  by  ex- 
perimental work  with  a quadri-antigen- 
DPPT. 

There  are  several  beneficial  by-products  of 
the  situation,  however,  which  should  be  fully 
exploited. 

If  results  are  as  expected,  there  will  be  a 
significant  gain  to  community  mental  health. 
Gone  will  be  the  panic  and  hysteria  which 
each  summer  has  plagued  the  life  of  all  health 
officers  and  most  physicians.  Will  it  be  pos- 
sible for  us  to  learn  the  lesson  that  fear  is  a 
double  edged  weapon  when  used  unwisely 
in  health  education?  Will  we  succeed  in  pro- 
tecting individual  and  community  mental 
health  as  we  go  about  the  business  of  attack- 
ing other  diseases?  I devoutly  hope  so. 

Another  point  is  the  superb  opportunity  to 
improve  standards  for  all  immunizing  pro- 
cedures (e.  g.,  individual  steam  sterilized 
syringes  and  needles)  and  to  enlist  public 
interest  in  preventive  medicine  in  general. 

In  evaluating  the  effectiveness  of  the  vac- 
cine it  is  more  important  than  ever  that  the 


accuracy  of  the  diagnosis  be  confirmed  in  the 
laboratory.  As  true  paralytic  poliomyelitis  be- 
comes less  frequent  there  will  remain  an  ever 
increasing  residual  of  other  virus  diseases 
with  which  poliomyelitis  has  frequently  been 
confused  in  the  past.  It  is  known  that  other 
viruses  are  capable  of  producing  paralysis 
thus  making  positive  identification  in  the  lab- 
oratory essential  before  a positive  diagnosis 
of  poliomyelitis  is  made  and  officially  re- 
ported. 

9.  More  Experimentation  in  Providing  School 

Flealth  Services: 

More  experimentation  is  needed  in  pro- 
viding school  health  services. 

Considerable  progress  has  been  made.  The 
policy  of  joint  planning  and  operation  of  the 
total  health  program  for  school  children  by 
both  Departments  of  Education  and  Health 
in  consultation  with  Parent  Teachers  Associa- 
tion, physicians,  dentists  and  others  has  been 
quite  generally  accepted.  So  also  has  the 
emphasis  on  a continuous  process  of  carefully 
planned  screening  procedures  to  identify  the 
health  problems  rather  than  perform  mass 
physical  examinations  which  are  wasteful  of 
the  time  of  medical  personnel  and  ineffectual 
in  accomplishing  definitive  treatment.  The 
classroom  teacher  and  the  nurse  have  begun 
to  operate  as  an  effective  unit  for  health,  but 
there  are  never  sufficient  nurses  to  take  care 
of  all  the  problems.  Teachers  are  burdened 
with  bumper  size  classes,  the  screening  job  is 
often  neglected,  records  are  not  completed, 
communication  with  the  family  physician,  the 
Crippled  Children’s  Program  or  other  health 
resources  breaks  down. 

We  should  continue  our  quest  for  better 
ways  in  school  health.  Are  we  making  the 
maximum  effort  to  encourage  parents  to  as- 
sume their  rightful  responsibility  for  the 
health  of  their  children?  Are  the  present 
school  health  procedures  productive  or 
should  some  of  them  be  discarded?  Should  we 
make  more  use  of  non-professional  persons 
who  could  carry  out  many  of  the  tasks  with  a 
little  training  and  supervision?  How  pro- 
ductive is  the  effort  in  discovering  adverse 
health  conditions  previously  unknown  and  un- 
suspected? How  many  of  these  are  followed 
through  to  a final  conclusion?  Is  the  health 
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emphasis  on  the  whole  family  unit  as  it  should 
be? 

In  my  opinion  it  would  be  well  to  seek 
answers  to  these  questions  quite  objectively 
before  large  additional  sums  are  invested  in 
school  health,  otherwise  we  may  simply  com- 
pound the  problem  by  perpetuating  on  a 
larger  scale  present  inefficient  methods. 

Maintenance  of  a Healthful  Environment 

The  rapidity  of  changes  in  living  patterns 
creates  fundamental  problems  of  man’s 
adaptation  to  his  environment  with  great 
potential  significance  for  health. 

1.  Suburban  Planning  to  Provide  Adequate 

Water  Supply  and  Proper  Waste  Disposal : 

During  the  past  few  years,  many  parts  of 
the  country  have  been  confronted  with  un- 
precedented problems  of  providing  water 
supply,  sewerage  and  other  community  facili- 
ties for  a tremendously  accelerated  growth  of 
residential  housing. 

The  problems  of  “suburbia”  have  been 
widely  discussed  at  various  conferences,  in  the 
press,  and  in  national  publications. 

A major  consideration  which  must  be  met 
in  constructing  modern  residences  is  the  dis- 
posal of  greatly  increased  volumes  of  house- 
hold sewage.  The  only  satisfactory  way  of 
disposing  of  domestic  sewage  in  the  modern 
community  is  by  means  of  public  sewers  with 
subsequent  treatment  and  disposal  through 
an  adequate  sewage  treatment  plan. 

Modern  communities  without  number,  how- 
ever, are  dealing  with  problems  of  the  great- 
est difficulty  as  a result  of  attempts  to  dispose 
of  domestic  sewage  through  the  long  recog- 
nized inadequate  and  unsatisfactory  process 
of  utilizing  a septic  tank  and  seepage  pit  or 
tile  field  for  the  individual  premise.  The  septic 
tank  system  was  developed  more  than  a half 
century  ago  primarily  for  the  isolated  rural 
residence.  As  far  as  the  needs  of  suburbia  are 
concerned  it  is  as  outdated  as  the  horse  and 
buggy. 

The  initiation  and  growth  of  the  new  com- 
munities are  of  course  influenced  by  very 
strong  social,  economic  and  political  forces. 
These  are  the  forces  which  produce  the  major 
obstacles  for  local  official  planning  bodies. 
They  must  be  dealt  with  effectively  if  organ- 
ized planning  processes  and  controlled  land 


patterns  are  to  be  developed.  There  is  a 
strikingly  urgent  need  at  the  present  time  for 
more  constructive  land  use  planning,  zoning, 
and  building  control  to  provide  an  organized 
pattern  of  development.  Each  day’s  delay  and 
indecision  in  areas  uncontrolled  by  orderly 
planning  only  compound  the  future  problems 
which  will  confront  our  state  and  county  gov- 
ernments. 

2.  Radiological  Health : 

Current  national  and  international  develop- 
ments in  knowledge  and  use  of  atomic  and 
nuclear  devices  pose  problems  of  far  reaching 
implication  for  public  health  authorities.  This 
is  a good  example  of  man’s  technological 
prowess  outstripping  his  knowledge  of  the 
effect  on  himself.  Actual  and  potential  radio- 
logical effects  upon  health  exist  even  in  the 
absence  of  atomic  war.  Research  discoveries 
have  determined  many  new  and  beneficial 
uses  of  radioactive  materials  in  industrial  and 
medical  fields.  Both  the  American  and  British 
reports  on  the  biological  effects  of  atomic 
radiation  issued  simultaneously  in  June  1956 
agree  that  there  is  no  “safe”  rate  of  radiation 
genetically  speaking.  The  question  is  how 
large  a cumulative  dose  may  be  permitted 
over  the  reproduction  period;  i.e.,  up  to 
thirty  years,  without  causing  undue  genetic 
damage  when  considered  in  relation  to  the 
beneficial  effects  from  the  medical  or  in- 
dustrial standpoint.  Escape  or  disposal  of 
radioactive  by-products  or  partially  spent 
materials  is  the  problem  of  greatest  concern. 
These  substances  range  from  the  fallout  of 
ash  from  experimental  bomb  discharges  to  the 
disposal  of  experimental  isotope  wastes  from 
medical  and  industrial  research  laboratories 
and  nuclear  power  reactors. 

This  is  an  important  new  public  health  re- 
sponsibility which  should  be  met  in  the  same 
vigorous  fashion  as  have  other  environmental 
hazards  in  the  past.  The  disturbing  factor 
seems  to  be  that  we  desperately  need  more 
data,  especially  human  data,  concerning  the 
quantitative  aspects  of  radiation  injury  on 
which  to  base  realistic,  yet  safe,  standards. 

•3.  Hygiene  of  Housing: 

With  the  moving  of  vast  numbers  of  rural 
people  to  urban  communities,  many  houses 
have  become  overcrowded.  Many  homes 
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which  were  once  adequate  are  now  worn  out. 
It  has  been  estimated  that  there  are  5,000,000 
substandard  houses  in  the  United  States. 

Modern  health  objectives  in  housing  not 
only  include  cleanliness  and  safety  from  physi- 
cal hazards  but  also  those  qualities  which  pro- 
mote emotional  and  social  well  being.  For  ex- 
ample extension  of  the  principles  of  the 
hygiene  of  housing  should  include  adequate 
recreation  space  and  special  provisions  for 
such  groups  as  children  and  older  people. 
There  has  been  a great  deal  of  talk  about 
the  need  for  developing  home  care  services 
for  the  rapidly  growing  numbers  of  chroni- 
cally ill  persons.  I hope  that  a way  will  be 
found  to  keep  this  thought  in  the  foreground 
as  planning  gets  underway  for  more  hygienic 
housing  in  the  future. 

The  large  city  slum,  strongly  suspected  of 
being  a breeding  ground  not  only  for  such 
physical  ailments  as  tuberculosis  but  also  of 
delinquency,  dependency  and  crime,  is  in  the 
spotlight.  Less  dramatic  is  the  growing  con- 
cern for  improving  the  housing  standards — 
and  the  health — of  such  groups  as  agricultural 
migrant  workers.  Here  and  there  smaller 
towns  are  also  beginning  to  realize  that  sub- 
standard housing  is  by  no  means  confined  to 
the  metropolis,  and  are  calling  upon  their 
health  workers  to  give  leadership  in  develop- 
ing programs.  This  is  indeed  a challenge 
worth  all  your  greatest  talent  and  effort. 

An  Aggressive  Attack  on  Disease  and 
Disability 

This  third  area  of  public  health  responsibil- 
ity is  perhaps  the  most  formidable,  rapidly 
growing  and  complex  of  all.  Certainly  it  is 
the  most  expensive.  Regardless  of  which 
agencies  administer  the  tuberculosis  and 
mental  hospitals,  the  chronic  disease  hospitals, 
which  have  been  or  will  be  built,  the  de- 
veloping medical  rehabilitation  programs,  the 
state  aid  to  hospitals,  the  medical  care  of  in- 
digent, the  Crippled  Children’s  Program,  the 
hospital  construction  program,  and  the  pro- 
vision of  nursing  home  care — the  total  bud- 
get for  medical  care  overshadows  that  for  the 
other  two  areas  of  public  health — preventive 
and  environmental  services. 

As  acute  diseases  lessen,  long-term  illness 
is  playing  a much  more  prominent  role  and 


this  can  confidently  be  expected  to  continue. 
In  a dynamic  public  health  program  tuned  to 
the  community  needs  these  responsibilities 
will  increase. 

1.  Establishing  and  Maintaining  Interagency 

Relationships: 

Providing,  for  all  segments  of  the  popula- 
tion, the  wide  range  of  services  necessary  to 
prevent  the  occurrence  or  progression  of  dis- 
ease and  disability  is  so  bewilderingly  complex 
that  responsibility  must  be  shared  with  the 
entire  community.  It  is  for  this  reason  that,  in- 
stead of  a particular  program,  I should  like  to 
start  with  featuring  a method  of  attaining  pro- 
gram objectives.  This  is  the  diligent  and  sin- 
cere cultivation  of  mechanisms  for  establishing 
and  maintaining  interagency  relationships. 
Recentlv  activated  interdepartmental  com- 
mittees of  health,  education,  welfare,  and 
mental  hygiene  departments  are  a step  in  the 
right  direction.  More  than  ever  before  the 
efforts  of  private  medicine  and  public  health 
are  interdependent.  The  public  health  profes- 
sion should  take  the  initiative  in  enlisting  the 
aid  of  the  private  physician  in  community 
programs  and  in  encouraging  his  use  of  com- 
munity resources.  In  our  cooperative  action 
with  voluntary  health  agencies  interested  in 
particular  diseases  we  must  constantly  pursue 
the  ultimate  goal  of  meticulous  synchroniza- 
tion of  all  community  health  services  so  that 
total  care  of  long-term  illness  may  be  applied 
to  the  family  unit. 

The  degree  in  which  the  various  health  pro- 
fessions and  numerous  agencies  work  to- 
gether will  determine  the  degree  of  success 
in  coping  with  the  problem  of  long  term  ill- 
ness. 

2.  Future  Trends  in  Tubercidosis  Control: 

The  decline  in  tuberculosis  deaths  and  the 

rise  of  anti  microbial  treatment  brings  up  the 
question  of  relative  emphasis  on  home  care 
and  hospital  care.  The  future  course  of  this 
ancient  and  formidable  health  adversary  is  by 
no  means  yet  clear.  Most  experts  feel  it  is  still 
too  early  to  tell  how  rapid  the  future  decline 
will  be.  Nevertheless  it  is  quite  obvious  that 
careful  thought  should  be  given  to  absorbing 
other  pulmonary  disease  in  tuberculosis  hos- 
pitals and  planning  for  further  future  adjust- 
ments to  meet  other  community  needs  in  the 
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hospital  care  of  chronic  illness. 

3.  Chronic  Illness : 

Experience  with  State  Crippled  Children’s 
Programs  with  their  emphasis  on  total  care 
based  on  early  and  accurate  diagnosis  can  pro- 
vide some  good  leads  in  developing  chronic 
illness  programs  for  adults.  It  is  now  well  ac- 
cepted that  emphasis  should  not  be  on  the 
development  of  hospitals  for  chronic  illness 
alone.  There  must  be  developed  simultaneous- 
ly a wide  gamut  of  provisions  for  different 
levels  of  institutional  and  other  care  and 
these  must  be  coordinated  by  formal  arrange- 
ments to  permit  smooth  flow  of  patients  be- 
tween the  several  levels  of  care  so  that  the 
right  bed  will  be  available  for  the  right  patient 
at  the  right  time.  The  major  emphasis  in  the 
hospital  for  chronic  disease  should  be  placed 
on  medical  and  physical  rehabilitation. 

It  is  not  feasible  to  operate  a dynamic  hos- 
pital program  of  this  type  unless  alternate 
plans  can  be  worked  out  for  patients  who  do 
not  need  and  will  not  benefit  from  the  more 
expensive  levels  of  chronic  or  general  hospital 
care.  More  non-profit  nursing  homes  must  be 
developed.  The  nursing  home  problem  will 
be  an  unending  one  so  long  as: 

1.  There  is  no  formal  program,  either  local 
or  state,  for  the  provision  of  care  for  the 
chronically  ill  at  the  nursing  home  level. 
Supplemental  Department  of  Public  Wel- 
fare grants  for  this  purpose  are  below 
actual  cost  of  needed  care  and  hence  do 
not  command  adequate  facilities  or  ser- 
vices. 

2.  Nursing  homes  continue  to  be  impro- 
vised in  converted  dwellings. 

3.  The  number  of  aged  and  hence  the  num- 
ber of  chronically  ill  continue  to  increase 
while  the  number  of  available  beds  do 
not  increase  proportionately. 

In  Maryland  the  State  Board  of  Health  has 
requested  Capital  Improvement  Funds  to 
match  federal  and  local  funds  for  the  con- 
struction of  non-profit  or  public  owned  nursing 
homes  with  the  expectation  that  the  establish- 
ment of  a limited  number  of  such  institutions 
will  serve  as  a demonstration  and  have  a 
salutary  effect  on  all  nursing  home  service. 

As  part  of  this  broad  effort  public  health 
nursing  services  to  the  chronically  ill  in  their 


own  homes  must  be  substantially  increased 
and  there  needs  to  be  developed  more  facili- 
ties for  social  case  work  to  solve  the  numerous 
non-medical  problems  which  interfere  with 
treatment  or  the  acceptance  of  treatment. 

Last,  but  not  least,  we  must  redouble  our 
efforts  to  formalize  agreements  so  that  the 
complex  of  programs  such  as  medical  care  of 
indigent,  state  aid  to  hospitals,  funds  for  pur- 
chase of  nursing  home  care,  vocational  ser- 
vices, hospital  licensing  and  construction,  and 
individual  voluntary  health  agency  programs 
function  as  a united  front  to  insure  continuity 
of  care  directed  to  the  family  unit. 

4.  Crippled  Childrens  Programs : 

For  reasons  already  suggested  the  challenge 
to  provide  diagnosis,  care  and  rehabilitation 
of  handicapped  children  is  mounting.  This  is 
true  not  only  because  of  the  increased  num- 
bers of  children,  but  also  because  of  the  in- 
creased numbers  of  infants  and  children  who 
survive  disease  previously  fatal.  In  addition 
new  medical  and  scientific  discoveries  are 
constantly  creating  new  opportunities  for  re- 
habilitation. 

Time  does  not  permit  discussion  of  new 
directions  in  this  field.  I will  simply  list  as  a 
reminder  several  areas,  which  although  by  no 
means  new,  could  profitably  be  pursued  with 
a new  approach.  These  points  are: 

1.  Immediate  broadening  of  the  definition 
of  crippling  to  include  all  types  of  physi- 
cal disability  or  long-term  illness  in  chil- 
dren and  conditions  which  lead  to  crip- 
pling. 

2.  Careful  attention  to  personal  and  inti- 
mate day  by  day  working  contacts  with 
the  growing  special  education  services  in 
the  school. 

3.  The  same  for  vocational  rehabilitation 
services  with  special  emphasis  on  refer- 
ral at  an  earlier  age. 

4.  Development  of  a few  large,  comprehen- 
sive rehabilitation  centers  to  back  up  and 
help  guide  smaller  centers  with  arrange- 
ments for  referral  of  children  and  re- 
ciprocal interchange  of  personnel. 

5.  Mental  Health  Services: 

In  the  area  of  prevention  of  mental  illness 
and  care  of  the  mentally  ill  public  health  ser- 
vices— public  and  private — are  faced  with  one 
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of  the  largest  and  most  challenging  problems. 

Specific  preventive  techniques  of  proved 
value  have  not  been  discovered  for  mental 
disease.  There  is  no  vaccine  for  mental  illness 
— and  yet  in  a very  real  sense  if  polio  vaccine 
is  successful  in  eliminating  the  paralytic  form 
of  the  disease  it  will  also  eliminate  the  panic 
and  mass  hysteria  which  plague  the  summer 
months  and  thus  make  a solid  contribution  to 
the  community  mental  health.  This  point  is 
basic  and  is  made  to  illustrate  the  obvious  and 
close  relationship  of  mental  health  to  all  other 
health  services.  A physical  handicap  of  a child 
affects  not  only  his  mental  health  but  that  of 
his  family,  chronic  illness  and  tuberculosis 
have  an  impact  on  all  who  touch  the  patient, 
unsanitary  conditions  affect  the  mental  health 
of  the  whole  community. 

I believe  that  further  improvement  in  opera- 
tions rests  on  the  fundamental  principle  of 
integration  of  mental  health  services  with 
other  health  services.  For  example,  the  public 
health  nurse  will  visit  the  family  to  help  plan 
the  care  needed  by  a member  returning  home 
from  a mental  hospital  in  the  same  manner  she 
visits  in  relation  to  a premature  infant  or  a 
crippled  child. 

In  addition  to  developing  more  mental 
health  clinic  services,  I suggest  that  very  con- 


siderable attention  be  given  to  improving  the 
understanding  of  mental  illness  by  the  public 
health  nurse,  and  steps  be  taken  to  enable 
public  health  nurses  to  offer  supportive  ser- 
vices to  the  families  of  the  mentally  ill.  It  is 
already  evident  that  ( 1 ) with  sufficient  prepa- 
ration this  is  a service  the  public  health  nurse 
can  do  well;  (2)  the  family  receives  the 
assistance  in  a time  of  crisis  with  gratitude; 
(3)  the  nurse  can  prepare  the  family  to 
accept  the  patient’s  illness  and  can  help  the 
patient,  back  from  the  hospital  to  take  his 
place  in  the  community,  and  (4)  the  mental 
hospital  receives  valuable  information  about 
the  patient  and  his  family  by  improved 
methods  of  communication. 

These  are  only  a sampling  of  new  directions 
which  seem  to  be  indicated.  Important  items 
have  been  omitted  because  of  lack  of  time  or 
oversight,  but  sufficient  has  been  included  to 
keep  us  all  most  usefully  occupied  for  the  next 
decade  or  two. 
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Hemorrhagic  disease  of  the  newborn  pre- 
sents symptoms  which  can  be  readily 
recognized.  The  disease  occurs  during 
the  first  week  of  life,  usually  on  the  second  to 
fourth  day  and  is  evidenced  by  spontaneous 
hemorrhage  in  any  one  of  several  sites,  either 
internal  or  external.  There  is  a marked  delay 
in  formation  of  prothrombin  in  the  blood.  The 
clotting  time  is  usually  prolonged  but  is  not 
necessarily  so.  The  bleeding  time  need  not  be 
prolonged.1,2,3 

There  are  other  recognized  causes  for  bleed- 
ing during  the  newborn  period  which  should 
always  be  considered  in  the  diagnosis  of 
hemorrhagic  disease  of  the  newborn.  Among 
such  conditions  are  faulty  tying  of  the  cord, 
infection,  asphyxia,  and  trauma.  There  are 
numerous  cases  on  record  in  which  hemor- 
rhage did  not  occur  in  the  newborn  in  the 
presence  of  a low  prothrombin  level.  There 
may  be  other  factors  that  have  not  been 
elucidated.  Certainly  there  is  no  well  estab- 
lished lower  limit  of  normal  for  prothrombin 
activity.  For  these  reasons  some  confusion  re- 
mains concerning  the  cause  and  diagnosis  of 
hemorrhagic  disease  of  the  newborn.  There 
are  some  observers  who  state  that  perhaps  the 
prolonged  prothrombin  time  is  not  even  the 
chief  factor.5 

The  efficiency  of  menadione  (vitamin  K)  in 
the  treatment  of  conditions  giving  rise  to  pro- 
longed prothrombin  time  is  well  known.  It 
has  been  shown  that  vitamin  K or  synthetic 
water  soluble  products  having  the  active  prin- 
ciple of  vitamin  K are  effective  in  the  treat- 
ment of  most  cases  of  hemorrhagic  disease  of 
the  newborn.  In  a review  of  the  literature  we 
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have  been  unable  to  find  any  reported  cases 
in  which  hemorrhagic  disease  of  the  newborn 
occurred  in  infants  adequately  protected  with 
vitamin  K.3'11 

During  the  past  two  years  at  the  Medical 
Center  Hospitals  we  have  seen  seven  newborn 
infants  with  bleeding  due  to  hemorrhagic  dis- 
ease. Six  had  an  abnormally  prolonged  pro- 
thrombin time.  In  one  case  prothrombin  time 
determination  was  not  obtained  because  the 
patient  had  received  vitamin  K and  blood  at 
another  hospital.  All  seven  of  these  cases  were 
delivered  by  midwives.  One  infant  died 
shortly  after  admission,  the  other  six  survived 
without  sequelae. 

Case  1.  A Negro  male  was  admitted  at  5 
days  of  age.  Delivery  was  normal  and  early 
post-natal  progress  was  said  to  be  good. 
Pregnancy  was  uneventful.  On  the  fourth  day 
the  baby  was  drowsy  and  not  nursing  well. 
On  the  fifth  day  blood  was  noted  in  the  stools 
on  several  occasions.  The  patient  appeared  to 
be  more  depressed.  Physical  examination 
showed  a lethargic  infant  who  responded  only 
to  painful  stimuli.  There  was  pallor  of  the 
skin.  The  liver  was  felt  5 cm.  below  the  right 
costal  margin,  and  the  tip  of  the  spleen  was 
palpable.  Lumbar  puncture  produced  bloody 
spinal  fluid  which  did  not  clear.  Bilateral  sub- 
dural taps  produced  neither  fluid  nor  blood. 
Cultures  of  both  spinal  fluid  and  blood  were 
negative.  Initial  prothrombin  time  was  56 
seconds  (3%  of  control).  Before  transfusion 
could  be  started  the  baby  expired.  At  autopsy 
there  was  found  hemorrhage  into  the  brain 
substance,  subarachnoid  space,  subdural 
space,  intra-alveolar  portion  of  the  lung,  and 
petechial  hemorrhage  of  the  heart. 

Case  2.  A Negro  female  was  admitted  at  18 
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hours  of  age.  Delivery  was  normal,  and  fol- 
lowed a normal  pregnancy.  Approximately 
eight  hours  after  delivery  the  infant  vomited 
blood  and  passed  a large  black  stool.  The 
baby  continued  to  vomit  bright  blood  and 
coffee-ground  material  until  admission.  Physi- 
cal examination  revealed  an  apparently  nor- 
mal newborn  with  moderate  pallor  of  the  skin. 
Initial  prothrombin  time  was  over  250  seconds 
(5%  of  the  control).  The  baby  was  given 
whole  blood  intravenously  and  5 mg.  of  vita- 
min K intramuscularly.  There  was  no  further 
difficulty. 

Case  3.  A three  day  old  Negro  female  was 
delivered  at  home  by  a midwife.  Delivery 
was  normal.  The  immediate  post-natal  con- 
dition was  good.  On  the  third  day  of  life 
bleeding  from  around  the  umbilical  stump  was 
noted.  Physical  examination  showed  a healthy 
looking  newborn  with  bright  red  blood  oozing 
from  the  cord.  The  patient’s  prothrombin  time 
was  17.4  seconds  (68%  of  the  control).  The 
baby  was  treated  with  vitamin  K,  5 mg.  intra- 
muscularly. The  prothrombin  time  was  normal 
on  the  second  day  and  there  was  no  further 
bleeding. 

Case  4.  A Negro  female  was  admitted  at  28 
hours  of  age.  Delivery  was  normal.  The  baby 
did  well  until  approximately  24  hours  after 
delivery  when  she  began  to  bleed  from  the 
umbilical  stump.  On  admission  she  was  ob- 
served to  be  pale,  but  alert.  Fresh  red  blood 
was  oozing  around  the  umbilical  stump.  No 
other  sites  of  bleeding  were  noted.  The  pro- 
thrombin time  was  over  250  seconds  (5%  of 
normal).  She  received  a 50  ml.  whole  blood 
transfusion  and  vitamin  K.  No  further  bleed- 
ing was  noted. 

Case  5.  This  was  a two  day  old  Negro  male 
infant.  Delivery  was  normal.  The  baby’s  con- 
dition was  good  until  approximately  36  hours 
after  birth  when  he  was  found  to  have  blood 
oozing  from  his  umbilical  stump.  He  appeared 
to  be  a normal,  but  obviously  pale  infant. 
There  was  also  noted  several  small  hemor- 
rhagic areas  within  the  mouth  and  on  the 
tongue.  Prothrombin  time  on  admission  was 
over  150  seconds  (5%  of  the  control).  He  re- 
ceived a 50  ml.  blood  transfusion  and  vitamin 
K.  His  hospital  course  was  otherwise  unevent- 
ful. 


Case  6.  A four  day  old  Negro  female  was 
delivered  at  home.  Delivery  was  normal. 
Progress  was  normal  until  the  fourth  day 
of  life.  Approximately  two  hours  before 
admission  the  baby  began  to  show  bright 
red  blood  around  the  umbilical  cord,  where 
the  cord  joined  the  skin  margin.  Physical 
examination  showed  an  alert  but  pale 
newborn.  Initial  prothrombin  time  was  75 
seconds  (5%  of  the  control).  Blood  culture 
was  negative.  Treatment  consisted  of  whole 
blood  transfusion  and  vitamin  K.  Recovery 
was  uneventful. 

Case  7.  A three  day  old  colored  male  was 
delivered  at  home  by  a midwife  after  a pro- 
longed and  apparently  somewhat  difficult 
labor.  On  the  second  day  of  life  it  was  noted 
that  the  baby  had  bleeding  from  the  umbilical 
stump.  He  was  taken  to  another  hospital  and 
was  given  blood  and  vitamin  K.  On  admission 
here  there  was  marked  swelling  of  the  head, 
neck,  and  face  due  to  the  massive  sub- 
cutaneous and  subgaleal  hematomas.  There 
was  also  a large  subsiding  caput  succedaneum 
of  the  occipital  area.  Hemorrhage  into  the 
sclerae  of  both  eyes  was  present.  There  were 
scattered  ecehymotic  areas  over  upper  and 
lower  extremities. 

The  bleeding  from  the  cord  had  ceased 
when  the  baby  was  seen.  Due  to  the  large 
hematomas  of  the  neck  and  other  technical 
difficulties  satisfactory  blood  was  not  obtained 
for  determination  of  prothrombin  time.  He 
was  treated  for  severe  anemia  with  whole 
blood.  Vitamin  K was  also  given.  During  his 
hospital  course  the  hematomas  of  the  neck, 
jaw,  and  scalp  slowly  subsided.  There  was  no 
further  evidence  of  bleeding  after  admission, 
and  the  baby  made  an  uneventful  recovery. 
The  infant  returned  at  six  weeks  of  age  for 
further  evaluation.  At  this  time  he  appeared 
to  be  in  excellent  condition. 

Discussion 

Each  of  the  infants  reported  was  delivered 
by  a midwife.  All  but  one  of  the  infants  were 
born  by  normal,  spontaneous  deliveries.  Six 
of  these  patients  were  found  to  have  prolonged 
prothrombin  time.4  None  of  the  mothers  had 
received  oral  vitamin  K ante-partum,  nor  had 
any  of  these  infants  been  given  vitamin  K. 

It  is  not  our  intent  to  present  these  cases  to 
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either  substantiate  or  to  add  contusion  to  the 
criteria  upon  which  the  diagnosis  of  hemor- 
rhagic disease  of  the  newborn  is  based.  How- 
ever, we  wish  to  point  out  the  frequent  occur- 
rence of  hemorrhagic  disease  or  bleeding  of 
the  newborn  in  those  babies  delivered  in  the 
home.  We  believe  this  is  because  these  babies 
are  not  routinely  protected  by  parenteral 
vitamin  K.  We  believe  that  vitamin  K is  in- 
dicated in  all  home  deliveries,  as  well  as  in 
babies  born  in  the  hospital. 

Statistics  show  that  there  were  12,689  live 
births  in  Charleston  County  during  the  1954- 
55  year  period.  There  were  10,519  live  births 
in  the  hospitals  of  Charleston  County.  There 
were  1,979  infants  delivered  alive  by  midwives 
during  this  two  year  period.  We  treated  seven 
newborns  with  bleeding  and  an  associated 
low  prothrombin  time.  We  do  not  know  how 
many  cases  of  hemorrhagic  disease  occurred 
during  this  period  which  either  recovered  or 
died,  but  if  we  saw  all  of  the  cases  our  in- 
cidence would  still  be  .34%  of  all  babies  de- 
livered at  home  in  Charleston  County.  Our 
experience  with  hemorrhagic  disease  of  the 
newborn  in  1954  and  1955  does  not  seem  un- 
usual. 

Vitamin  K is  effective  in  controlling  pro- 
longed prothrombin  time  in  the  newborn  in- 
fant. It  is  the  accepted  policy  in  practically 
all  newborn  nurseries  throughout  the  country 
to  use  vitamin  K as  a prophylactic  measure 
in  the  prevention  of  bleeding  in  the  newborn 
period.  Vitamin  K may  be  given  to  the  mother 
before  birth  of  the  infant.  Many  authorities 
believe  that  this  therapy  decreases  the  in- 
cidence of  intracranial  hemorrhage  in  the  new- 
born. One  plan  recommended  bv  Heilman8 
is  to  give  a one  milligram  tablet  daily  to  preg- 
nant mothers  during  the  last  two  weeks  of 
pregnancy,  or  if  labor  begins  before  such 
therapy,  then  4.8  mg.  intramuscularly  every 
24  hours  during  labor  until  delivery.  Another 
plan  recommended  by  Dam6  consists  of  giving 
40  mg.  of  vitamin  K in  an  aqueous  colloidal 
solution  as  one  single  dose.  There  remains 
some  doubt  that  the  routine  administration  of 
vitamin  K to  women  in  labor  decreases  sig- 
nificantly either  infant  or  fetal  mortality.12 
Most  investigators  feel  that  such  therapy  prob- 
ably does  affect  the  incidence  of  hemorrhagic 


disease  of  the  newborn,  since  the  prothrombin 
time  of  newborns  whose  mother  received  vita- 
min K antepartum  show  less  prolongation  than 
that  of  infants  whose  mothers  had  no  vitamin 
K. 

The  method,  which  we  advocate  for  new- 
borns delivered  at  home,  is  the  injection  of  one 
milligram  of  menadione  intramuscularly  im- 
mediately following  delivery  or  as  soon  there- 
after as  practicable. 

It  has  recently  been  shown  by  many 
studies'3  that  excessive  doses  of  synthetic 
vitamin  K analogue  are  toxic  to  newborn 
babies,  particularly  prematures.  The  toxic 
effect  is  hyperbilirubinemia  which  may  pro- 
duce kernicterus,  probably  as  a result  of  hepa- 
tic injury.  The  latest  recommendation  of  the 
Council  on  Drugs  of  the  A.  M.  A.  relative  to 
dosage  of  water  soluble  vitamin  K analogues 
in  hemorrhagic  disease  of  the  newborn  is  as 
follows:  “There  is  ample  evidence  that  a 
single  dose  of  a water-soluble  analogue 
equivalent  to  1 mg.  of  syntiietic  vitamin  K 
(menadione)  is  adequate  to  prevent  hemor- 
rhagic disease  in  the  newborn.  This  would 
correspond  to  a dose  of  3 mg.  of  menadiol 
sodium  diphosphate  ( Synkayvite  sodium  di- 
phosphate, vitamin  K analogue).  Therefore, 
since  this  vitamin  can  cause  serious  metabolic 
changes  under  the  conditions  described,  it  is 
unwise  to  exceed  this  dose  level.”’3 

Since  it  is  the  policy  that  all  babies  de- 
livered bv  midwives  in  South  Carolina  are 
seen  within  the  first  24  hours  after  birth  by  a 
public  health  nurse,  we  would  recommend 
that  the  public  health  nurses  be  instructed  to 
give  prophylactic  vitamin  K.  By  this  measure 
we  believe  it  is  possible  to  decrease  significant- 
ly the  mortality  from  hemorrhagic  disease  of 
the  newborn  in  South  Carolina.  It  would 
seem  that  routine  administration  of  vitamin 
K to  mothers  in  labor  as  above  indicated 
should  also  be  recommended  to  reduce  fetal 
mortality  from  injury  at  birth. 

REFERENCES 

1.  Clifford,  S.  H.:  Role  of  the  pediatrician  in  pre- 
vention of  needless  neonatal  deaths.  J.A.M.A. 
153:473,  1953. 

2.  Clifford,  S.  II.:  Hemorrhagic  disease  of  the  new- 
born. J.  Pediat.  14:333,  1939. 

3.  Clifford,  S.  H.  et  al.:  Round  table  discussion  on 
hemorrhage  in  the  newborn  infant.  J.  Pediat.  20: 
637,  1942. 


December,  1957 


457 


4.  Smith,  C.  A.:  The  Physiology  of  the  Newborn  In- 
fant. 2d  ed.  Springfield,  C.  C.  Thomas,  1951. 

5.  Parmelee,  A.  H.:  Hemorrhagic  disease  of  the  new- 
born. Postgrad.  Med.  9:358,  1951. 

6.  Dam,  H.  et  al.:  The  relation  of  vitamin  K de- 
ficiency to  hemorrhagic  disease  of  the  newborn. 
Advances  Pediat.  5:129,  1952. 

7.  Dam,  H.  and  Plum,  P.:  Vitamin  K in  the  treat- 
ment of  hemorrhagic  disease  of  the  newborn. 
Postgrad.  Med.  15:279,  1954. 

8.  Dunham,  E.  C.:  Premature  Infants;  a Manual  for 
Physicians.  2nd  ed.,  New  York,  Hoeber-Harper, 
p.  286,  1955. 

9.  Poneher,  H.  G.  and  Kato,  K.:  Treatment  of  hypo- 
prothrombinemia  haemorrhagica  neonatorum 


( hemorrhagic  disease  of  newborn ) with  vitamin 
K.  J.A.M.A.  115:14,  1940. 

10.  Waddell,  W.  W.,  Jr.:  Hypoprothrombinemia  and 
hemorrhage  in  the  newborn  infant.  J.  Pediat. 
20:656,  1942. 

11.  Waddell,  W.  W.,  Jr.,  and  Whitehead,  B.  W.: 
Neonatal  mortality  rates  in  infants  receiving  pro- 
phvlactic  doses  of  vitamin  K.  South.  M.  J.  38:349, 
1945. 

12.  Potter,  E.  L.:  The  effect  on  infant  mortality  of 
vitamin  K administered  during  labor.  Am.  J.  Obst. 
& Gynec.  50:235,  1945. 

13.  A.M.A.  Council  on  Drugs:  Doses  of  water-soluble 
vitamin  K analogues  in  hemorrhagic  disease  of  the 
newborn.  J.A.M.A.  164:1331,  1957. 


PRESENT  STATUS  OF  INTRACARDIAC 

SURGERY 


J.  D.  Ashmore,  M.  D.,  Edward  F.  Parker,  M.  D.,  William  H.  Lee,  Jr.,  M.  D.,° 

and  L.  L.  Brown,  M.  D. 

Charleston,  S.  C. 


ardiovascular  surgery  has  progressed 
j rapidly  during  the  last  fifteen  years. 

After  the  development  of  the  surgical 
treatment  of  extracardiac  anomalies,  such  as 
patent  ductus  arteriosus2  and  coarctation  of 
the  aorta,1  and  of  valvular  defects  such  as 
mitral  and  pulmonary  stenosis3,4,17  it  was 
natural  that  methods  for  repair  of  the  more 
complicated  congenital  abnormalities  affecting 
the  cardiac  septa  would  be  sought. 

Inter-atrial  defects  are  now  being  repaired 
by  a number  of  techniques  utilizing  closed 
and  open  techniques.  The  closed  method  of 
suturing  the  wall  of  the  atrium  to  the  edges 
of  the  defect,  the  atrioseptopexy,13  is  in  use 
but  produces  extreme  deformitv  of  the  atrium. 
Probably  the  most  successful  closed  method  is 
that  of  Bjork  and  Crafoord14  in  which  the  de- 
fect is  palpated  digitally  and  an  external 
suture  passed  in  the  plane  of  the  septum 
along  the  inferior  margin  of  the  defect.  As  the 
suture  is  tied  down  outside  the  heart,  the  sep- 
tal defect  is  closed,  avoiding  the  openings  of 
the  vena  cavae,  ostium  of  the  coronary  sinus, 
and  pulmonary  veins.  Gross  et  o/6  have  util- 
ized a well  sutured  to  the  wall  of  the  auricle 
and  suture  of  the  septal  defects  is  accom- 
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plished  by  palpation  rather  than  visualization. 

The  open  method  is  accomplished  by  the 
use  of  general  body  hypothermia  to  approxi- 
mately 30  C.,  and  cardiac  inflow  occlusion.  By 
vena  caval  occlusion,  a relatively  dry  field  is 
obtained  and  the  defect  closed  under  vision 
5,8,9,32,33.  Attempts  to  close  ventricular  de- 
fects by  a closed  method  have  been  made.7,31 
Unquestionably,  a method  of  repair  under 
direct  vision  in  an  open  dry  heart  is  preferable; 
however,  there  is  a high  incidence  of  ventricu- 
lar fibrillation  during  operations  on  the  ven- 
tricles, as  contrasted  with  the  auricles  during 
hypothermia.  Also,  there  is  need  for  a longer 
period  of  inflow  occlusion  than  is  afforded  by 
hypothermia,  due  to  the  more  complicated 
nature  of  ventricular  septal  defects. 

In  the  search  for  other  means  to  enter  the 
cardiac  chambers  safely,  several  methods  have 
been  used  to  substitute  for  the  action  of  the 
patient’s  heart  and  lungs.  Perhaps  the  most 
physiologic  is  the  use  of  the  compatible  donor 
by  cross  circulation.  Although  successful 
clinically,  the  philosophical  question  of  the 
justification  of  subjecting  a healthy  individual 
to  the  risk  involved,  however  slight,  is  raised. 

The  use  of  a heterologous  lung  in  associa- 
tion with  a mechanical  pump  has  also  proved 
efficacious.16  The  complexity  of  the  technique 
and  the  inevitable  development  of  pulmonary 
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edema  in  the  donor  lung  limits  its  usefulness. 

The  autogenous  lung  in  conjunction  with 
mechanical  pumps  is  an  efficient  means  of 
oxygenation,  but  entails  more  time-consuming 
vessel  cannulation  and  repair  with  attendant 
increased  incidence  of  hemorrhage  and  throm- 
bosis.11 

A reservoir  of  arterialized  blood  can  be 
used  to  supply  oxyhemoglobin15  during 
cardiac  inflow  occlusion,  but  this  is  only  ap- 
plicable for  short  intervals  on  very  small  sub- 
jects. 

The  oxygenation  of  blood  in  an  extra- 
corporeal circulation  has  been  investigated  for 
many  years  with  the  earlier  apparatuses  being 
used  in  perfusion  experiments  of  isolated 
organs.19,20,21,22,23  Gibbon  has  pioneered  in 
development  of  an  oxygenator  that  is  ap- 
plicable for  total  body  perfusion.12,18,26  The 
principle  involved  in  most  oxygenators  is  the 
exposure  of  a large  surface  area  of  blood  to 
an  oxygen-rich  atmosphere  by  filming  the 
blood  on  discs,  screens,  silk  or  glass  surfaces, 
or  permeable  membranes.24,25  In  an  evalua- 
tion of  oxygenator  techniques,  Karlsen  and 
co-workers29  listed  the  requirements  for  an 
acceptable  oxygenator  as  follows:  (1)  it  must 
oxygenate  adequately,  (2)  it  must  contain  a 
minimal  volume  of  blood,  (3)  it  must  produce 
a minimum  of  hemolysis,  (4)  it  must  not  pro- 
duce foaming  or  bubbles,  and  (5)  it  must  be 
readily  cleansed  and  sterilized. 

Clark,  Collan  and  Gupta30  reinvestigated 
the  old  method  of  bubbling  oxygen  through 
blood  and  found  it  to  be  a very  rapid  and 
efficient  method  of  saturating  the  hemoglobin 
under  specific  conditions.  The  gas  was  dis- 
persed in  the  blood  in  the  form  of  tiny  bubbles 
by  passing  it  through  a fretted  glass  disc  or 
porcelain  filter.  Oxygenation  is  almost  im- 
mediate and  the  excess  gas  is  released  during 
passage  over  a surface  coated  with  an  anti- 
foaming agent.  In  this  type  of  oxygenator, 
foaming  and  bubbling  are  accepted  but  pre- 
cautions are  taken  to  eliminate  bubbles  before 
return  of  the  blood  to  the  subject  patient. 

One  physiological  principle  of  utmost  im- 
portance to  extracorporeal  circulation  rests  on 
the  fact  that  organisms  can  remain  healthy 
after  fairly  long  intervals  of  markedly  reduced 
blood  How.  This  has  been  termed  the  “azygos 


How  principle”.  Andreason  and  Watson28  be- 
gan investigation  of  this  principle  after  read- 
ing several  conflicting  reports  of  survival  time 
following  vena  caval  occlusion.  It  was  their 
hypothesis  that  the  azygos  vein  had  not  been 
occluded  in  those  animals  surviving  long 
periods  of  occlusion.  In  experimental  investiga- 
tion, they  found  that  most  dogs  could  survive 
caval  occlusion  for  30  minutes  if  the  azygos 
flow  was  permitted  to  enter  the  heart.  Cohen 
and  Lillehei27  made  a quantitative  study  of 
this  flow  and  found  that  with  both  vena  cavae 
occluded  the  azygos  flow  was  8 to  14  ml.  of 
blood  per  kilogram  of  body  weight  per  min- 
ute— that  is,  about  ten  per  cent  of  the  gen- 
erally accepted  basal  cardiac  output  for 
anaesthetized  dogs.  The  basis  for  survival  on 
reduced  flow  is  explained  by  several  com- 
pensatory factors;  first,  a proportionately 
greater  blood  flow  to  the  vital  organs  is 
brought  about  by  a regional  and  local  vaso- 
dilitation  due  to  intrinsic  mechanisms  which 
are  sensitive  to  the  effects  of  metabolites, 
alterations  of  hydrogen  ion  concentration,  car- 
bon dioxide  accumulation,  changes  in  oxygen 
tension  within  tissue  cells  and  the  release  of 
epinephrine.  Other  factors  are  a substantially 
increased  coeficient  of  oxygen  utilization  and 
the  favorable  effect  of  the  reduction  in  the 
cardiac  work  load,  so  that  a decreased  cor- 
onary blood  flow  is  tolerated.10  Thus,  during 
total  cardio  pulmonary  by-pass,  a reduced 
blood  flow  can  be  maintained  without  ap- 
parent permanent  injury  to  the  organism 
thereby  allowing  simplification  of  all  steps 
in  the  transport  and  oxygenation  of  blood. 

The  most  recent  important  addition  to  the 
technique  of  open  cardiac  operation  under 
eardio-pulmonary  by  pass  is  therapeutically 
induced  cardioplegia  (i.  e.,  the  production  of 
a controlled  cardiac  arrest  by  the  administra- 
tion of  pharmacologic  agents).  Chemically  in- 
duced cardioplegia  (cardiac  arrest)  was  first 
developed  experimentally  in  England  by  Mel- 
rose34 and  first  applied  clinically  in  this 
country  bv  Kolff.35  There  are  several  differ- 
ent methods  of  inducing  controlled  cardio- 
plegia which  have  been  employed;  however, 
almost  all  of  them  are  based  on  the  physiologic 
principle  that  heart  muscle  which  is  exposed 
to  unusuallv  high  concentrations  of  the  po- 
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tassium  ion  loses  its  function  of  intrinsic  con- 
tractility. Therefore,  the  injection  of  hyper- 
kalemic  solutions  of  potassium  salts  into  the 
proximal  aorta,  with  a clamp  occluding  the 
aorta  distal  to  the  site  of  injection,  results  in 
a flushing  of  the  coronary  circulation  with  a 
solution  high  in  concentration  of  potassium 
ions,  and  the  heart  is  characteristically  ar- 
rested in  a dilated  diastolic  phase.  The  tech- 
nique which  currently  enjoys  most  widespread 
popularity  is  the  injection  of  15  to  20  ml.  of  a 
solution  of  2.5%  potassium  citrate  rapidly 
through  a large  gauge  needle  (No.  19  or  No. 
18)  into  the  proximal  aorta  just  above  the 
region  of  the  coronary  ostia,  with  the  aorta 
occluded  just  beyond  this  point.  The  potas- 
sium citrate  solution  is  made  by  diluting  a 
20%  solution  up  to  the  necessary  volume 
with  heparinized  oxygenated  blood.  Oxygen- 
ated blood  is  utilized  as  the  diluent  for  the 
solution  in  order  to  deliver  to  the  arrested 
myocardium  the  oxygen  required  for  its  basic 
metabolic  needs  during  the  period  of  arrest, 
while  the  intracardiac  surgical  procedure  is 
being  performed.  It  has  been  demonstrated 
that  the  cardioplegic  myocardium  can  survive 
without  apparent  permanent  injury  at  a 
markedly  reduced  rate  of  metabolism,  and 
coronary  blood  flow  may  be  halted  under 
these  circumstances  for  at  least  10  minutes. 
This  affords  the  surgeon  ample  time  to  work 
in  a motionless  bloodless  field  and  effect  a 
repair  of  the  intracardiac  lesion.  After  the 
intracardiac  phase  is  completed,  the  aortic 
clamp  is  released,  and  the  coronary  circulatory 
system  is  immediately  flushed  out  with  fresh 
oxygenated  blood  pumped  by  the  extra- 
corporeal circulation.  As  soon  as  the  potassium 
solution  is  flushed  out  ( and  it  is  removed  com- 
pletely by  spillage  or  aspiration  from  the  right 
side  of  the  open  heart,  as  it  emerges  from  the 
coronary  sinus),  cardiac  action  begins  spon- 
taneously, or  may  be  stimulated  by  the  in- 
jection of  a solution  of  CaCl2  (the  calcium  ion 
exerting  a specific  neutralizing  effect  on  the 
potassium  ion ) . The  time  required  for  restora- 
tion of  a regular,  effective,  intrinsic  cardiac 
rhythm  is  usually  10-12  minutes,  but  may  be 
as  short  as  3 to  4 minutes.  After  restoration  of 
the  cardiac  action,  the  ventriculotomy  incision 
is  closed.  Other  investigators  have  found  that 


the  use  of  potassium  citrate  solutions  with 
small  amounts  of  MgS04  and  prostigmine 
added  have  been  quite  effective  in  producing 
controlled  cardioplegia.36 

In  our  experience,  the  success  of  the 
maneuver  described  above  depends  basically 
upon  three  factors: 

( 1 ) Speed  and  timing  of  the  injection. 

If  the  heart  is  allowed  to  beat  more  than  8 
to  10  times  after  the  aortic  clamp  is  applied, 
much  of  the  oxygen  reserve  intended  for 
the  arrested  myocardium  is  expended,  and 
the  resultant  cardiac  hypoxia  which  develops 
during  the  cardioplegic  phase  is  often  climaxed 
bv  ventricular  fibrillation  which  is  frequently 
fatal,  or  at  best,  quite  resistant  to  resuscitative 
measures;  therefore,  it  is  important  to  time 
the  aortic  occlusion,  the  speed  of  injection  and 
the  time  of  injection  so  as  to  arrest  the  heart 
almost  immediately  after  the  aorta  is  oc- 
cluded, at  least  within  the  space  of  8 to  10 
heartbeats.  We  have  found  the  most  successful 
sequence  to  consist  of  inserting  the  needle  into 
the  aorta  through  a small  pursestring  suture 
of  arterial  silk,  occluding  the  aorta  as  a simul- 
taneous injection  of  the  solution  is  made 
through  the  large  bore  needle  as  rapidly  as 
the  operator  can  push  the  solution  out  of  a 
20  ml.  standard  hypodermic  Luerlock  syringe. 
This  technique  usually  arrests  the  heart  com- 
pletely within  the  space  of  4 to  5 heartbeats. 
The  needle  is  withdrawn  and  the  pursestring 
suture  tied. 

(2)  Avoidance  of  air  bubbles  in  the  syringe 
used  for  injection. 

The  most  scrupulous  care  must  be  taken  to 
insure  the  complete  expulsion  of  air  bubbles 
from  the  syringe  containing  the  potassium 
solution  before  injection.  Air  embolization  at 
this  site  of  injection  is  usually  rapidly  fatal 
despite  all  resuscitative  measure,  in  our  ex- 
perience. 

(3)  Maintainence  of  an  open  heart  until  an 
effective  intrinsic  cardiac  beat  has  been  re- 
established, after  the  aortic  clamp  is  released. 

The  purpose  of  delaying  the  closure  of  the 
ventriculotomy  incision  until  after  an  effective 
cardiac  beat  has  been  reinstituted  is  two- 
fold. First,  immediately  after  the  aortic  oc- 
clusion clamp  is  released,  there  is  a time  lag 
of  several  minutes  before  effective  cardiac 
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action  is  restored  and  efficient  emptying  of  the 
heart  is  accomplished.  During  this  time  lag, 
the  extracorporeal  pump-circulation  is  pro- 
viding a brisk  coronary  flow  of  40  to  100  ml. 
per  minute,  depending  upon  the  size  of  the 
subject  and  the  calculated  flow  rate  at  which 
the  pump  is  set.  If  the  heart  is  not  emptying, 
this  blood  is  accumulated  in  the  heart  (in  the 
right  sided  chambers  mainly,  from  coronary 
sinus  return  flow)  and  results  in  massive 
dilatation  of  the  heart,  with  resultant  injury 
to  the  myocardial  walls  due  to  excessive 
stretching  of  the  muscular  fibers.  Second,  if 
the  heart  were  closed,  efficient  flushing  of  the 
coronary  circulatory  system  and  elimination 
of  the  excess  potassium  ions  of  the  injected 
solution  would  be  less  effective.  With  the  heart 
open,  the  potassium  is  flushed  out  of  the  cor- 
onary sinus  into  the  right  atrium  and  ventricle, 
then  eliminated  from  the  circulation  by  spill- 
age from  the  open  heart  or  aspiration  by  suc- 
tion. 

In  our  laboratory,  the  above  method  of  in- 
duced cardioplegia  has  not  in  itself  increased 
the  mortality  of  the  cardio-pulmonary  by-pass 
procedure  in  experimental  animals. 

In  the  past  18  months,  extensive  work  in 
the  laboratory,  together  with  a somewhat 
limited  clinical  experience  in  the  operating 
room  has  led  us  to  believe  that  cardio-pul- 
monary total  by-pass  (with  induced  cardio- 
plegia when  indicated)  is  a useful  and  clini- 
cally feasible  method  for  the  successful  repair 
of  intracardiac  lesions  formerly  unapproach- 
able by  surgical  means.  Our  investigations 
have  been  centered  primarily  upon  a rather 
simple  bubble-type  oxygenator  and  extra- 
corporeal pump  apparatus  which  was  de- 
veloped by  DeWall  in  the  laboratory  of  Lilli- 
hei  and  Varco.37  This  apparatus  has  been 
described  in  detail  by  DeWall  et.  al.,  the  basic 
concepts  of  which  are  summarized  as  follows: 
Description  of  Apparatus 

The  function  of  the  heart  in  pumping  blood 
is  replaced  by  two  Sigmamotor  pumps  driven 
by  a single  motor,  but  independently  geared. 
Vertical  metal  rods  compress  the  tubing  in  a 
wave-like  motion  without  completely  oc- 
cluding the  lumen,  thus  lessening  hemolysis. 
The  amount  of  flow  can  be  changed  by  vary- 
ing the  diameter  and  length  of  the  tubing  and 


the  speed  of  the  pump.  The  output  will  al- 
ways vary  with  resistance  due  to  its  being  a 
non-occlusive  type  of  pump.  The  degree  of 
hemolysis  is  low. 

The  oxygenation  of  the  blood  is  accom- 
plished in  a plastic  chamber  about  4 cm.  in 
diameter  and  130  cm.  in  length.  Approximately 
1 liter  of  oxygen  per  liter  of  blood  flow  is 
necessary  for  complete  oxygenation.  The  ven- 
ous blood  from  the  subject  is  pumped  into  the 
oxygenating  chamber.  Oxygen  is  delivered 
into  it  through  fine  openings  in  a plastic  disc. 
The  blood  is  completely  oxygenated  and  spills 
into  a helix  of  similar  plastic  tubing  coated 
with  silicone,  which  in  turn  empties  by  gravity 
into  a final  settling  reservoir. 

This  reservoir  also  is  used  as  a constant 
level  device  to  insure  balance  between  inflow 
and  outflow.  From  the  final  settling  reservoir, 
the  blood  passes  through  blood  filters,  and 
enters  the  other  unit  of  the  pump  for  return  to 
the  arterial  side  of  the  animal. 

The  apparatus  is  sterilized  by  filling  the 
circuit  with  aqueous  benzalkonium  chloride 
(Zephiran)  for  18  hours.  The  Zephiran  is  then 
washed  out  with  sterile  saline  in  quantity.  The 
capacity  of  the  apparatus  is  approximately  800 
ml.  Before  an  animal  is  placed  on  by-pass,  the 
machine  is  filled  with  fresh  blood  drawn  from 
a donor  animal.  This  blood  contains  25  mg.  of 
heparin  per  500  ml.  of  blood.  The  filling  is 
accomplished  simply  by  holding  the  venous 
tubing  in  the  blood  and  discarding  the  saline 
ejected  from  the  arterial  side,  affording  a 
calibration  of  the  flow  in  ml.  per  minute.  The 
flow  rate  utilized  in  most  animal  experiments 
approximated  30  to  40  ml.  per  kilogram  per 
minute. 

To  date,  6 patients  have  been  placed  on 
cardio-pulmonary  by-pass  for  varying  lengths 
of  time  ranging  from  10  to  40  minutes.  Of 
these  6 patients,  4 are  now  living,  all  of  whom 
had  isolated  interventricular  defects  repaired. 
One  patient  with  Tetralogy  of  Fallot  died  3 
weeks  post-operatively  with  Friedlander’s 
pneumonia,  after  having  an  initial  satisfactory 
recovery.  The  other  patient  died  during  the 
time  of  by-pass  due  to  a previously  unrecog- 
nized aortic  insufficiency  which  resulted  in 
great  blood  loss.  The  use  of  cardioplegia 
should  eliminate  this  catastrophe  in  the  future. 
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Summary 

Various  techniques  in  the  development  and 
present  employment  of  the  surgical  repair  of 
intracardiac  lesions  have  been  summarized. 
The  development  and  present  utilization  of 
extracorporeal  circulation  and  total  cardio- 
pulmonary by-pass  have  been  discussed.  The 
simple  bubble  type  DeWall  oxygenator  and 
Sigmamotor  pump  have  been  described  brief- 
ly. Recent  improvement  in  techniques  of 
utilizing  the  extracorporeal  circulation  ap- 
paratus have  been  described,  and  the  hope  is 
expressed  of  a significant  improvement  in  the 
near  future  of  increasingly  successful  surgical 
attacks  on  intracardiac  lesions  formerly  con- 
sidered hopelessly  incurable. 
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GLAUCOMA  IN  GENERAL  PRACTICE 


Thomas  R.  Gaines,  M.  D. 
Anderson,  South  Carolina 


With  the  ever  increasing  life  span,  morbid 
conditions  peculiar  to  those  of  the  age 
of  forty  and  over  become  of  greater 
relative  importance.  Among  these  is  glaucoma, 
defined  by  Duke-Elder  as  a term  embracing 
“a  composite  congeries  of  pathological  con- 
ditions which  have  the  common  feature  that 
their  clinical  manifestations  are  to  a greater  or 
less  extent  dominated  by  an  increase  in  the 
intra-ocular  pressure  and  its  consequences." 
Various  authorities  who  have  made  studies  of 
the  problem  estimate  that  around  two  per  cent 
of  the  population  over  forty  years  of  age,  or 
roughly  one  million  people,  in  this  country 
have  glaucoma.  The  National  Society  for  the 
Prevention  of  Blindness  in  one  of  its  bulletins 
states  that  12  per  cent  of  all  blindness  is  at- 
tributable to  primary  glaucoma.  Using  the 
Society’s  figures,  it  is  estimated  that  over  3000 
become  blind  from  glaucoma  annually  and 
that  of  those  now  living  90,000  will  become 
blind.  It  is  further  estimated  that  800,000  over 
forty  years  of  age  have  unrecognized  glaucoma 
and  are  slowly  losing  their  sight,  not  knowing 
they  are  facing  blindness.  With  these  sobering 
figures  in  mind,  and  realizing  that  the  general 
practitioner  is  in  closest  contact  with  the  pub- 
lic it  appears  that  an  all-out  effort  should  be 
made  to  ally  him  with  ophthalmology  in  an 
effort  to  educate  the  laity  regarding  the  dis- 
ease. When  every  general  practitioner  keeps 
this  in  mind  and  acquaints  his  patients  with 
the  fact  that,  in  the  main,  the  disease  is  in- 
sidious, producing  only  mild  subjective  symp- 
toms, and  that  it  may  become  advanced  with 
irrecoverable  loss  of  field  and  vision  before 
discovery,  a long  stride  will  have  been  made 
in  the  control  of  this  malady. 

Insidious  in  nature,  advancing  slowly,  fre- 
quently painless,  the  condition  all  too  often  is 
far  advanced  before  being  discovered.  In  its 
advanced  stages,  treatment  is  usually  futile; 
hence  the  need  for  early  detection  when  treat- 
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ment  is  effective  and  the  likelihood  of  saving 
vision  is  good.  It  would  appear  that  the  best 
methods  of  promoting  early  diagnosis  would 
be: 

1.  The  dissemination  of  knowledge  relative 
to  the  disease  to  the  laity  stressing  its  in- 
sidiousness and  its  freedom  from  aching  or 
pain,  together  with  any  or  all  of  the  following 
symptoms:  blurring  or  fogging  of  vision;  the 
feeling  that  a change  of  glasses  is  needed,  such 
change  producing  no  relief;  the  occurrence  of 
halos  around  lights  and  (a  late  symptom)  loss 
of  “side”  vision.  The  factor  of  heredity  should 
also  be  stressed. 

2.  The  inclusion  of  a tonometric  test  by  the 
general  practitioner  in  routine  physical  ex- 
aminations in  every  person  over  forty  years 
of  age.  Such  a test  is  not  time  consuming,  re- 
quiring less  than  five  minutes.  It  does  require 
that  a tonometer  be  added  to  the  diagnostic 
armamentarium  of  the  physician.  Its  use  re- 
quires no  unusual  training  or  skill  and  any 
physician  conld  become  proficient  with  it  in 
a short  time.  It  is  to  be  hoped  that  our  medical 
schools  will  shortly  require  that  every  gradu- 
ate will  have  familiarized  himself  with  its  use 
and  application. 

A suspicion  of  glaucoma  in  every  person 
above  the  age  of  forty  should  be  aroused  if: 
(1)  there  is  a family  history  of  glaucoma  (2) 
there  are  unexplained  eye  symptoms  such  as 
recurring  blurring  or  dimness  of  vision,  eye 
fatigue,  vague  eye-aches  or  headaches,  or 
halos  (3)  there  are  shallow  anterior  chambers. 
Recognition  of  late  cases  with  marked  visual 
loss,  field  constriction,  optic  disc  cupping, 
secondary  optic  atrophy,  and  definite  harden- 
ing of  the  eye  is  no  problem  but  it  is  then  too 
late  for  satisfactory  treatment. 

Glaucoma  has  many  types  but  for  the  pur- 
pose of  this  paper  and  for  practical  application 
by  the  general  practitioner  the  following 
broad  classification  is  being  used: 

1.  Congenital  Glaucoma.  This  condition  ap- 
pears in  infants  approximately  once  in  2000 
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births,  and  is  of  interest  to  the  general  prac- 
titioner and  pediatrician,  as  they  usually  are 
first  consulted.  It  develops  at  birth  or  soon 
thereafter,  though  about  17  per  cent  may  show 
up  in  the  second  year  and  nine  per  cent  after- 
wards. Both  eyes  are  involved  in  the  greater 
number  of  cases.  It  is  thought  to  be  due  to  the 
persistence  of  embryonic  mesodermal  tissue  at 
the  angle  of  the  anterior  chamber,  and  block- 
age of  the  fluid  escape  channels.  The  result 
is  an  increased  amount  of  fluid  in  the  eye  and 
increase  in  intra-ocular  pressure  with  con- 
sequent stretching  of  the  coats  and  enlarge- 
ment of  the  eyeball  creating  a condition  known 
as  buphthalmos  (ox-eye).  There  is  a marked 
hereditary  influence,  the  condition  being 
essentially  familial  ( Dnke-Elder).  Untreated, 
the  result  is  blindness.  However,  if  recognized 
early  and  properly  treated,  the  chances  for 
recovery  are  good.  Here  again  is  need  for 
awareness  on  the  part  of  the  general  practi- 
tioner. Symptoms  vary  from  slight  global 
irritation  or  injection,  sensitivity  to  light  and 
tearing,  to  enlargement,  and  later  steaminess, 
of  the  cornea  and  finally  the  typically  enlarged 
eye.  The  treatment  consists  of  incising  the  ab- 
normal tissue  at  the  angle  with  a knife-needle, 
under  deep  general  anesthesia.  Results  have 
been  reported  as  about  80  to  85  per  cent 
successful. 

II.  Acute  Primary  Glaucoma  occurs  due  to 
blocking  of  the  filtration  angle.  While  the  pat- 
tern of  a narrow  angle  is  already  in  existence 
some  exciting  factor  such  as  an  emotional 
upset  or  induced  mydriasis  may  set  off  an  at- 
tack. It  occurs  practically  always  after  forty 
years  of  age  and  is  said  to  be  more  common 
in  hyper  opes.  It  is  a serious  menace  and  if  not 
diagnosed  and  properly  treated  leads  quickly 
to  blindness.  Symptoms  include  blurring  of 
vision  with  halos  around  lights,  throbbing  pain 
in  or  around  the  eye,  or  unilateral  headache, 
nausea  and  vomiting.  Findings  show  a red, 
injected,  hardened  globe,  a dilated  pupil  with 
sluggish  or  absent  reaction  to  light,  possibly  a 
steamy  or  edematous  cornea,  shallow  anterior 
chamber.  In  such  a case,  an  error  in  diagnosis 
spells  the  difference  between  a seeing  eye  and 
a blind  one.  If  diagnosed  as  iritis  and  treated 
with  atropine,  an  eye  so  afflicted  rapidly  goes 
on  to  permanent  blindness.  Here  the  diagnostic 


acumen  of  the  general  practitioner  is  put  to 
a grave  test.  Never  instill  atropine  in  a red, 
painful  eye  in  an  individual  past  the  age  of 
forty  without  first  ruling  out  glaucoma. 

Treatment  consists  of  myotics,  acetylazola- 
mide,  heat,  and  sedation,  best  carried  out 
under  the  supervision  of  an  ophthalmologist. 
Surgery  is  frequently  necessitated. 

III.  Chronic  primary  glaucoma  is  of  two 
types:  the  narrow,  and  the  wide  angle,  which 
fact  is  not  of  too  much  importance  to  the  gen- 
eral practitioner.  The  important  thing  here  is 
to  have  an  awareness  that  this  condition  exists; 
that  it  is  subtle  and  stealthy  in  approach  and 
advance;  that  symptoms  may  be  minimal  or 
confused  with  those  of  “eye-strain”;  that  two 
out  of  every  hundred  above  forty  have  it  and 
are  not  aware  of  it;  that  there  is  a hereditary 
tendency;  that  early  diagnosis  is  imperative 
in  order  that  the  vision  may  be  preserved;  and 
finally  that,  though  incurable,  treatment,  medi- 
cal or  surgical,  instituted  early  is  successful  in 
keeping  good  visual  acuity  in  the  great  major- 
ity of  cases.  The  regulation  of  the  mode  of 
life,  the  prescribing  of  myotics  and  acetylazola- 
mide,  and  decisions  as  to  surgery  are  matters 
to  be  decided  by  the  individual  ophthalmolo- 
gist. 

IV.  Secondary  glaucoma  arises  as  a result 
of  disease,  trauma,  tumors,  and  other  affections 
of  the  globe.  In  general  it  may  be  stated  that 
the  subject  is  too  deep  and  involved  to  enter 
into  in  a paper  of  this  scope  and  purpose. 
Suffice  it  to  state  that  any  eye  which  has  been 
injured  or  diseased,  or  which  has  lost  vision 
without  any  demonstrable  cause,  may  con- 
ceivably develop  hardening  of  the  globe,  or 
secondary  glaucoma,  a problem  for  the  oculist. 

Summary: 

1.  Glaucoma  is  a prime  cause  of  blindness. 

2.  Successful  treatment  depends  on  early 
diagnosis. 

3.  Its  detection  can  best  be  carried  out  with 
the  aid  of  the  general  practitioner  by 

a.  Stimulating  his  interest  in  and  aware- 
ness of  the  condition. 

b.  Including  in  the  curriculum  of  the 
medical  colleges  a short  course  in 
tonometry  of  the  human  eye. 

c.  Including  a tonometric  reading  of  the 
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intra-ocular  pressure  in  every  routine  d.  Encouraging  screening  clinics  for  glau- 

physical  check-up  in  people  past  forty  coma  by  the  Public  Health  Service  and 

years  of  age.  by  Industry. 


Fat  Embolism  by  F.  E.  Kredel  and  D.  B.  Nunn. 
(Tri-State  M.  J.  5:7,  Aug.  1957) 

The  treatment  of  fat  embolism  has  been  varied  and 
with  inconsistent  results.  Measures  attempting  to  in- 
crease emulsification  of  the  intravascular  fat  and  to 
promote  vasodilation  with  increased  blood  flow  in  the 
organs  affected  are  attractive  approaches.  The  ap- 
parent benefit  from  Decholin  ( sodium  dehvdro- 
cholate)  in  our  2 cases  would  seem  to  warrant  further 
study  of  this  agent  in  fat  embolism.  Two  cases  of  fat 
embolism  after  fracture  of  long  bones  are  reported. 
Intravenous  Decholin  was  included  as  part  of  the 
treatment.  Full  recovery  without  sequelae  occurred. 

F.  E.  Kredel 


Hepatic  Type  “Flapping  Tremor”  Occurring  in  Pa- 
tients Without  Hepatic  Disease — C.  M.  Smythe,  M.  D. 
J.  A.  M.  A.— 165:31  (Sept.  7,  1957) 

In  patients  with  incipient  hepatic  failure  or  the 
earlier  stages  of  hepatic  coma,  a characteristic  muscle 
tremor  has  been  described  in  recent  years.  This  is  a 
flexion-extension  type  movement  best  demonstrated 
when  the  limbs  are  held  in  extension.  The  tremor  is 
rhythmic  and  tends  to  occur  at  one  to  seven  second 
intervals.  It  characteristically  involves  the  hands  and 
fingers  first,  but  it  may  be  seen  involving  the  head, 
face,  jaw,  as  well  as  the  lower  extremities.  Although 


other  authors  had  recognized  this  tremor  in  patients 
without  hepatic  disease,  it  is  usually  described  as  a 
“liver  flap  . Two  patients  are  described  who  showed 
no  clinical  or  autopsy  evidence  of  liver  disease.  Both 
of  them  were  in  uremia  at  the  time.  It  is  concluded 
that  this  tremor  although  characteristic  of  liver  dis- 
ease is  not  necessarily  diagnostic  of  it. 

C.  M.  Smythe,  M.  D. 


A High  Sensitivity  Pickup  For  Cardiovascular 
sounds.  Dale  Groom,  M.  D. — Am.  Heart  J.  54:592 
(Oct.  1957) 

There  has  long  been  a need  for  a practicable 
electronic  method  of  detecting  and  recording  heart 
murmurs  of  very  low  intensity — sounds  at  and  below 
the  threshold  of  stethoseopic  audibility.  To  ac- 
complish this  necessitates  a pickup  having  high 
sensitivity  and  wide  range,  and  extremely  low  levels 
of  ambient  noise  both  in  the  recording  system  and  in 
the  environment.  Such  an  instrument  has  been  devised. 
It  is  essentially  a capacitance  transducer  which  does 
not  rely  on  air  conduction  of  sound,  and  which  can 
utilize  the  body  surface  itself  as  one  electrode  of  the 
capacitor.  Clinical  and  experimental  tests  of  this 
capacitance  pickup  indicate  that  it  is  uniquely  suited 
to  the  recording  of  cardiovascular  sounds. 
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MEDICAL  SECRETARIES 


The  key  to  improved  efficiency  in  a physician’s  office 
may  be  in  the  hands  of  his  medical  office  personnel,  a 
nationwide  survey  reveals. 

Are  medical  secretaries  and  assistants  properly 
trained  for  their  jobs?  Does  the  physician-employer 
properly  delegate  duties  to  office  personnel  to  make 
best  use  of  individual  skills  and  training?  Are  there 
tasks  which  the  physician  should  assign  to  an  aide  in 
order  to  give  him  more  time  to  see  patients? 

These  are  some  of  the  questions  which  are  answered 
in  a study  conducted  last  year  to  determine  the  ideal 
knowledges,  skills  and  personal  qualities  of  medical 
secretaries.  Conclusions  were  based  on  mail-question- 
naire information  supplied  by  approximately  500  top- 
notch  medical  secretaries  and  on  personal  interviews 
with  physicians  and  business  educators.  The  study 
was  conducted  by  Harold  Mickelson,  Northeast 
Missouri  State  Teachers  College,  in  cooperation  with 
the  American  Medical  Association.  Mickelson  com- 
pleted the  study  in  connection  with  his  work  toward 
a Doctor  of  Education  degree  at  Indiana  University. 

Mickelson  analyzed  those  activities  performed  in 
physicians’  offices,  classifying  them  into  three  cate- 
gories: (1)  highly  technical  medical  activities  which 
under  normal  conditions  only  a physician  can  per- 
form; (2)  semitechnical  medical  activities  which  may 
be  performed  satisfactorily  by  medical  office  personnel 
under  the  supervision  of  the  physician,  and  (3)  busi- 
ness office  activities  of  a routine  or  management 
nature  which  are  ideally  performed  by  the  secretary 
or  aide. 

Mickelson  concludes  that  “physicians  arc  not  mak- 
ing maximum  use  of  their  extensive  training  when  they 
unnecessarily  perform  semitechnical  medical  and  busi- 
ness activities.”  To  help  physicians  determine  what 
responsibilities  can  be  properly  delegated  to  office 
personnel,  Mickelson  is  currently  preparing  a system 
for  assigning  duties  which  will  be  furnished  by  AMA 
to  medical  societies. 

A highly  competent  secretary,  he  believes,  can  re- 
lieve a physician  of  performance  of  all  or  nearly  all 
business — office  and  semitechnical  medical  activities 
connected  with  his  practice.  The  physician,  however, 
still  remains  responsible  for  supervision  of  these 
activities. 

Physicians  interviewed  agree  with  Mickelson.  One 
doctor  expressed  the  opinion  that  “there  is  almost  no 
ceiling  to  the  responsibility  that  an  outstanding  secre- 
tary can  take  over  for  a physician.”  Another  said: 
“There  is  no  practical  way  to  practice  medicine  today 
without  a medical  secretary.”  The  consensus  was  that 
it  is  penny-wise  and  pound-foolish  to  employ  an  in- 
competent aide. 

Where  can  girls  get  proper  medical  secretarial  train- 
ing? What  kind  of  schools  should  offer  training  to 


medical  aides?  Mickelson  believes  training  should  be 
at  the  post-high-school  level  and  that  a four-year  col- 
lege-degree training  program  is  preferable  to  a shorter 
course. 

According  to  Mickelson,  only  schools  with  strong 
business  training  and  strong  science  departments  can 
offer  the  kinds  of  courses  and  the  quality  of  training 
that  is  desirable.  His  recommendations  for  course  con- 
tent include  development  of  high-level  competency  in 
all  generally  accepted  secretarial  skills,  business  office 
activities  peculiar  to  the  medical  office,  and  all  semi- 
technical activities  ordinarily  performed  by  physicians’ 
employees.  Semitechnical  activities  are  those  related 
to  the  examination  or  treatment  of  patients,  weighing 
patients,  taking  temperatures  and  blood  pressures, 
assisting  with  minor  office  surgery  or  treatment  pro- 
cedures, giving  certain  types  of  injections,  sterilizing 
instruments,  and  conducting  some  laboratory  tests, 
such  as  urinalysis  and  simple  blood  tests. 

Students  also  must  develop  certain  personal  quali- 
ties important  to  their  particular  job  success.  These 
personal  qualities  were  listed  by  physicians  in  inter- 
views and  are  considered  necessary  in  the  good  medi- 
cal secretary  or  aide.  They  include:  pleasantness,  neat- 
ness, ability  to  get  along  with  people,  ability  to  use 
the  telephone  effectively,  intelligence,  politeness,  abil- 
ity to  keep  secrets,  interest  in  and  feeling  for  people, 
initiative,  honesty,  enthusiasm,  interest  in  medical 
work,  loyalty,  cooperation,  conservatism,  pleasant 
voice,  self-confidence,  ability  to  make  decisions,  ability 
to  instill  confidence,  willingness  to  continue  to  learn 
on  the  job,  dependability,  patience,  aggressiveness 
(must  not  be  shy),  accuracy,  memory,  maturity,  and 
a sense  of  humor. 

On  the  basis  of  the  survey,  a number  of  steps  which 
medical  associations  and  medical  secretary-assistants 
groups  can  take  to  help  provide  a greater  force  of 
better-trained  aides  in  the  future  are  suggested: 

1.  Encourage  schools  with  the  necessary  personnel 
and  facilities  to  offer  high-quality  medical  secretarial 
training. 

2.  Recruit  high  school  graduates  for  high-quality 
medical  secretarial  training. 

3.  Organize  or  assist  in  organizing  refresher  courses 
in  medical  office  administration  for  the  employed 
medical  secretary  and  assistant. 

4.  Persuade  individuals  currently  employed  as  med- 
ical secretaries  to  increase  their  effectiveness  on  their 
jobs  through  additional  training  either  in  school  or  on 
the  job. 

5.  Point  out  to  physicians  the  importance  of  employ- 
ing well-qualified  medical  secretaries  and  remunerat- 
ing them  adequately. 

A.  M.  A. 
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ELECTROCARDIOGRAM 
OF  THE  MONTH 

AMYLOID  HEART  DISEASE 

Dale  Groom,  M.  D. 

Department  of  Medicine 

Case  Record — This  is  the  electrocardiogram  of  a man 
in  his  early  sixties  with  congestive  cardiac  failure.  His 
clinical  course  was  characterized  by  dyspnea  and 
orthopnea,  dependent  edema,  ascites,  and  recurrent 
atrial  fibrillation.  Chest  roentgenograms  revealed  gross 
cardiomegaly  and  pulmonary  congestion.  An  in- 
cidental finding  was  that  of  elevation  of  the  serum 
gamma  globulin  (2.44  grams)  with  a normal  total 
serum  protein  of  6.07  grams.  His  cardiac  decompensa- 
tion became  increasingly  refractory  to  treatment  and 
resulted  in  death  some  4 years  after  the  onset  of 
symptoms. 

At  autopsy  the  heart  was  found  to  be  diffusely  en- 
larged, weighing  700  gm.  Microscopically  the  fibers 
of  the  myocardium  were  observed  to  be  remarkably 
small  and  atrophic  with  extensive  extracellular  de- 
posits of  a homogeneous  material  identified  by  special 
stain  techniques  as  amyloid.  This  material  was  pres- 
ent throughout  the  myocardium  but  not  in  the  lungs, 
liver,  spleen  or  other  organs. 

Electrocardiogram — At  the  time  this  tracing  was  made 
the  patient  had  a regular  sinus  rhythm  at  a rate  of 
60  per  minute.  A moderate  delay  in  atrioventricular 


conduction  is  manifested  by  prolongation  of  the  P-R 
interval  to  0.24  sec. 

Low  voltage  of  the  QRS  complexes  in  all  three 
standard  leads  is  the  striking  abnormality.  The  P 
waves,  and  perhaps  also  the  T waves,  are  similarly 
low  in  amplitude,  the  latter  having  a configuration 
consistent  with  digitalis  effect.  Standardization  of  the 
tracing  is  correct  as  shown  by  the  10  mm.  calibration 
deflection. 

Discussion — The  correlation  between  the  pathologic 
and  the  electrocardiographic  findings  in  this  case  is 
of  interest  although  the  ECG  contributes  little  to  the 
diagnosis  of  amyloid  heart  disease.  The  entire  myo- 
cardium was  involved  in  a process  characterized  by 
deposition  of  what  is  thought  to  be  a chondroprotein 
material,  with  consequent  atrophy  of  muscle  fibers 
and  impairment  of  both  mechanical  and  electrical 
activity.  Possibly  the  conduction  system  too  was  im- 
paired as  evidenced  by  the  conduction  defect  ( first 
degree  A-V  block)  and  the  atrial  fibrillation  recorded 
in  other  tracings  on  this  patient.  Since  amplitude  of 
electrocardiographic  deflections  is  a direct  function  of 
the  magnitude  of  the  electrical  potentials  produced  by 
myocardial  activity,  it  is  understandably  decreased  by 
any  process  of  infiltration  or  atrophy  or  necrosis  of 
muscle  tissue. 

In  the  same  way,  endocrine  impairment  of  myo- 
cardial function  as  in  myxedema,  or  the  inflammatory 
involvement  of  myocarditis  can  be  reflected  in  low 
voltage  complexes  in  the  ECG.  Infiltrations  by 
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sarcoidosis,  xanthomatosis,  and  perhaps  occasionally 
leukemic  infiltrations  of  the  myocardium  may  produce 
the  same  electrocardiographic  result.  As  a general  rule, 
QRS  deflections  of  less  than  5 mm.  in  all  three  stand- 
ard leads  are  suggestive  of  organic  heart  disease. 

Several  types  of  amyloidosis  have  been  described, 
differing  principally  in  the  organs  involved.  Primary 
amyloidosis,  as  distinguished  from  the  more  common 
secondary  type  associated  with  chronic  suppurative 
processes  and  affecting  chieflv  the  liver,  spleen,  and 
adrenal  cortex,  is  a rare  disease  of  unknown  etiology. 
Its  predilection  is  for  muscle  tissue,  chiefly  the  heart, 
the  tongue  (where  it  produces  macroglossia ) , and 
occasionally  skeletal  and  smooth  muscle.  The  occur- 
rence of  amyloid  deposits  in  association  with  multiple 
myeloma  and  other  diseases  characterized  by  a high 
serum  gamma  globulin  has  been  cited  as  a possible 
etiologic  clue.  Much  evidence  thus  far,  however,  in- 
dicates that  there  may  be  several  distinct  types  of 
amyloidosis. 

Diffuse  enlargement  of  the  heart,  intractable  (and 
often  unexplained ) congestive  failure,  and  low  voltage 
complexes  and  conduction  abnormalities  in  the 
electrocardiogram  are  all  consistent  with  the  known 
pathology  of  amyloid  heart  disease. 


PREMATURE  RUPTURE  OF 
MEMBRANES  AND 
TRANSVERSE  LIE 

Edward  J.  Dennis,  M.  D. 
Department  of  Obstetrics  and  Gynecology 

A 26  year  old  gravida  9,  para.  7,  abort.  1,  was  ad- 
mitted to  the  Medical  College  Hospital  at  5:30  P.  M. 
on  June  28,  1957.  She  stated  that  her  membranes  had 
ruptured  spontaneously  approximately  one-half  hour 
before  admission  but  there  had  been  no  uterine  con- 
tractions or  abnormal  bleeding. 

Her  past  history  indicated  that  her  previous  preg- 
nancies had  been  uncomplicated  except  for  the  fifth 
pregnancy  which  terminated  at  36  weeks  with  de- 
livery of  a stillborn  infant.  Her  one  abortion  was  at 
16  weeks  of  unknown  cause. 

Her  prenatal  course  during  this  pregnancy  had  been 
uncomplicated  and  she  gave  a history  that  her  last 
normal  menstrual  period  occurred  on  November  4, 
1956  and  her  estimated  date  of  confinement  was  July 
11,  1957. 

Physical  examination  at  the  time  of  admission  re- 
vealed a blood  pressure  of  110/80  mm.  of  mercurv 
and  the  fetal  heart  tones  were  present  in  the  right 
lower  quadrant  at  a rate  of  140  per  minute.  The  fetus 
was  judged  to  weigh  between  4%  and  5 pounds  and 
the  configuration  of  the  uterus  suggested  a transverse 
lie. 

A sterile  vaginal  examination  done  immediately 
after  admission  showed  the  cervix  to  be  only  10  per 
cent  effaced  and  2 cm.  dilated.  There  was  no  present- 
ing part  either  in  the  pelvis  or  over  the  pelvic  inlet. 


but  no  umbilical  cord  or  placenta  could  be  palpated 
through  a relatively  rigid  cervical  os. 

A film  of  the  abdomen  revealed  a well  developed 
fetus  of  approximately  36  weeks  gestation  lying  in 
transverse  position  with  the  fetal  head  to  the  left  and 
the  small  parts  on  the  right  with  the  fetal  back  pre- 
senting. 

Approximately  one  hour  after  admission,  the  patient 
began  to  have  uterine  contractions.  Due  to  the  findings 
it  was  decided  that  cesarean  section  was  the  preferred 
route  of  delivery.  The  patient  was  examined  with  a 
consultant  and  he  agreed  with  the  decision  to  deliver 
via  the  abdominal  route. 

She  was  taken  to  the  operating  room  and  a low 
cervical  cesarean  section  was  done  with  delivery  of 
a 4 pound,  12  ounce  male  infant  in  good  condition. 
The  patient  withstood  the  procedure  well  but  was 
given  500  ml.  of  whole  blood  because  her  hemoglobin 
was  only  9 grams  on  admission.  Her  postoperative 
course  was  uncomplicated  and  she  was  discharged 
from  the  hospital  on  the  seventh  postoperative  day. 

Discussion:  This  case  presents  two  important  points 
for  discussion,  premature  rupture  of  the  membranes 
and  management  of  a transverse  lie. 

Premature  rupture  of  the  membranes  occurs  in  12 
per  cent  of  all  pregnancies,  and  in  17  per  cent  of  the 
cases  with  premature  labor.  The  problem  of  amnionitis 
has  received  its  share  of  attention  with  lengthy  dis- 
cussions of  the  management  of  cases  from  this  stand- 
point, however,  premature  rupture  of  the  membranes 
as  an  indication  of  abnormal  presentation  does  not 
seem  to  be  emphasized  as  it  should. 

For  some  time,  it  has  been  the  policy  of  the  ob- 
stetrical service  to  instruct  patients  attending  our 
clinic  to  report  to  the  hospital  immediately  when 
spontaneous  rupture  of  the  fetal  membranes  occurs. 
Further,  on  admission  to  the  obstetrical  ward,  such 
patients  are  taken  to  the  delivery  room  as  soon  as 
possible  for  sterile  vaginal  examination. 

It  has  been  our  experience  that  premature  rupture 
of  the  membranes  is  associated  with  abnormal  pre- 
sentation frequently  enough  to  warrant  immediate 
hospitalization  and  evaluation  by  vaginal  examination 
of  the  presentation  and  position  of  the  fetus.  Prolapse 
of  the  umbilical  cord,  though  statistically  insignificant 
in  cases  of  premature  rupture,  dictates  such  a high 
fetal  mortality  that  frequency  of  occurence  means 
very  little  in  its  management.  The  fetal  mortality  in 
this  complication  has  been  improved  only  by  early 
diagnosis  and  surgical  intervention.  Breech  presenta- 
tion and  transverse  lie  also  occur  often  enough  with 
premature  rupture  to  justify  early  hospitalization. 

The  argument  that  prolonged  hospitalization  is  ex- 
pensive and  inconvenient,  therefore  the  patient  should 
not  be  admitted  until  labor  ensue',  means  little  since 
81  per  cent  of  term  infants  and  51  per  cent  of  pre- 
mature infants  deliver  within  24  hours  after  ad- 
mission. Furthermore,  a perinatal  mortality  of  term 
or  near  term  infants  of  7 per  cent  with  membranes 
ruptured  48  hours  or  more  before  delivery  as  con- 
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trasted  with  a mortality  of  2 per  cent  in  those  de- 
livered within  48  hours  after  rupture,  also  indicates 
the  need  for  immediate  hospitalization.  These  figures 
have  been  compiled  since  the  advent  of  penicillin, 
thereby  confirming  its  present  day  applications. 

The  management  of  transverse  lie  presents  very 
little  difficulty  in  deciding  the  method  of  delivery. 
Vaginal  delivery  of  this  complication  dictates  a fetal 
mortality  of  30  per  cent  in  those  infants  having  fetal 
heart  tones  present  on  admission.  If  the  membranes 
ruptured  before  or  at  the  onset  of  labor,  fetal  mortal- 
ity soars  to  60  per  cent.  External  version  seems  to 
have  little  value  in  modern  obstetrics,  and  is  con- 
traindicated in  transverse  lie  with  ruptured  mem- 
branes. 

The  10  per  cent  occurrence  of  placenta  praevia 
associated  with  this  condition  further  discourages  the 


use  of  version.  Internal  or  combined  version  may  be 
utilized  infrequently  and  should  be  reserved  for  one 
who  is  most  adept  at  this  maneuver. 

Therefore,  delivery  by  cesarean  section  is  the  treat- 
ment of  choice  in  most  instances. 

Summary:  Premature  rupture  of  the  fetal  mem- 
branes dictates  immediate  hospitalization  and  ac- 
curate evaluation  of  the  pregnant  patient  including 
sterile  vaginal  examination,  regardless  of  the  stage  of 
gestation. 

The  conservative  management  of  transverse  he  is 
delivery  by  cesarean  section  in  most  instances. 
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Bilateral  Choanal  Atresia,  by  R.  W.  Hanckel  and 
G.  W.  Bates.  South.  M.  J.  50:1054,  Aug.  1957. 

Bilateral  choanal  atresia  is  a congenital  anomaly 
which  produces  a complete  obstruction  of  the  posterior 
nares.  This  manifests  itself  soon  after  birth  by  dyspnea, 
worse  at  time  of  feedings;  mouth  breathing  ( difficult 
for  an  infant,  hence  the  dyspnea)  is  present;  tenacious 
mucus  presenting  at  the  anterior  nares;  obstruction  to 
the  passage  of  a catheter  through  the  nostrils  into  the 
nasopharynx;  and  x-ray  evidence  of  the  retention  of 
iodized  oil  in  the  nostrils. 

This  condition  usually  constitutes  a surgical  emer- 
gency, frequently  requiring  a tracheotomy  to  relieve 
the  dyspnea. 

The  condition  may  be  corrected  surgically.  There 
are  several  approaches;  the  intranasal,  the  trans-septal, 
the  trans-palatal,  the  combined  intranasal  and  trans- 
palatal, and  the  transantral. 

Three  cases  are  presented  and  in  all  of  these  the 
chief  postoperative  complication  was  the  tendency  for 
the  atretic  membrane  to  reform.  It  is  suggested  that 
vinyl  plastic  tubes  (rather  than  rubber  catheters)  be 
inserted  in  the  nostrils  to  serve  as  stents,  as  they  pro- 
duce less  tissue  reaction. 


Acute  Intestinal  Obstruction  by  \V.  H.  Prioleau. 
Am.  Surg.  23:350,  Apr.  1957. 

In  the  management  of  a case  of  acute  intestinal 
obstruction,  the  possibility  of  strangulation  and  the 
presence  of  distention  determine  the  order  of  pro- 
cedure in  diagnostic  and  therapeutic  measures.  Diag- 
nostic examinations,  to  determine  the  cause  of  the 
obstruction,  must  often  be  deferred  so  as  not  to 
jeopardize  the  welfare  of  the  patient.  Of  immediate 


concern  and  to  be  constantly  borne  in  mind  during 
the  course  of  the  illness  is  the  question  of  compromise 
of  the  blood  supply  to  a segment  of  bowel.  Unless  this 
can  be  reasonably  certainly  ruled  out  operation  is 
urgently  indicated.  One  must  be  on  guard  not  to  be 
misled  by  clinical  improvement  following  suction  de- 
compression of  the  stomach  and  intestine  proximal 
to  the  obstruction. 

Abdominal  distention  is  the  consideration  of  next 
importance.  Its  presence  limits  the  use  of  diagnostic 
procedures  both  from  the  standpoint  of  safety  and 
effectiveness.  Proctoscopic  examination  gives  little,  if 
any,  information  not  obtained  by  the  examining 
finger.  X-ray  examination  with  barium  by  mouth  or 
by  rectum  is  seldom  of  value,  often  misleading  and, 
at  times,  harmful.  On  the  other  hand,  plain 
roentgenologic  examination  of  the  abdomen  gives 
valuable  information  as  to  the  site  of  the  obstruction 
and  the  degree  of  distention  throughout  the  course 
of  the  illness. 

Once  strangulation  has  been  ruled  out,  efforts 
should  be  directed  toward  relief  of  the  distention. 
Chief  reliance  is  placed  upon  gastro-intestinal  suction 
intubation.  Should  relief  not  be  obtained  after  an 
arbitrary  period  of  six  hours,  operation  is  advisable. 
Where  distention  prevents  ready  access  to  the  site  of 
obstruction,  the  bowel  should  be  emptied  by  enter- 
otomy  so  as  to  avoid  damage  by  manipulation.  In 
large  bowel  obstruction  not  relieved  after  a reasonable 
period  of  time  a colostomy  or  cecostomy  should  be 
performed  depending  upon  the  site  of  the  obstruction. 

Only  after  distention  has  been  relieved  and  a 
reasonable  degree  of  homeostasis  obtained  should 
primary  attention  be  paid  to  establishing  a diagnosis 
as  to  the  cause  of  the  obstruction. 
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Editorials 


PLANNING  DISASTER  MEDICAL  CARE” 

Physicians  are  accustomed  to  individual 
practice  which  permits  a wide  latitude  of  in- 
dividual action  but  in  case  of  a major  disaster 
much  of  the  individual  action  must  be  co- 
ordinated and  harmonized  with  the  actions  of 
others.  When  large  numbers  of  casualties  need 
medical  services  in  a short  period  of  time,  team 
effort  is  desirable.  Successful  team  effort  is 
fostered  by  coaching  and  practice,  planning 
and  drilling.  Experience  has  demonstrated  the 
value  of  flexible  plans  built  well  in  advance 
upon  existing  community  resources  and  broad 
enough  to  cover  a wide  variety  of  the  worst 
potential  disasters.  Nearly  all  professionally 
trained  persons  should  have  planned  assign- 
ments to  at  least  one  duty  and  preferably  to 
several  because  of  uncertainties  as  to  the  types 
and  number  of  casualties.  It  is  desirable  to 
assign  one  or  several  assistants  or  alternates 
for  each  key  position  because  of  the  possible 
necessity  of  operation  of  the  health  team  for 
a prolonged  period  of  time  under  conditions 
of  severe  stress  and  the  uncertainties  as  to  the 
ready  availability  of  all  personnel. 

Advance  plans  should  include  means  of  per- 
mitting large  numbers  of  casualties  to  be  re- 
ceived at  hospitals  with  a minimum  of  con- 
fusion. It  has  been  suggested  that  each  hos- 
pital in  the  vicinity  prepare  to  handle  only  one 
or  two  types  of  disaster  casualties — shock, 
fractures,  chest  injuries,  burns,  etc.  Unless 
adequate  attention  is  given  to  the  registration 
of  casualties,  establishment  and  operation  of 
an  information  bureau,  and  to  traffic  control, 
physicians  will  be  interrupted  in  their  profes- 
sional work  or  will  be  prevented  from  doing 
it  at  all.  Physicians  have  a vital  interest  in 
seeing  that  lay  men  and  women  are  ready  to 
attend  to  these  important  details.  Within 
minutes  following  most  major  disasters, 
thousands  of  persons  begin  to  converge  on  the 

“Abstracted  from:  Lueth,  H.  C.:  Emergency  medical, 
hospital,  and  nursing  care.  Annals  Amer.  Acad.  Polit. 
& Soc.  Science,  309:  142,  Jan.  1957. 


disaster  area  and  on  first  aid  stations  and  hos- 
pitals in  the  disaster  vicinity.  The  movement 
of  emergency  vehicles  is  often  blocked  bv 
severe  traffic  congestion.  Physicians  and  auxil- 
iary personnel  must  be  provided  means  of 
passing  through  police  lines  if  they  are  to  get 
to  assigned  locations  to  care  for  the  injured. 

As  each  patient  is  admitted  to  the  treatment 
center,  a doctor  should  examine  him  promptly 
and  carefully  to  arrive  at  a working  diagnosis 
of  his  injuries  and  decide  how  quickly  they 
need  to  be  treated.  The  sorting  physician 
needs  quick  but  sound  judgment  amid  very 
trying  conditions  and  should  be  a well-ex- 
perienced and  mature  doctor  of  medicine. 
Through  sound  judgment  and  proper  classifi- 
cation, he  will  probably  save  as  many  lives  as 
anyone  in  the  hospital. 

Disaster  planning  must  include  provision  for 
augmentation  of  operating-room  and  ward 
staffs.  Following  a disaster,  the  abilities  of  the 
professionals  will  be  sufficiently  taxed  without 
their  having  the  added  responsibility  of  train- 
ing assistants  from  the  ground  up.  Sundays, 
holidays,  and  the  least  busy  weekday  hours 
might  be  used  for  giving  volunteers  training 
and  practice. 

Plans  for  evacuation  of  patients  to  hospitals 
in  surrounding  communities  are  needed  in 
advance.  As  evacuation  depends  on  trans- 
portation and  communication,  individually 
powered  radio  nets  serving  hospitals  and 
transportation  control  centers  are  recom- 
mended. 

Consideration  should  be  given  to  shifts  of 
assignments  as  work  loads  change.  Dentists 
possibly  will  be  asked  to  be  anesthetists,  mem- 
bers of  shock-burn  teams  or  do  minor  surgery. 
Surgical  nurses  and  anesthetists  may  have  to 
serve  as  supervisors  of  aid  stations,  to  manage 
wards  without  physicians,  and  to  treat  minor 
wounds. 

Leon  Banov,  M.  D. 
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MEDICARE 

The  author  does  not  pose  as  an  authority  on 
comparative  religions  and  his  readers  will  of 
course  realize  that  the  thoughts  expressed  are 
collected  elsewhere  and  correlated,  but  do  not 
represent  original  research.  Nevertheless,  be- 
cause our  approach  to  medical  matters  is 
usually  scientific,  perhaps  a philosophical  ap- 
proach will  be  interesting  upon  occasion. 

The  Mohammedan  religion  proclaims  Allah 
as  the  creator  and  ruler  of  the  world.  Indeed, 
so  firm  is  his  rule  that  man  cannot  frustrate 
his  will  in  any  way.  This  leads  to  the  accept- 
ance in  the  mind  of  a true  believer  of  a kind 
of  predestination  or,  in  extreme  cases,  fatal- 
ism. Mohammedans  are  expected  to  do  the 
best  they  can,  but  if  their  efforts  are  to  no 
avail,  they  will  realize  that  they  were  directed 
against  the  will  of  Allah. 

Communism  professes  no  divine  creator  and 
proclaims  atheism.  In  place  of  God,  the  State 
is  the  supreme  authority  and  its  citizens  con- 
form to  its  decrees  under  pain  of  death.  In 
ultimate  reality  the  “decree  of  the  State”  boils 
down  to  the  decree  of  the  dictator  currently 
in  control  of  the  mechanism  of  government. 
God  has  been  replaced  by  man.  Without  doubt 
citizens  of  Communist  countries  feel  fatalistic 
upon  occasion  from  mere  discouragement. 

Judeo-Christian  theology  professes  God  as 
the  Creator  and  Preserver  of  all  mankind, 
omniscient  and  omnipotent.  Omnipotence  is 
a relative  term,  however,  and  does  not  pre- 
clude God’s  placing  limits  upon  Himself.  One 
such  limitation  is  the  gift  of  free  will  to  each 
human.  We  can  each  know  the  good  and 
choose  the  evil  if  we  so  desire,  and  thwart 
God’s  plans  for  our  individual  salvation.  God 
gave  this  gift  to  mankind  in  order  that  each 
man  might  be  free  to  develop  his  personality 
to  the  limits  of  his  ability  and  desire,  at  the 
peril  of  his  immortal  sold  if  he  should  choose 
evil. 

Although  the  Declaration  of  Independence 
maintains  that  man  was  created  (by  God)  and 
endowed  with  certain  inalienable  rights,  and 
although  each  of  our  coins  proclaims  our  trust 
in  God,  our  government’s  present  actions  ap- 
pear directly  contradictory  to  such  beliefs.  The 
program  Medicare  is  cited  to  substantiate  this 
statement. 


American  doctors  and  the  AMA  for  them 
have  long  protested  the  drafting  of  doctors 
as  such  in  peacetime  as  discriminatory,  and  in 
particular  have  objected  to  the  drafting  of 
physicians  from  civil  practice  to  care  for  other 
civilians  (i.  e.  military  dependents)  in  peace- 
time when  other  medical  care  is  available. 
Congress  and  the  Administration  and  others 
have  maintained,  however,  that  the  members 
of  our  armed  forces,  particularly  those  in  the 
lower  pay  grades,  were  unable  with  their  own 
resources  to  provide  adequate  medical  care 
for  their  dependents  and  that  this  lowered 
their  morale.  The  AMA  and  the  Department 
of  Defense  and  Congress  therefore  worked  out 
the  scheme  of  Medicare  by  which  the  U.  S. 
government  would  assume  financial  re- 
sponsibility for  certain  medical  needs  of  ser- 
vicemen’s dependents  including  wives,  chil- 
dren, parents,  parents-in-law  and  possibly 
others  in  some  cases.  The  care  provided  would 
not  be  all  inclusive,  but  would  essentially  con- 
sist of  maternity  care,  hospitalization  for  ac- 
cident and  operation  and  serious  medical  ill- 
nesses, and  office  care  for  certain  accidents, 
but  would  not  pay  for  office  visits  to  or  home 
calls  by  physicians  for  the  common  forms  of 
illness  ordinarily  treated  by  practitioners  in 
home  and  office.  For  example,  Medicare  would 
pay  hospital  and  physicians  bills  for  pneu- 
monia treated  in  a hospital  but  not  for  the 
same  pneumonia  treated  at  home.  Within 
limits  Medicare  provided  for  patient  choice 
of  physician  and  hospital.  Amendments  cur- 
rently  being  considered  by  Congress  may  in 
large  part  eliminate  the  latter  in  cases  where 
government  hospitalization  might  be  used.  The 
effects  of  this  legislation  are  interesting:  1.  A 
tremendous  new  administrative  bureaucracy 
was  necessitated.  2.  Doctors’  paper  work  is  in- 
creased. 3.  Misunderstanding  between  physi- 
cians and  patients  are  multiplied  (as  to  why 
certain  services  are  not  paid  for  by  the  gov- 
ernment, etc.).  4.  The  federal  government  has 
assumed  with  organized  medicine’s  blessing 
the  responsibility  for  the  provision  of  medical 
care  for  a large  section  of  the  civilian  popula- 
tion— the  wives,  children  and  parents  of 
servicemen.  5.  Fees  are  standardized. 

It  has  been  a source  of  great  concern  to  the 
Administration  that  turnover  of  personnel  in 
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the  armed  forces  is  so  great.  Often  as  soon  as 
a man  at  great  expense  has  been  trained  as  a 
valuable  technical  specialist  such  as  a pilot  or 
a radar  expert,  his  enlistment  will  expire  and 
he  will  promptly  seek  civilian  employment.  Al- 
most as  soon  as  Medicare  had  been  adopted, 
nominally  to  improve  morale,  Secretary  Wilson 
issued  a statement  to  the  effect  that  morale 
was  still  suffering  due  to  financial  handicaps 
and  he  was  therefore  instituting  certain  pay 
increases  for  specified  personnel.  At  the  time 
he  remarked  airily  that  no  legislation  would 
be  necessary  to  effect  these. 

Opponents  of  the  Medicare  concept  have 
asked  if  our  military  men  can't  afford  proper 
medical  care  for  their  dependents,  why  is  not 
their  pay  raised  to  a proper  level  to  make  this 
possible?  The  answer  was  what  might  have 
been  expected — such  a raise  would  do  no  good 
because  the  servicemen  would  spend  such  a 
raise  on  beer  and  be  no  more  able  to  provide 
the  needed  medical  care  than  before.  But 
Medicare  would  provide  for  them — they  could 
not  spend  the  “raise”  on  beer. 

In  line  with  the  above  train  of  thought,  the 
following  conclusions  are  submitted:  1.  There 
is  more  to  lack  of  morale  in  the  armed  forces 
than  an  unrealistic  pay  schedule.  2.  There  is 
more  than  provision  of  medical  care  to  the 
Medicare  program.  It  is  part  of  a long-con- 
tinued, multipronged  attack  upon  the  private 
practice  of  medicine  and  leads  to  socialized 
medicine.  3.  The  contention  that  the  American 
serviceman  cannot  be  trusted  or  permitted  to 
spend  his  money  as  he  sees  fit  is  an  insult  to 
the  American  concept  of  individual  liberty  and 
is  contrary  to  the  Judeo-Christian  belief  of 
personal  responsibility  for  one’s  own  acts.  4.  A 
system  that  is  based  upon  moral  falsehood 
is  of  necessity  economically  unsound,  unfit  for 
amendment,  and  should  be  opposed  in  its 
entirety  upon  grounds  of  right  and  wrong. 

Thomas  Parker,  M.  D. 


JOURNALS  GO  TO  STUDENTS  AND 
HOUSE  STAFFS  AGAIN 
Last  year  for  the  period  from  October,  1956 
to  July,  1957  all  of  the  senior  medical  students 
at  the  Medical  College  and  all  members  of 
the  house  staffs  of  approved  hospitals  of  the 
state  received  without  charge  copies  of  the 


Journal  through  the  kindness  of  Eli  Lilly  and 
Company.  This  was  thought  to  be  a beneficial 
arrangement  in  that  these  young  doctors  might 
be  better  informed  of  what  was  being  done  in 
organized  medicine  in  the  state  and  benefit 
from  the  scientific  material  published  in  the 
Journal.  It  appears  that  the  venture  was  very 
well  received,  and  many  comments  have  come 
from  the  recipients  of  the  copies  of  the  Jour- 
nal. Now  again  the  same  arrangement  is  to 
begin  and  to  run  through  the  nine  months  of 
the  usual  scholastic  year.  It  is  felt  that  this 
contact  helps  to  bridge  the  gap  between  the 
academic  years  and  the  beginning  of  practice, 
and  should  be  a favorable  introduction  to  mat- 
ters which  must  interest  a physician  through 
his  career. 


THE  BABY  AND  THE  BREAST. 

AN  OBSTETRICAL  PROBLEM 

Innumerable  authorities  deplore  the  con- 
tinuing decline  in  breast  feeding  in  this 
country.  General  statistics  show  that  only  38 
per  cent  of  babies  are  breast  fed  in  the  United 
States.  A recent  check  in  two  Charleston  hos- 
pitals indicated  that  only  32%  of  white  infants 
were  nursing  when  they  left  the  nurseries,  and 
every  pediatrician  knows  how  rapid  is  the 
decline  in  nursing  after  the  patients  get  home. 
For  unaccountable  reasons  it  seems  that 
usually  those  mothers  who  want  to  nurse  can’t, 
and  those  who  can  won’t.  Even  the  more 
successful  seldom  are  able  to  carry  on  the 
process  for  more  than  a few  months. 

Our  figures  are  deplorable  in  comparison 
with  those  of  other  countries.  Of  Norwegian 
infants,  96  per  cent  are  breast  fed;  of  New 
Zealanders  89  per  cent;  in  Great  Britain  80 
per  cent  achieve  breast  feeding.  The  distinct 
advantage  of  nursing  has  never  been  denied, 
and  no  artificial  food  has  yet  proven  its  equal- 
ity with  the  maternal  product. 

The  mothers’  loss  of  interest  in  carrying  out 
a natural  and  desirable  function  may  be  due 
to  a number  of  things.  There  are  a few 
mothers  who  have  a horror  of  the  nursing  pro- 
cess. They  are  obviously  abnormal  in  this  re- 
spect if  not  in  others.  Others  fear  unneces- 
sarily that  harm  will  come  to  their  cherished 
figures.  Others  believe  erroneously  that  arti- 
ficial feeding  is  easier  and  less  confining.  Many 
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decide  for  various  unsound  reasons  that  they 
just  do  not  wish  to  nurse.  But  a great  many 
do  not  nurse  because  they  have  never  had 
any  instruction  in  the  value  of  breast  feeding. 

When  the  baby  arrives  and  is  seen  by  the 
pediatrician,  the  time  is  too  late  to  make  any 
impression  on  the  mothers  decision  to  nurse 
or  not  to  nurse.  Rarely  is  argument  effective 
in  changing  that  decision,  and  discouraged 
pediatricians  make  perhaps  only  a perfunctory 
effort.  They  are  convinced  that  the  time  for 
conversion  has  passed.  That  golden  oppor- 
tunity in  the  prepartal  period  for  the  obstetri- 
cian to  preach  the  advantages  of  nursing  has 
been  left  neglected  because  so  many  ob- 
stetricians care  little  about  what  happens  after 
a baby  is  born,  and  are  not  vitally  conscious 
of  the  importance  of  education  of  the  mother 
in  respect  to  discharging  a valuable  human 
responsibility.  A little  time  spent  on  the  sub- 
ject would  probably  work  a great  change  in 
maternal  attitudes,  and  produce  a great  in- 
crease in  breast  feeding,  the  most  desirable 
kind  of  feeding  from  both  a physical  and  a 
psychological  standpoint. 

The  pediatrician  passes  the  responsibility  to 
the  obstetrician.  Will  the  man  who  can  do  the 
job  take  it  seriously  enough  to  spend  his  time 
and  his  energy  on  a very  productive  byproduct 
of  his  chief  effort? 


MEDICAL  RESPONSIBILITY 

A ten-year-old  white  girl  has  been  raped. 
Her  distressed  mother  seeks  medical  aid  for 
her.  The  doctor  on  duty  at  the  local  hospital 
refuses  to  see  her.  Four  other  doctors  in  town 
are  called  and  each  refuses  to  see  her.  The 
chief  of  staff  of  the  hospital,  who  lives  in 
another  town  12  miles  away,  is  called.  He  ad- 
vises taking  the  child  back  to  the  hospital.  Two 
hours  later,  at  5 A.  M.,  five  and  one-half  hours 
after  medical  aid  was  first  sought,  the  child  is 
seen  briefly  by  a doctor  at  the  hospital.  The 
parents  do  not  get  to  see  the  doctor  at  all  but 
are  left  a bill  for  $25.00. 

The  above  is  a summary  of  a true  incident 
that  happened  in  North  Carolina  recently  and 
given  wide  circulation  in  the  papers.  How  do 
we  reconcile  such  action  with  the  Hippocratic 
Oath?  How  do  we  reconcile  such  action  with 
good  medical  public  relations?  How  do  we 


reconcile  such  action  when  we  try  to  persuade 
the  public  that  they  don’t  want  socialized 
medicine? 

The  above  incident  is  an  isolated  case  to  be 
sure;  but  isolated  cases  sometimes  have  a way 
of  becoming  epidemic. 

The  medical  profession  has  a responsibility 
to  the  public  in  such  cases  whether  we  like  it 
or  not.  If  we  don’t  see  these  cases,  who  will? 
The  chiropractor?  The  naturopath?  The  osteo- 
path? Are  we  willing  to  take  on  the  re- 
sponsibilities of  medical  practice  with  its  trials 
and  tribulations?  We  believe  the  answer  is 
yes.  We  still  think  the  medical  profession,  in 
general,  will  measure  up  to  its  responsibilities. 

HAROLD  S.  GILMORE,  M.  D. 


KNOW  THYSELF 

A recent  article  by  Dr.  Hilton  S.  Read  in  the 
Journal  of  the  Medical  Society  of  Neiv  Jersey 
(54:222,  May  1957)  on  “What  the  Physician 
Thinks  of  the  M.  D.”  contains  the  results  of  a 
survey  aimed  at  clarification  of  the  subject.  It 
includes  only  the  answers  which  go  to  the 
“debit-side-of-the-ledger”.  It  is  worth  reading. 
For  those  who  do  not  have  it  handy,  a few 
nuggets  are  mounted  below. 

“There  is  almost  universal  enthusiasm  among 
doctors  over  the  scientific  qualifications  of 
other  doctors.  There  is  an  occasional  reserva- 
tion that  we  are  becoming  victims  of  the  auto- 
mation age;  that  we  expect  roentgenograms  in 
the  pushbutton  age  to  come  out  of  the  develop- 
ing tank  with  the  diagnosis  embossed  on  the 
liver  shadow;  that  we  are  being  seduced  by 
gadgets  and  tests  so  that  we  forget  that  ‘com- 
mon things  are  common;’  That  we  sometimes 
neglect  our  special  senses  and  are  loath  to 
look,  listen,  feel,  smell,  and  even  taste;  that 
we  have  forgotten  David  Riesman’s  admoni- 
tion that  ‘he  would  forgive  me  for  not  knowing, 
but  he  would  never  forgive  me  for  not  look- 
ing.’ ” 

“ . . . she  overheard  an  85-year  old  man  say 
to  me  as  I percussed  his  chest,  “Doctor,  you 
are  kinda  old  fashioned,  aren’t  you?  I haven’t 
been  to  a beatin’  doctor  in  a long  time.” 


“Five  minutes  of  chit-chat  by  the  surgeon  at 
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the  pre-operative  bedside  of  a patient  may 
contribute  incalculable  acceleration  to  the  re- 
covery of  that  patient. 


“It  would  be  a good  thing  if  we  doctors 
could  stand  aside  and  look  at  ourselves  once 
in  a while.  We  might  be  surprised  to  find  that 
more  consumers  choose  medical  care  on  the 
basis  of  affability  and  availability  rather  than 
ability.  Prestige  of  Phi  Beta  Kappa  and  A.O.A. 
keys  on  the  watch  chain  may  have  no  effect 
on  the  patient  if  their  owner  has  dandruff  on 
his  shoulders  or  dirt  under  his  fingernails. 


“The  first  telephone  call  to  your  office  by  a 
patient  for  an  appointment  and  the  way  it  is 
handled  may  be  more  important  in  the  chain 
reaction  toward  health  than  a load  of  Miltown, 
shock  therapy,  or  a cholecystectomy. 

“Some  doctors  reported  they  are  irked  by 
papers  that  inferentially  or  openly  accuse  the 
general  practitioner  of  delays  in  diagnosis  and 
therapy.  They  would  like  some  surveys 
directed  at  the  specialist,  his  delays,  his 
repetition  of  blood  counts,  electrocardiograms, 
cholecystograms,  and  chest  x-rays  because  ‘He 
wants  to  arrive  at  his  own  unbiased  opinion. 
It  is  hard  to  estimate  the  psychogenic  trauma 
done  by  the  lifted  eyebrow  of  the  consultant 
or  the  tactless  sniff  of  a specialist  when  he 
looks  at  a film  the  patient  has  lugged  along 
from  his  local  medical  doctor  and  then  without 
a word  of  explanation  requests  a repeat  x-ray. 
Some  professors  apparently  think  that  x-rays 
taken  in  a town  of  under  100,000  are  worth- 
less.” 


“Medical  center  clinics  to  which  patients 
are  referred  by  family  doctors  sometimes  in- 
advertently underrate  the  referring  doctor  and 
overrate  their  own  capabilities;  or  they  mislay 
the  name  of  the  referring  physician  so  that  the 
patient  never  gets  back  to  the  original  source. 
Follow-up  reports  from  such  centers  are  dis- 
couragingly  minimal.  Too  often  there  is  a long 
lapse  between  the  discharge  of  the  psychiatric 
and  surgical  patients,  especially,  and  the  re- 
ceipt by  the  family  doctor  of  the  reports  so 
that  there  is  a serious  hiatus  in  treatment — 
and  the  patient’s  family  wonders  why.  Fifteen 


minutes  after  patients  are  scheduled  to  be  on 
the  operating  table  in  a city  60  miles  away,  the 
family  doctor  will  be  called  by  the  family  at 
home  inquiring  ‘What  was  found?’  A telephone 
call  from  the  surgeon  or  his  resident  at  the 
conclusion  of  the  operation  would  do  a great 
deal  to  improve  public  relations  by  allaying 
anxiety  on  the  part  of  family  and  referring 
doctor  alike.” 


“Overemphasis  of  the  trivia  may  inflate  the 
ego  of  the  consultant  before  he  removes  a 
ureteral  calculus  when  he  asks  ‘Didn’t  your 
doctor  tell  you  you  had  a murmur?’  The  family 
doctor  may  have  known  it  for  30  years  and 
had  been  doing  a good  job  of  avoiding  iatro- 
genic disease;  but  because  the  professor  has 
figuratively  lifted  his  evebrow  the  home  town 
doctor  becomes  a jerk.” 

“The  unanimity  of  our  pollster’s  opinion  on 
doctors  as  parents  was  discouragingly  con- 
vincing. There  was  agreement  that  doctors  are 
good  fathers  but  that  the  great  majority  are 
poor  parents.  They  leave  the  raising  of  their 
family  to  their  wives.  Quick  with  their  check 
books  they  are  slow  on  diaper  changing.” 

“What  is  really  important  is  not  to  be  a 
back-bench  mumbler  but  to  stand  up  and  be 
counted  in  county  medical  society  meetings 
and  in  staff  sessions  or  we  deserve  what  we 
get!” 

“Getting  him  (the  intern)  off  the  academic 
teat  for  a year  into  a community  hospital 
where  he  can  ‘do-it-himself  and  can  see  how 
95  per  cent  of  the  medical  care  of  this  country 
is  distributed,  and  then  having  him  return  to 
the  university  for  his  residency  may  be  a 
valuable  contribution  to  the  future  of  medical 
care.” 


“The  worst  possible  public  relations  existed 
in  a town  where  all  the  doctors  took  Thursday 
off.  Agreement  by  half  the  doctors  to  take 
Wednesday  and  half  to  take  Thursday  pro- 
duced a bull  market  in  local  public  relations.” 

“A  sizeable  proportion  of  our  profession  is 
blinded  by  the  immediate  expediency  of  self 
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and  has  a blurred  concept  of  long  range  wel- 
fare of  the  profession  and  the  consumers  of 
medical  care,  whose  interests  are  mutual  and 
complementary.” 


MINUTES  OF  COUNCIL  MEETING 
Columbia,  S.  C.,  October  16,  1957 

A special  meeting  of  Council  was  held  at  the  Wade 
Hampton  Hotel  on  October  16,  1957.  The  meeting 
was  called  to  order  at  3:15  p.  m.  by  the  Chairman, 
Dr.  J.  P.  Cain.  Members  present  were  Drs.  D.  L. 
Smith,  Crawford,  Prioleau,  Eaddy,  Stokes,  Wilson, 
Waring,  Johnson,  Price,  Gressette,  Burnside,  B.  Smith, 
Wyatt,  Bozard,  Brewer  and  Mr.  M.  L.  Meadors,  Ex- 
ecutive Secretary. 

The  minutes  of  the  meeting  of  September  5,  1957 
were  read  and  approved. 

The  Chairman  announced  that  the  first  order  of 
business  would  be  a discussion  of  Blue  Shield  matters, 
and  said  that  he  had  sent  a letter  regarding  the  pro- 
posals for  future  Blue  Shield  contracts  to  every  mem- 
ber of  the  state  Medical  Association.  Dr.  Cain  reported 
the  sentiments  of  the  membership  in  his  district,  and 
read  letters  from  Drs.  Scurry  and  Fleming  who  were 
unable  to  be  present  at  the  Council  meeting.  Each 
Councilor  in  turn  reported  on  his  observations  re- 
garding the  thoughts  and  sentiments  of  the  physicians 
in  his  district  in  regard  to  the  proposals  outlined  by 
Dr.  Cain  in  his  letter,  and  the  previous  recommenda- 
tions of  Council.  A general  discussion  followed  and 
Dr.  Cain  presented  printed  suggestions  of  the  data 
which  Council  had  decided  should  be  incorporated 
on  the  face  of  each  Blue  Shield  Policy. 

Messrs.  Sandow,  Starin  and  Dick  of  the  Staff  of  the 
South  Carolina  Medical  Care  Plan  then  joined  the 
meeting  and  the  Chairman  reported  on  the  consensus 
of  the  meeting:  That  the  Blue  Shield  Plan  be  con- 
tinued, that  the  recommendations  of  Council  as  noted 
in  paragraph  #3  of  his  letter  be  approved,  that  the 
preferred  contract  for  incomes  up  to  $6000  a year  be 
approved,  and  that  the  suggested  changes  on  the  face 
of  the  policy  be  recommended  to  the  Blue  Shield 
Board.  Dr.  Cain  noted  that  probably  a few  more 
physicians  favored  plan  4A  over  4B  (retention  of  the 
present  policy  rather  than  a rider  policy  for  special 
services),  and  the  Chairman  announced  that  the  Board 
of  Directors  of  the  Blue  Shield  Plan  would  be  advised 
of  these  recommendations  of  Council. 

After  some  additional  discussion  it  was  moved  that 
Council  recommend  that  a better  liaison  be  continued 
between  the  Blue  Shield  Plan  and  the  County  Medical 
Societies  through  the  Councilors  and  the  motion  to 
this  effect  was  passed;  it  was  further  directed  that  the 
Blue  Shield  organization  be  requested  to  send  pertin- 
ent financial  information  to  each  Councilor  each 
month,  so  that  he  might  be  completely  aware  of  the 
conditions  of  the  plan  and  of  its  various  future  pos- 
sibilities. 


After  some  discussion  of  non-group  contracts  Dr. 
Bachman  Smith  moved  that  the  Council  recommend 
that  this  type  of  policy  be  continued;  this  motion  was 
passed. 

Dr.  D.  L.  Smith  proposed  that  a letter  be  sent  out 
to  every  physician  in  the  state  before  making  changes 
in  the  Blue  Shield  Contracts  were  authorized,  and 
presented  a suggested  letter  that  he  would  send  out 
in  his  name.  Council  gave  its  full  approval  to  this 
future  policy. 

This  terminated  the  discussion  of  Blue  Shield  mat- 
ters and  at  this  point  Messrs.  Sandow,  Starin  and 
Dick  retired  from  the  meeting. 

The  next  order  of  business  was  the  discussion  of  the 
budget  for  the  calendar  year  1958.  Dr.  Stokes, 
Treasurer  of  the  Association  reported  on  the  financial 
status  and  announced  that  the  Association  was  in  a 
good  deal  better  financial  condition  than  it  had  been 
one  year  before.  He  gave  specific  data  on  receipts  and 
expenditures  up  to  October  1,  1957  and  announced 
that  his  complete  financial  report  would  be  available 
after  the  end  of  the  fiscal  year. 

On  motions  duly  made  and  passed  Council  ap- 
proved the  proposal  of  the  Secretary  to  present 
certificates  to  past  officers  of  the  Association  in  ap- 
preciation for  their  services,  the  cost  of  these  to  be 
included  in  the  Secretary’s  budget.  The  suggestion  of 
Dr.  Julian  Price,  that  a picture  of  Council  be  made 
was  likewise  approved,  as  was  an  increase  in  the 
salary  of  the  Executive  Secretary  to  $10,000  per  year. 
Council  also  authorized  the  purchase  and  presentation 
of  keys  to  past  presidents  who  wished  them,  and  the 
Executive  Secretary  was  directed  to  put  this  into 
effect. 

Dr.  Eaddy  then  read  a letter  from  the  South  Caro- 
lina Society  of  Ophthalmologists  and  Otolaryngologists 
regarding  the  role  of  the  South  Carolina  Medical 
Association  in  legislative  action  on  the  optometry  Bill. 
It  was  noted  that  the  South  Carolina  Medical  Associa- 
tion had  agreed  to  take  over  the  major  role  in  opposing 
this  proposed  bill,  and  the  Executive  Secretary  was 
instructed  accordingly. 

Dr.  George  Dean  Johnson  then  presented  the 
following  resolutions  submitted  by  a committee  con- 
sisting of  Drs.  Scurry,  D.  L.  Smith  and  G.  D.  John- 
son: 

WHEREAS,  Hiram  B.  Morgan,  a former  member 
of  the  Council  of  the  South  Carolina  Medical  Associa- 
tion has  passed  to  his  heavenly  reward,  and 

WHEREAS,  he  served  his  district  as  councilor  well 
for  several  years,  and 

WHEREAS,  he  was  beloved  and  respected  alike  by 
laymen  and  physicians,  and 

WHEREAS,  his  passing  leaves  a void  in  the  hearts 
of  all  who  knew  him,  and 

WHEREAS,  the  Council  wishes  to  express  its  sad- 
ness at  his  loss  especially  to  his  wife,  Georgia  Marie 
Morgan,  his  son  Patrick,  and  another  son,  Hiram,  Jr., 
a medical  student  at  the  Medical  College  of  South 
Carolina 
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NOW,  therefore,  be  it  resolved  that  this  resolution 
be  spread  over  the  minutes  of  this  meeting  of  Council 
and  a copy  sent  to  his  family. 

The  following  budget  was  adopted  for  the  calendar 
year  1958. 

Secretary 
Office  help 
Office  expense 
Travel 


$ 900.00 

600.00 
500.00 


Total 

T reasurer 

Journal 

Office  expense 
Editor’s  salary 
Adv.  Mgr.  salary 
Printing 


$ 2,000.00 

$ 100.00 


$ 1,200.00 
1,800.00 
1,200.00 
17,500.00 


Total 


$21,700.00 


Executive  Secretary 
Salary 
Office  help 
Travel 
Rent 

News  letter 
Office  supplies 
Tel.  and  Tel. 
Utilities 

Conf.  and  P.  R. 
Insurance 


$10,000.00 

7,000.00 

1.500.00 

1.200.00 

800.00 

1,500.00 

1,500.00 

100.00 

750.00 

100.00 


Total  $24,450.00 

Delegates  to  A.  M.  A. 

Travel  $ 2,500.00 

President’s  Expense  $ 1,200.00 

General  Expenses 

Woman’s  Auxiliary  $ 650.00 

President’s  Gift  200.00 

Historical  Com.  500  00 

Infant  Welfare  Com.  200.00 

Maternal  Welfare  200.00 

Contingent  Fund  1,000.00 

Civilian  Defense  500.00 

Auxiliary  Bulletin  1,000.00 

Medicolegal  Expenses  1,000.00 

Directories  1,000.00 

Publicity  Dept.  600.00 


Total 


$ 6,850.00 


Grand  Total  $58,800.00 

There  being  no  further  business  Council  adjourned 


at  6:30  p.  m. 

Respectfully  submitted, 

Robert  Wilson,  M.  D.,  Secretary 


STATE  BOARD  OF  HEALTH 

At  a regular  meeting  of  the  Executive  Committee 
of  the  State  Board  of  Health,  held  on  Wednesday, 
October  23,  1957,  at  3:00  P.  M„  Dr.  W.  R.  Mead, 
recently  resigned  from  the  Committee,  with  Mrs. 
Mead  and  Dr.  Mead,  J r.,  was  present  to  receive 
recognition  for  twenty-two  years  of  service  on  this 
Committee.  He  was  presented  with  a plaque  for  dis- 
tinguished and  faithful  service  to  the  State  Board  of 
Health.  Dr.  Wallace  made  appropriate  remarks,  calling 
attention  to  this  service,  and  reading  the  wording  on 
the  plaque:  “IN  APPRECIATION,  WALTER  RUS- 
SELL MEAD,  M.  D.,  MEMBER  EXECUTIVE  COM- 
MITTEE OF  THE  SOUTH  CAROLINA  STATE 
BOARD  OF  HEALTH,  FOR  USING  HIS 
STRENGTH  AND  TALENTS  TO  MAKE  HIS  LOVE 
OF  GOD  AND  MANKIND  FRUITFUL  IN  SER- 
VICE, 1935-1957.”  Dr.  Mead  responded  with  excellent 
and  appreciative  words  of  thanks. 

There  was  a general  discussion  of  Asian  Influenza 
in  the  State,  and  of  the  administration  of  the  vaccine. 
Dr.  McDaniel  discussed  the  subject,  stating  that 
definite  diagnoses  had  been  made  of  a few  cases  at 
Fort  Jackson;  that  eight  of  nine  specimens  were 
positive  for  this  type  influenza  at  Bob  Jones  Univer- 
sity. 

Dr.  Guyton  presented  the  results  of  his  survey  from 
the  forty-eight  states  concerning  the  addition  of 
multiple  vitamins  to  milk.  A letter  from  Dr.  Keitt  H. 
Smith,  who  was  absent  from  the  meeting,  stated  that 
he  feels  the  less  medicine  added  to  milk,  the  better. 
Biltmore  Dairy  Farms  had  sent  a telegram  to  the 
effect  that  they  are  in  favor  of  the  addition  of  multiple 
vitamins  to  milk,  telegram  signed  by  John  J.  Johnson, 
Manager,  Biltmore  Dairy  Farms,  Inman,  S.  C.  There 
followed  a general  discussion  in  which  Dr.  Hanckel 
reported  that  Dr.  Boyle  of  Charleston,  who  is  now 
engaged  in  research  on  the  effects  of  low  fat  and  low 
cholesterol  diets  in  heart  disease,  is  in  favor  of  the 
addition  of  these  vitamins  to  milk,  and  that  other 
doctors  interviewed  were  of  the  same  opinion.  He 
stated  that  Dr.  Peeples  desires  to  be  present  at  further 
consideration  of  this  matter.  Dr.  Platt  moved  that 
action  be  postponed  until  the  November  meeting, 
seconded  by  Dr.  Hanckel,  and  passed. 

Dr.  Camp  moved,  seconded  by  Dr.  Hanckel,  that 
Dr.  Owens  be  elected  Vice  Chairman  of  this  Com- 
mittee to  succeed  Dr.  Mead.  Passed,  Dr.  Owens  not 
voting. 

There  was  discussion  of  the  advisability  of  estab- 
lishing Board  of  Health  regulations  requiring  small- 
pox vaccination.  Dr.  Owens  moved,  seconded  by  Dr. 
Camp,  that  the  State  Health  Officer  re-file  with  the 
Secretary  of  State  regulations  concerning  smallpox 
vaccination  which  were  left  out  of  the  Code,  through 
error  or  otherwise.  Passed. 
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NEWS 


DR.  SYMMES  IS  HONORED 

Dr.  T.  H.  Symmes  of  St.  Matthews  was  honored 
October  30th  at  the  meeting  of  the  Edisto  Medical 
Society  held  at  Berry’s  on  the  Hill.  He  has  been  a 
practicing  physician  for  50  years,  having  received  his 
diploma  from  medical  college  in  1907. 

Dr.  Symmes  was  born  at  St.  George  on  December 
29,  1886.  He  graduated  from  medical  college  before 
he  was  21  and  served  his  internship  at  Roper  Hospital 
in  Charleston  as  chief  of  staff. 

The  new  doctor  started  private  practice  with  two 
horses  and  a buggy  at  Ft.  Motte  in  1908.  In  1910  he 
moved  to  St.  Matthews.  Dr.  Symmes  has  many  firsts 
to  his  credit  in  his  many  years  as  a physician.  He  was 
the  first  doctor  in  Calhoun  County  to  use  an  auto- 
mobile and  also  drove  the  first  car  over  the  old  State 
Road  from  Charleston  to  St.  Matthews. 

During  World  War  II,  after  a training  period  at  Ft. 
Oglethorpe,  Ga.,  he  served  as  medical  officer  with  the 
first  tank  corps  organized  in  the  U.  S.  Army.  The 
commanding  officer  of  the  outfit  was  Dwight  D. 
Eisenhower  who  held  the  rank  of  captain  at  that  time. 

After  leaving  the  armed  forces  Dr.  Symmes  re- 
turned to  his  office  in  St.  Matthews  as  a general  prac- 
titioner. 

At  the  end  of  World  War  II  he  restricted  his  prac- 
tice to  office  work  so  that  now  he  has  more  time  for 
his  grandchildren  and  his  hobbies,  golf  and  his 
camellia  garden. 

Dr.  Symmes  was  presented  a gift  at  the  meeting 
and  made  a short  talk  in  which  he  noted  that  “you 
can  prove  anything  by  statistics.” 

Dr.  Symmes  thanked  the  group  for  the  honor 
bestowed  upon  him  and  expressed  his  appreciation 
for  the  thoughtfulness  of  his  fellow  practitioners. 

The  presentation  of  the  gift  was  made  by  Dr.  James 
Gressette.  Dr.  James  Shecut,  president  of  the  Edisto 
Medical  Society,  presided  at  the  meeting. 


STATE  HOSPITAL 

There  have  been  several  additions  to  the  staff  of 
the  State  Hospital. 

Dr.  Betty'  Richter  Guerry  of  Columbia  recently  be- 
came a member  of  the  medical  staff.  Dr.  Guerry  has 
been  assigned  to  the  women’s  service,  Columbia 
division. 

A native  of  Morgantown,  W.  Va.,  and  a graduate 
of  the  University  of  West  Virginia,  her  medical  degree 
was  received  from  the  Medical  College  of  Virginia, 
Richmond,  in  June,  1954. 

After  an  internship  in  the  Johnston-Willis  Hospital 
in  Riehmond,  Dr.  Guerry  spent  a little  more  than  a 
year  as  a resident  in  the  Medical  College  of  Virginia. 
From  November,  1956,  until  May,  1957  she  was  en- 
gaged in  the  home  care  program  for  the  city  of  Rich- 
mond. 


Recent  additions  to  the  psychology  section  of  the 
South  Carolina  State  Hospital  include  Dr.  Thomas  R. 
Scott,  a native  of  Houston,  Tex.  His  M.  A.  degree  was 
received  from  the  University  of  Houston,  and  this 
spring  his  Ph.D.  will  be  awarded  by  the  University 
of  Nebraska. 

Dr.  and  Mrs.  Scott,  with  their  son,  reside  at  905 
Osage  Street,  West  Columbia. 


Dr.  H.  R.  Pratt-Thomas,  professor  of  pathology  at 
the  Medical  College  of  South  Carolina  appeared  on 
the  one-day  Health  Institute  held  recently  in  Sumter. 

Other  speakers  were  Dr.  David  B.  Gregg,  medical 
director  of  Pinehaven  Sanitarium,  Charleston,  who 
spoke  to  the  Institute  on  “Tuberculosis”,  and  Dr.  Dale 
Groom,  of  the  Medical  College,  who  had  the  “Heart” 
as  his  subject. 

The  institute  is  a joint  project  of  the  City-County 
Health  Department,  the  Cancer  Society,  the  Heart 
Committee  and  the  Sumter  County  Tuberculosis  Asso- 
ciation. 


Lack  of  adequate  personnel  is  shoving  South  Caro- 
lina behind  the  rest  of  the  nation  in  the  effectiveness 
of  its  State  Mental  Hospital  operations,  the  State 
Budget  and  Control  Board  was  told  recently. 

Dr.  W.  S.  Hall,  acting  hospital  superintendent,  said 
that  the  South  Carolina  institution  is  among  those  of 
only  seven  states  that  is  unable  to  keep  discharges 
equal  to  admittances. 

A sufficient  number  of  special  “treatment  teams”— 
psychiatrists,  psychologists,  etc. — would  go  a long 
way  in  overcoming  the  weakness,  he  said. 

“If  we  had  the  team  help,”  he  continued,  “I  feel 
that  we  would  be  able  to  discharge  as  many  persons 
as  we  get  in.” 

The  Budget  Board,  holding  its  second  day  of  bud- 
get hearings,  was  asked  to  recommend  a State  Hos- 
pital budget  of  $6,619,713  for  fiscal  1958-59  an  in- 
crease of  about  $1,095,000  over  present  appropriations. 


Dr.  B.  O.  Whitten,  superintendent  of  the  Whitten 
Village  state  training  school  clinic  in  Clinton  received 
a special  award  at  the  annual  meeting  of  the  South 
Carolina  Association  for  Mental  Health  Thursday, 
November  7,  in  Columbia.  Dr.  Whitten  has  headed 
Whitten  Village  since  its  beginning  40  years  ago. 

Doctors  from  three  counties  met  in  Gaffney  October 
16th  for  the  annual  meeting  of  the  ninth  district  of 
the  South  Carolina  Medical  Association. 

The  Cherokee  County  Medical  Society  was  the 
host  for  the  meeting  held  at  the  Hotel  Carroll. 

Dr.  W.  K.  Brumbach  is  president  of  the  ninth 
district  group.  Dr.  Jay  Hammett  is  vice  president  and 
Dr.  Lee  T.  Nesbitt  is  secretary.  All  are  Gaffney  phy- 
sicians and  surgeons.  Dr.  John  II.  Cathcart  is  president 
of  the  local  medical  society. 

District  9 includes  Cherokee,  Spartanburg  and 
Union  counties. 
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MEDICAL  COLLEGE 

Dr.  Kenneth  M.  Lynch,  president  of  the  Medical 
College  of  South  Carolina  presented  a budget  request 
totaling  $3,711,368  to  the  State  Budget  and  Control 
Board  in  Columbia  for  the  1958-59  operation  of  the 
medical  college,  training  hospital,  cancer  clinic  and 
nursing  home  building. 

The  request  will  be  reviewed  by  the  board,  which 
will  make  its  recommendations  to  the  General  As- 
sembly in  January. 

Dr.  Lynch  said  the  amount  requested  exceeds  the 
amount  estimated  for  the  current  year  by  “very  little 
and  the  amount  received  for  the  current  year  by 
$304,141. 

An  increase  in  the  budget  is  unavoidable.  Dr. 
Lynch,  said,  because  of  the  increase  in  the  cost  of 
materials,  supplies,  food,  heat  and  all  such  ordinary 
expenses. 

Of  the  increase  requested,  $31,502  is  calculated  for 
increases  in  salaries.  These  will  be  on  an  individual 
basis  where  it  is  mandatory  to  prevent  essential  staff 
members  from  taking  higher-paying  positions  else- 
where, Dr.  Lynch  said,  and  will  not  be  a general  in- 
crease. 

Although  $2,467,700  has  been  requested  for  opera- 
tion of  the  Medical  College  Hospital  in  1958-59,  Dr. 
Lynch  said  that  the  operation  would  actually  cost  the 
state  about  $1,500,000  because  patient  revenue, 
estimated  at  $960,000,  for  1958-59,  returns  to  the  state 
treasury.  Dr.  Lynch  said  it  was  proposed  to  the  state 
that  the  hospital  would  cost  $1,500,000  a year  to 
operate. 

Last  year’s  request  for  the  current  year  was 
$2,273,465  and  about  $1,500,000  was  received,  Dr. 
Lynch  said.  “We  will  need  a deficiency  appropriation 
for  1957-58  in  the  amount  of  $227,888  or  else  this 
hospital  will  be  jeopardized  before  the  end  of  this 
year,”  he  added. 


PERIOD  OF  SALK  VACCINE  SHORTAGE  IS 
OVER.  In  a recent  letter  to  A.M.A.  Trustee  Julian 
Price,  the  U.  S.  Department  of  Health,  Education  and 
Welfare  reported  that  the  period  of  polio  vaccine 
shortage  is  almost  over. 

Deputy  Surgeon  General  W.  Palmer  Dearing  said 
that  “we  are  receiving  an  increasing  number  of  reports 
from  the  states  that  vaccine  supplies  are  ample  to 
meet  current  demands  and  that  prospective  purchasers 
are  able  to  receive  delivery  of  the  vaccine  on  relative- 
ly short  notice.” 

More  than  12  million  cc.  of  vaccine  were  released 
during  August,  and  Dr.  Dearing  estimated  that  this 
would  be  increased  considerably  during  September 
and  October. 

In  the  light  of  this  information,  state  and  local 
medical  societies  are  urged  to  reactivate  or  initiate 
polio  vaccination  programs. 

“There  are  still  almost  40,000,900  people  under  40 
years  of  age  in  the  U.  S.  who  have  not  received  a 
first  injection,”  Dr.  Dearing  said.  “In  addition,  there 


are  over  40,000,000  more  who  have  not  received  all 
three  injections.  Thus,  the  task  which  remains  to  be 
accomplished  is  a major  one  if  the  maximum  public 
protection  against  paralytic  poliomyelitis  is  to  be 
achieved  before  the  next  polio  season.  Many  in- 
dividuals who  received  their  first  and  second  in- 
jections in  the  early  months  of  this  year  are  due  for 
their  third  injections  now. 

Dr.  Dearing  praised  the  medical  profession’s  role 
in  initiating  and  sponsoring  vaccination  programs  and 
then  said:  “The  success  of  the  programs  initiated  or 
participated  in  by  local  medical  societies  early  this 
year  gives  ample  evidence  of  the  important  part 
which  local  practicing  physicians  can  play  in  com- 
munity-wide vaccination  programs.  I am  confident 
that  a repetition  this  fall  of  these  medical  society 
sponsored  programs  . . . will  ensure  equally  successful 
results." 


Dr.  Albert  J.  Baroody  is  returning  to  Florence  to 
open  a medical  practice  in  obstetrics  and  gynecology. 

His  offices  will  be  at  252  W.  Palmetto  St. 

Born  in  Florence,  he  received  his  B.  S.  degree  from 
the  College  of  Charleston  in  1937  and  was  graduated 
from  the  Medical  College  of  South  Carolina  in  1941. 

He  interned  at  Roper  Hospital  in  Charleston,  and 
was  a medical  officer  in  the  U.  S.  Army  during  World 
War  II  from  1942  until  1946,  serving  in  the  South 
Pacific. 

After  the  war,  he  returned  as  a resident  physician 
at  Roper  hospital,  where  he  received  further  training 
there  and  at  Columbia  hospital. 

During  1949-50  he  worked  in  the  department  of 
obstetrics  and  gynecology  at  Fort  Jackson  hospital, 
culminating  as  chief  of  service  in  that  department.  He 
comes  to  Florence  from  seven  vears  practice  in 
Columbia. 

He  is  a member  of  the  South  Carolina  Medical 
Association,  the  American  Medical  Association,  the 
South  Carolina  Society  of  Obstetrics  and  Gynecology, 
the  American  College  of  Obstetrics  and  Gynecology, 
and  is  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology. 


Walton  L.  Ector,  M.  D.  and  Wm.  B.  Gamble,  M.  D. 
announce  the  association  of  Jack  W.  Rhodes,  M.  D. 
Diseases  of  Infants  and  Children  at  16  Windermere 
Boulevard,  Charleston. 

Dr.  Capers  Smith  has  returned  to  his  office  at  151 
Wentworth  Street,  Charleston.  His  practice  is  limited 
to  neurology. 

At  the  recent  meeting  of  the  Executive  Board  of  the 
American  Academy  of  Pediatrics  Dr.  Hilla  Sheriff 
was  elected  to  Honorary  Associate  Fellowship  in  the 
American  Academy  of  Pediatrics. 

Honorary  Associate  Fellowship  in  the  Academy  is 
as  the  name  suggests  an  honorary  classification  for 
distinguished  physicians  residing  in  The  Americas  who 
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have  in  some  way  made  outstanding  contributions  to 
child  health.  Dr.  Sheriff's  friends  and  the  Executive 
Board  wished  to  confer  this  honor  upon  her  in  recog- 
nition of  her  many  contributions  to  the  health  and 
welfare  of  children  and  in  appreciation  of  her  many 
cooperative  and  understanding  actions  pertaining  to 
the  Academy. 


Dr.  Frances  Ingell  Doyle,  Georgetown,  has  been 
made  a Fellow  of  the  American  Academy  of  Pedi- 
atrics. 


Dr.  O.  C.  Holley,  who  lives  in  the  Holley  Com- 
munity near  Batesburg — Leesville,  was  honored  re- 
cently with  a drop-in  at  Utopia  School  where 
hundreds  called  to  congratulate  him  on  over  50  years 
of  service  as  a country  doctor. 

Scientists  in  the  United  States  and  Great  Britain 
will  be  joined  by  the  new  underseas  cable  on 
Wednesday,  December  4,  to  exchange  information  on 
a vital  frontier  in  research,  cancer  chemotherapy.  It 
will  be  the  second  trans-Atlantic  medical  conference 
in  history. 

Three  world  medical  centers  will  be  linked — Phila- 
delphia, where  the  American  Medical  Association  will 
be  convened  in  its  11th  annual  Clinical  Meeting; 
London,  where  a special  panel  will  meet  in  Barnes 
Hall  of  the  Royal  Society  of  Medicine,  and  Bethesda, 
Mel.,  where  the  program  will  be  heard  by  scientists 
at  the  National  Institutes  of  Health. 

The  hour-and-a-quarter  conference  on  “Advances 
in  the  Chemotherapy  of  Cancer”  will  be  sponsored  by 
the  A.M.A.  and  the  Royal  Society  of  Medicine  in  co- 
operation with  Smith,  Kline  & French  Laboratories. 


ASIAN  FLU  VACCINE  POTENCY  DOUBLED: 
FASTER,  HIGHER  IMMUNITY 

Surgeon  General  Burney  of  Public  Health  Service 
has  announced  that  it  is  now  possible  to  double  the 
potency  of  Asian  influenza  vaccine,  and  that  the  more 
potent  doses  will  significantly  increase  not  only  the 
degree  of  immunity  but  the  rapidity  with  which  im- 
munity is  achieved.  Acting  on  recommendations  of  an 
ad  hoc  advisory  committee  to  the  PHS  Division  of 
Biologies  Standards,  he  has  asked  manufacturers  to 
make  the  change  as  soon  as  possible,  but  not  later 
than  December  1. 

Because  of  more  experience  with  the  particular 
virus  strain,  and  because  manufacturing  processes 
have  improved  since  the  first  vaccine  was  released 
in  August,  it  is  understood  that  strengthening  of  the 
vaccine  will  mean  little  if  any  delay  in  production. 

The  ad  hoc  committee  made  the  following  recom- 
mendation to  Dr.  Burney: 

While  calling  for  an  increase  in  the  vaccine’s 
potency,  the  committee  said  there  is  “ample  evidence” 
that  the  vaccine  produced  up  to  now  is  effective.  It 
gave  these  reasons: 

First , 15  years’  experience  with  flu  vaccines  of 


various  strains  indicate  the  Asian  variety  would  be 
effective. 

Second,  laboratory  studies  show  that  subcutaneous 
administration  of  one  cc  of  the  present  vaccine  causes 
a majority  of  persons  to  develop  antibodies  against 
the  disease. 

Third,  preliminary  data  from  several  current  studies 
show  that  the  present  vaccine  does  give  protection 
against  actual  infection. 


The  annual  meeting  of  the  Pee  Dee  Medical  Asso- 
ciation was  held  at  the  Florence  Country  Club  on 
Thursday,  October  17,  1957.  Guest  speakers  were  Dr. 
Claude-Starr  Wright,  Medical  College  of  Georgia, 
Associate  Professor  of  Medicine,  Division  of  Hematol- 
ogy; and  Dr.  Frank  P.  Anderson,  Medical  College  of 
Georgia,  Instructor  in  Pediatrics  and  Director, 
Regional  Poliomyelitis  Respiratory  and  Rehabilitation 
Center. 


WYETH  ANNOUNCES  GRANTS  TO 
PEDIATRICS  RESIDENTS 

A major  residency  fellowship  program,  designed  to 
encourage  more  young  physicians  to  specialize  in 
pediatrics,  has  been  established  by  Wyeth  Labora- 
tories. 

Under  the  program  the  firm  will  initially  award  20 
fellowships  annually  to  interns  or  those  who  have 
recently  completed  their  internship.  Each  grant  will 
cover  the  required  two-year  pediatric  training  pro- 
gram and  will  carry  an  annual  stipend  of  $2,400.  The 
cost  of  the  first  three  years  of  the  program  will  be 
$195,000.  The  grants  will  be  awarded  to  young  phy- 
sicians evidencing  a strong  interest  in  pediatrics  and 
demonstrating  good  character,  conscientiousness  and 
able  performance  of  duties,  academic  competence  and 
financial  need,  the  company  states.  Those  receiving 
grants  may  attend  hospitals  of  their  own  choosing,  as 
long  as  their  pediatrics  residency  training  programs 
are  properly  accredited. 


EDUCATIONAL  COUNCIL  FOR 
FOREIGN  MEDICAL  GRADUATES 

The  lack  of  an  effective  means  of  evaluating  the 
professional  (and  other)  qualifications  of  graduates 
of  foreign  medical  schools  has  plagued  State  Boards 
and  hospitals  for  years.  Beginning  in  1950,  the  Council 
on  Medical  Education  and  Hospitals  in  collaboration 
with  the  Association  of  American  Medical  Colleges 
began  to  maintain  a listing  of  some  50  foreign  medi- 
cal schools  whose  graduates  were  theoretically  to  be 
considered  comparable  to  the  graduates  of  our  own 
schools. 

For  many  reasons  this  proved  to  be  quite  un- 
satisfactory from  the  standpomt  of  determining  the 
qualifications  of  the  individual  graduate.  To  consider 
the  possibility  of  devising  other  ways  of  measuring 
that  factor,  in  1954  the  Federation  joined  with  the 
American  Hospital  Association,  the  American  Medi- 
cal Association  and  the  Association  of  American  Medi- 
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cal  Colleges  to  form  what  was  called  “The  Cooperat- 
ing Committee  on  Graduates  of  Foreign  Medical 
Schools.”  After  many  months  of  deliberations,  the 
Committee  finally  evolved  a plan  which  was  designed 
to  evaluate  the  individual  foreign  graduate  rather  than 
his  school.  The  plan  was  scrutinized  carefully  and 
approved  by  legal  counsel  before  being  presented  to 
the  parent  organizations;  in  due  time  each  of  the 
four  approved  it  in  principle.  . . . 

As  a result  of  the  approval  of  the  Committee’s 
recommendations,  the  Evaluation  Service  for  Foreign 
Medical  Graduates  was  organized  and  incorporated 
under  the  laws  of  the  State  of  Illinois  on  May  14. 
1956.  . . . 

It  should  be  emphasized  that  the  Educational 
Council  is  not  concerned  with  the  placement  of  in- 
dividual foreign  physicians  in  hospitals  nor  with 
assisting  individuals  to  obtain  licenses  to  practice.  Its 
function  is  primarily  to  evaluate  individual  foreign 
graduates  and  to  supply  information  concerning  this 
evaluation  to  State  Boards,  Hospitals  or  other  agencies 
upon  legitimate  request.  At  the  same  time,  in  com- 
pliance with  its  stated  purposes,  it  will  have  a re- 
sponsibility to  promote  the  opportunity  to  further 
their  medical  education  in  this  country  of  those  foreign 
graduates  who  can  benefit  the  most  from  it.  It  is  not 
its  purpose  to  “keep  the  foreign  graduate  out”;  on  the 
contrary  it  hopes  that  its  program  will  result  in  a 
hospital  knowing  in  advance  of  his  coming  more  about 
a foreign  doctor  who  applies  for  an  internship  or 
residency,  and  in  providing  State  Boards  with  more 
valuable  information  about  those  who  apply  to  it  for 
examination  for  licensure  than  they  can  obtain  at 
present. 

Federation  Bulletin 


A.  M.  A.  11th  CLINICAL  MEETING 
DECEMBER  3-6,  1957 

The  11th  A.  M.  A.  Clinical  Meeting  in  Philadelphia 
will  feature  a related,  balanced  program  of  lectures 
and  clinical  conferences.  Attention  will  be  focused 
upon  the  diseases  and  conditions  most  frequently  met 
by  the  General  Practitioner. 


SOCIAL^SECURITY 

American  medicine  would  do  well  to  study  the 
plight  of  physicians  in  Britain  and  France  before  ac- 
cepting financial  arrangements  that  would  make  them 
sitting  ducks  for  capture  by  Government. 


“A  dangerous  thing  about  Social  Security  in  the 
United  States,”  said  Ray  D.  Murphy,  president  of 
Equitable  Society,  “is  that  the  American  people  have 
not  yet  come  to  realize  that  more  can  be  given  only 
by  taking  more.  The  nation  simply  does  not  get 


something  for  nothing  in  Social  Security.” 


OASI  is  a system  under  which  the  active  workers 
and  their  employers  are  contributing  the  taxes  neces- 
sary to  pay  benefits  to  their  fellow  citizens  on  the 
benefit  rolls.  The  active  workers  now  covered  under 
the  system  must  look  for  their  own  old-age  benefits, 
not  in  any  large  measure  to  the  Trust  Fund,  which  is 
only  a moderate  buffer  fund  to  cover  temporary  excess 
of  benefit  payments  over  tax  receipts,  but  mainly  to 
the  willingness  of  the  next  generation  of  active  work- 
ers to  pay  the  increased  taxes  out  of  which  the  retire- 
ment benefits  will  come. 


Long  term  results  of  the  trend  toward  Big  Pensions 
and  its  sponsor  Big  Government  are  to  be  feared.  Re- 
wards by  government  for  long  life  to  all  the  people 
begins  a leveling  or  averaging  process  that  destroys 
individuality  and  initiative.  It  encourages  the  welfare 
state  by  placing  responsibility  for  a great  portion  of 
our  people  solely  in  the  hands  of  government. 


Since  Bismarck  introduced  socialized  medicine  in 
Germany  three  quarters  of  a century  ago,  the  threat 
of  socialized  medicine  through  the  extension  of  so- 
called  social  insurance  has  been  ever-present  in 
Western  civilization.  One  nation  after  another  has 
succumbed  to  the  drive  to  extend  the  compulsory 
system  of  taxation  called  social  insurance  to  finance 
a vast  program  of  medical  and  hospital  care  for  tax- 
payers and  nontaxpayers.  The  history  of  developments 
in  this  field  in  foreign  countries  should  alert  the  medi- 
cal profession  to  the  usual  consequence  of  federal 
social  security  program. 


Every  argument  which  has  ever  been  used  to  sup- 
port social  security  can  be  used  with  equal  validity  to 
support  socialized  medicine  by  changing  a few  words. 
If  you  ask  for  the  one,  prepare  to  get  both.  It  is 
planned  that  way. 


Those  who  sponsor  social  security  regard  profes- 
sionals as  a source  of  income  and  admit  that  most  of 
them  will  never  claim  any  benefits.  Professional 
people  are  to  be  the  source  of  funds  to  pay  the  “bene- 
fits” of  others. 


To  support  socialistic  practices  in  regard  to  retire- 
ment funds  requires  that,  for  the  sake  of  consistency, 
socialized  medicine  also  be  supported.  If  one  believes 
that  the  federal  government  should  tax  everyone  to 
provide  an  income  for  each  upon  retirement  or  dis- 
ability, one  must  also  believe  that  the  same  govern- 
ment should,  with  equal  propriety,  tax  everyone  to 
provide  medical  care  for  all! 
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ANNOUNCEMENT 


SECTIONAL  MEETING 
AMERICAN  COLLEGE  OF  SURGEONS 

Jackson,  Miss.,  Jan.  16-18,  1958 
Headquarters:  Hotel  Heidelberg 
Panels  on  Abdominal  Surgery,  Fractures,  Cardiac  and 
Pediatric  Surgery,  and  on  Cancer  of  the  Cervix 


DEATHS 


DR.  FITZHUGH  P.  SALLEY 
Dr.  Fitzhugh  P.  Salley,  age  72,  passed  away  August 
31  following  a long  period  of  declining  health.  He 
was  bom  May  11,  1885  at  Salley,  S.  C. 

Dr.  Salley  came  to  Buffalo,  S.  C.  before  World  War 
I where  he  practiced  medicine.  He  went  into  service 
and  was  a Major  in  the  Medical  Corps  overseas.  He 
commanded  the  320th  Field  hospital.  Upon  his  dis- 
charge from  service  he  returned  to  Union  where  he 
continued  to  practice  until  his  health  failed.  Prior  to 
coming  to  Buffalo,  Dr.  Salley  taught  school  in  Aiken 
and  from  there  entered  the  Medical  College  of  South 
Carolina. 


DR.  JAMES  RITCHIE  SPARKMAN  SIAU,  III 
Dr.  James  Ritchie  Sparkman  Siau,  III  of  George- 
town died  November  12  at  his  residence  of  an 
apparent  heart  attack. 

Dr.  Siau  was  born  July  7,  1910  at  Georgetown.  He 
was  educated  in  the  local  schools,  and  was  graduated 
from  The  Citadel  and  the  Medical  College  of  South 
Carolina  in  (1935).  After  several  years  internship  at 
Tryon,  N.  C.,  and  at  Washington,  D.  C.,  he  returned 
to  Georgetown  in  1939  to  establish  the  practice  of 
medicine. 


BOOK  REVIEWS 


GOUT  by  John  II.  Talbott,  M.  D.  Grune  & Strat- 
ton, New  York.  1957 — Price  $6.75. 

This  hook  covers  a rather  complete  and  exhaustive 
study  of  a single  and  not-too-common  disease,  gout, 
and  gouty  arthritis.  It  is  well  documented  with  refer- 
ences from  Thomas  Sydenham  to  the  present  time, 
and  even  Hippocrates  and  Galen  are  noted  as  having 
recognized  the  disease.  The  color  photographs  are 
beautifully  reproduced  and  the  x-ray  pictures  are  as 
clear  as  a film  would  he,  an  achievement  often  lacking 
in  other  volumes. 

Gout  and  all  of  its  complications  are  well  covered 
and  very  clearly  and  concisely  expressed.  The  history 
of  the  disease,  the  hereditary  factor,  the  chemistry  of 


the  metabolic  disturbance,  the  pharmacology  of  anti- 
gouty  drugs  as  well  as  the  clinical  features  of  the  dis- 
ease, its  treatment  and  diagnosis,  are  all  subjects  of 
various  sections  of  the  book.  Not  only  does  the  author 
quote  extensively  from  the  literature  but  he  often 
gives  his  own  personal  opinion,  the  result  of  his 
clinical  impressions,  and  this  is  often  quite  helpful. 
The  rise  and  fall  of  the  importance  of  diet  in  the 
management  of  gout  is  discussed  in  some  detail,  and 
all  of  the  effective  drugs  are  thoroughly  presented. 

For  the  physician  concerned  with  the  management 
of  a difficult  case  of  gout,  almost  all  the  answers  will 
be  found  clearly  expressed  and  easily  understood  in 
this  helpful  little  volume. 

Robert  Wilson,  M.  D. 


TEXTBOOK  OF  PATHOLOGY : Stanley  L.  Rob- 
bins, M.  D.,  Associate  Professor  of  Pathology,  Boston 
University  School  of  Medicine;  W.  B.  Saunders  Com- 
pany, Philadelphia,  1957.  Price  $18.00. 

A new  textbook  of  pathology  joins  the  ranks  of 
many.  It  justifies  its  existence  by  an  original  approach. 
While  the  author  utilizes  the  traditional  divisions  of 
General  and  Special  Pathology,  each  chapter  is 
systematized  and  the  material  of  the  chapter  is 
separated  into  “four  distinct  sections:  (1)  an  outline 
of  lesions,  ( 2 ) the  normal,  ( 3 ) the  major  pathology 
and  (4)  a summary  corollation  of  pathology  with  re- 
sultant clinical  problems.” 

While  one  might  take  exception  to  minor  details 
as  the  spelling  of  correlation  and  the  use  of  the  term 
pathology  as  synonymous  with  pathologic  anatomy, 
one  cannot  deny  that  the  field  of  pathology  is  well 
and  systematically  covered  in  a readable  way. 

One  of  the  most  difficult  tasks  of  a textbook  author 
is  to  include  enough  material  to  satisfy  his  colleagues 
and  yet  eliminate  non-essential  data  so  that  students 
are  not  confused  and  rendered  unable  to  see  the  forest 
for  the  trees.  In  this  book  the  author  has  accomplished 
this  feat  with  great  skill.  The  book  provides  excellent 
reading  and  is  easily  understood.  While  some  of  the 
photographs  may  be  criticized  by  those  skilled  in 
technique,  there  are  numerous  well  chosen  illustra- 
tions which  serve  their  purpose  well. 

The  hook  should  prove  to  be  jvopular  with  students 
and  will  doubtless  become  a useful  addition  to  the 
literature  on  pathology. 

John  T.  Cuttino,  M.  D. 


SCIENCE  LOOKS  AT  SMOKING , by  Eric  North- 
rup.  Coward-McCann,  Inc.,  New  York.  1957.  Price 
$3.00. 

The  voice  of  science  sounds  loudest  here  in  the  25 
pages  of  introduction  by  Dr.  Harry  S.  N.  Greene  of 
Yale  University,  who  is  as  staunch  a smoker  as  he  is 
a staunch  skeptic  of  the  so-called  proof  of  the  harmful 
role  of  smoking  in  causing  cancer  of  the  lung.  The 
hook  itself  presents  what  appears  to  he  a fair  marshal- 
ling of  evidence  on  both  sides  of  the  question  hv  a 
medical  journalist  who  likewise  leaves  little  doubt 
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that  his  affections  are  attached  to  the  negative  side. 
Statistics  appearing  to  indicate  a causal  relation  be- 
tween smoking  and  cancer  are  probed  and  found 
wanting.  The  relation  of  tobacco  to  coronary  disease 
is  considered  as  entirely  unproven.  Many  interesting 
related  facts  arc  noted;  e.g.,  that  life  insurance  com- 
panies have  not  rated  the  heavy  smoker  as  a poor 
risk,  and  that  the  gases  from  automobile  exhausts 
and  industrial  plants  probably  harm  us  far  more  than 
tobacco  smoke. 

This  book  should  be  a great  comfort  to  the  cigar- 
ette smoker.  It  goes  so  far  as  to  list  a number  of 
reasons  why  one  perhaps  should  smoke,  the  chief  of 
which  is  the  temporary  relief  of  tension,  but  a more 
efficacious  and  enduring  remedy  for  our  common  ail- 
ment might  come  from  other  sources,  or  from  our- 
selves. 

Back  in  the  reviewer’s  high  school  days  there  was 
a popular  piece  of  doggerel  anent  one  of  the  masters 
which  went  thus: 

“I  never  smoke,  I never  chew  the  nasty,  dirty 
weed — 

‘‘It  ruins  the  health  and  spoils  the  breath,  says 
Wileyboley  Reade”. 

Maybe  not.  Maybe  the  latter.  Boy,  give  me  a 
cigarette. 

J.  I.  W. 


THE  ELECTROCARDIOGRAM  — IT S INTER- 
PRETATION AND  CLINICAL  APPLICATION.  By 
Louis  H.  Sigler,  M.  D.  Grime  & Stratton,  New  York- 
1957.  Price  $8.75. 

In  recent  years  numerous  text  on  electrocardio- 
graphy have  appeared  in  print.  These  have  been  de- 
voted in  great  part  to  the  physics  of  electrocardio- 
graphv  and  to  diagramatic  explanations  of  Dr.  F.  N. 
Wilson’s  elucidation  of  the  evolution  of  the  electro- 
cardiographic tracing  from  ventricular  depolorization. 
These  texts  have  at  times  been  confusing,  particularly 
to  the  beginner.  Dr.  Sigler’s  book  is  outstanding  not 
so  much  for  what  he  does  say,  but  for  what  he  does 
not  say.  His  choice  of  material  is  good,  his  method  of 
presentation  clear.  Even  in  his  description  of  the 
ventricular  gradient  the  presentation  is  stripped  down 
to  fundamentals  so  that  the  average  student  should 
be  able  to  grasp  the  electrical  principles  of  the 
phenomenon. 

The  book  is  sufficiently  thorough  to  present  an 
entirely  satisfactory  review  of  clinical  electrocardio- 
graphy. 

Because  of  the  clarity  of  presentation  of  material 
and  discrimination  in  choice  of  subject  matter,  Dr. 
Sigler’s  text  is  an  excellent  one  for  the  beginning 
student  in  electrocardiography. 

Arthur  V.  Williams,  M.  D. 


THE  PRINCIPLES  AND  METHODS  OF  PHYSI- 
CAL DIAGNOSIS,  by  Simon  S.  Leopold,  M.  D.,  Pro- 
fessor of  Clinical  Medicine,  School  of  Medicine,  Uni- 
versity of  Pennsylvania.  Second  Edition.  $7.50.  Pp. 


537.  W.  B.  Saunders  Company,  Philadelphia,  1957. 

This  second  edition  of  a standard  textbook  of  phy- 
sical diagnosis  (The  first  edition  appeared  in  1952) 
follows  in  content  and  arrangement  the  usual  outline 
for  such  volumes  but  contains  several  sections  of 
particular  value  for  the  teaching  of  physical  diagnosis. 
An  excellent  chapter  on  the  Psychiatric  Survey  by  Dr. 
Robert  L.  Leopold  seems  particularly  appropriate.  A 
chapter  on  Acoustic  Principles  by  S.  Reid  Warren,  Jr., 
Sc.  D.  in  E.  E.,  written  to  correlate  physical  diag- 
nostic procedures  in  chest  examinations  with  acoustic 
principles  aids  to  some  extent  in  explaining  the  physi- 
cal findings  in  normal  chests  and  in  chest  disease.  Ex- 
cellent illustrations  particularly  in  the  chapters  on 
chest  examination  should  be  of  real  value  to  students 
learning  physical  diagnosis. 

The  book  is  readable  and  well  written.  It  appears 
to  this  reviewer  that  it  compares  quite  favorably  with 
available  textbooks  of  physical  diagnosis  and  empha- 
sizes several  aspects  of  the  subject  which  are  not 
sufficiently  covered  in  other  publications  of  this  type. 

Kelly  McKee,  M.  D. 


THERAPEUTIC  EXERCISE  by  Marian  Williams 
and  Catherine  Worthingham — Pp.  127.  W.  B.  Saun- 
ders Co.  Philadelphia  1957.  Price  $3.50. 

This  manual  is  concerned  primarily  with  techniques 
of  therapeutic  exercise  for  all  major  muscle  groups 
and  is  well  illustrated.  Methods  of  evaluation  of 
mechanical  defects  are  adequately  described,  though 
oversimplified  at  times — for  example,  the  section  on 
scoliosis.  Designed  as  a technical  manual  for  physical 
therapists,  it  offers  an  excellent  source  for  demon- 
strating to  patients  routines  for  mobilizing  or 
strengthening  specific  muscle  groups.  It  is  not  an 
adequate  guide  for  the  treatment  of  patients  with 
severe  weakness  requiring  more  detailed  and  specific 
care. 

Harry  W.  Mims,  M.  D. 


SOME  MILESTONES  IN  THE  HISTORY  OF 
HEMATOLOGY,  by  Camille  Dreyfus,  M.  D.  Creene 
& Stratton,  New  York.  1957.  Price  $4.50. 

This  little  book  by  Dr.  Dreyfus,  Chef  de  Labora- 
tory a 1’Hospital  St.  Antoine  of  Paris,  does  not  pre- 
tend to  offer  a complete  history  of  hematology,  but 
selects  important  landmarks  in  the  story  of  the  study 
of  blood.  It  includes  as  its  chief  story  “A  Glance  at 
the  History  of  the  Blood”,  with  shorter  accounts  of 
the  development  of  our  knowledge  of  chronic  hemoly- 
tic jaundice,  leukemia,  and  plethora  vera,  and  ends 
with  an  account  of  the  life  and  work  of  Georges 
Hayem.  As  the  author  states  in  his  introduction,  it 
is  a token  of  gratitude  to  those  American  physicians 
who  made  him  feel  at  home  when  he  came  as  a 
refugee  to  this  countrv  in  1941. 

The  book  is  well  written,  stimulating,  well 
illustrated,  and  makes  pleasant  reading  for  those  inter- 
ested in  medical  historv  in  general  and  hematology 
in  particular.  y I.  W. 
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CHEMOTHERAPY  PLUS  FLORA  CONTROL 


Floraquin 


Destroys  Vaginal  Parasites 
Protects  Vaginal  Mucosa 


Vaginal  discharge  is  one  of  the  most  com- 
mon and  most  troublesome  complaints  met 
in  practice.  Trichomoniasis  and  monilial 
vaginitis,  by  far  the  most  common  causes 
of  leukorrhea,  are  often  the  most  difficult  to 
control.  Unless  the  normal  acid  secretions 
are  restored  and  the  protective  Doderlein 
bacilli  return,  the  infection  usually  persists. 

Through  the  direct  chemotherapeutic  ac- 
tion of  its  Diodoquin®  (diiodohydroxyquin, 
U.S.P.)  content,  Floraquin  effectively  elimi- 
nates both  trichomonal  and  monilial  infec- 
tions. Floraquin  also  contains  boric  acid  and 
dextrose  to  restore  the  physiologic  acid  pH 
and  provide  nutriment  which  favors  re- 
growth  of  the  normal  flora. 

Method  of  Use 

The  following  therapeutic  procedure  is 
suggested:  One  or  two  tablets  are  inserted 
by  the  patient  each  night  and  each  morning; 
treatment  is  continued  for  four  to  eight 
weeks. 


lntravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis 

This  smooth,  unbreakable,  plastic  device  is 
designed  for  simplified  vaginal  insertion  of 
Floraquin  tablets  by  the  patient.  It  places 
tablets  in  the  fornices  and  thus  assures  coat- 
ing of  the  entire  vaginal  mucosa  as  the  tab- 
lets disintegrate. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  tablets.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service 
of  Medicine. 
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PREVENTION  OF  CHRONIC  ILLNESS.  CHRONIC 
ILLNESS  IN  THE  UNITED  STATES.  By  the  Com- 
mission on  Chronic  Illness.  A Commonwealth  Fund 
Book,  Harvard  University  Press — 1957.  Price  $6.00. 

Following  a seven  year  study  of  chronic  illness  in 
the  United  States,  the  Commission  on  Chronic  Illness, 
a national  voluntary  group,  authorized  the  preparation 
and  publication  of  a general  report  on  chronic  illness 
in  the  United  States,  in  four  volumes. 

The  book  under  discussion  represents  the  first  vol- 
ume of  the  series,  and  as  its  title  indicates,  its  theme 
is  prevention — the  prevention  either  of  occurrence  or 
of  progression  of  chronic  illness,  and  is  designed  to 
explore  the  premise  that  clinical  and  public  health 
practices  still  lag  in  utilizing  the  existing  knowledge 
and  measures  for  the  prevention  of  chronic  illness. 

This  volume  is  divided  into  two  parts.  Part  I was 
prepared  under  the  direction  of  an  editorial  com- 
mittee composed  of  Lester  Breslow,  M.  D.,  and  Henry 
B.  Mulholland,  M.  D.,  members  of  the  commission, 
with  a small  group  of  technical  advisers  and  assis- 
tants. Part  II  represents  a compilation  of  material  by 
various  voluntary  health  agencies  concerned  with  the 
various  topics  considered,  and  this  compilation  was 
developed  under  the  editorial  direction  of  Alice  M. 
Waterhouse,  \1.  D.,  Division  of  Public  Health 

Methods,  U.  S.  Public  Health  Service. 

Part  I discusses  the  role  and  objectives  of  pre- 
vention in  the  growing  field  of  chronic  illness,  and 
two  major  types  of  prevention  are  recognized  in  the 
discussion — primary  and  secondary.  The  term  “pri- 
mary prevention"  as  used  in  this  study  means  averting 
the  occurrence  of  disease,  for  example  averting  lung 
cancer  by  preventing  human  exposure  to  certain  car- 
cinogens such  as  in  chromate  ore  operations,  etc. 

The  term  “secondary  prevention”  is  used  to  indicate 
halting  the  progression  of  a disease  from  its  early  un- 


recognized stage  to  a more  severe  one,  and  preventing 
complications  or  sequelae  of  disease.  The  subject  of 
secondary  prevention  in  this  study  is  considered 
sufficiently  important  to  warrant  two  successive  chap- 
ters for  the  discussion  of  various  forms  of  periodic 
health  examinations  and  screenings  for  early  case 
finding. 

Among  other  subjects  discussed  in  Part  I are  com- 
munity planning  for  prevention,  education  of  person- 
nel, and  conclusions  and  recommendations.  Under  the 
latter  head  are  presented  twenty-one  conclusions  and 
recommendations  concerning  prevention  which  were 
adopted  by  the  Commission.  The  supporting  text 
draws  upon  the  Commission’s  many  activities  in  re- 
gard to  prevention,  especially  the  National  Conference 
on  Preventive  Aspects  of  Chronic  Disease,  held  in 
Chicago  in  1951. 

Part  II  is  a series  of  summaries  of  information  on 
the  preventive  aspects  of  most  of  the  major  chronic- 
diseases  and  impairments  and  on  several  of  the  most 
important  factors  contributing  to  them.  These  sum- 
mary statements  prepared  originally  for  the  National 
Conference  on  the  Preventive  Aspects  of  Chronic  Dis- 
ease were  revised  in  1956  by  the  various  individuals 
or  organizations  originally  responsible  for  the  prepara- 
tion. 

The  volume  is  an  acceptable  addition  to  the  litera- 
ture on  chronic  illness,  especially  since  it  deals  in  a 
rather  practical  manner  with  prevention.  It  should 
prove  quite  useful  as  a compendium  of  information, 
and  of  leads  to  further  research,  in  a group  of  dis- 
eases that  have  greatly  affected  and  are  still  affecting 
the  physical  well  being  of  many  millions  of  Americans 
who  are  suffering  from  disabling  and  non-disabling 
chronic  ailments. 

Leon  Banov,  M.  D. 


EMORY  UNIVERSITY  SCHOOL  OF  MEDICINE  — ATLANTA.  GEORGIA 

Announces 

SIX  DAYS  OF  CARDIOLOGY 
(January  13-18,  1958) 

Major  Problems  of  Heart  Disease  will  be  discussed  by 
Members  of  the  Emory  University  Faculty  and  the  following  visitors: 


A.  Carlton  Ernstene,  M.  D., 

Chairman,  Division  of  Medicine,  Cleveland  Clinic, 
Cleveland,  Ohio. 

Dwight  E.  Harken,  M.  D., 

Assistant  Clinical  Professor  of  Surgery,  Harvard  Medi- 
cal School  ; Surgeon,  Peter  Bent  Brigham  Hospital ; 
Chief  of  Department  of  Thoracic  Surgery,  Mount 
Auburn  and  Malden  Hospitals,  Boston,  Massachusetts. 
Helen  B.  Taussig,  M.  D., 

Associate  Professor  of  Pediatrics,  The  Johns  Hopkins 
University  School  of  Medicine;  Director  of  the  Chil- 
dren’s Heart  Clinic  of  the  Harriet  Lane  Home,  The 
Johns  Hopkins  Hospital,  Baltimore,  Md. 

Eugene  A.  Stead,  M.  D., 

Professor  and  Chairman,  Department  of  Medicine, 
Duke  University  School  of  Medicine,  Durham,  N.  C. 


Ancel  B.  Keys,  M.  D., 

Professor  of  Medicine,  University  of  Minnesota;  Direc- 
tor of  the  Laboratory  of  Physiological  Plygiene,  Uni- 
versity of  Minnesota  School  of  Public  Health,  Min- 
neapolis, Minn. 

Edward  S.  Orgain,  M.  D., 

Professor  of  Medicine,  Duke  University  School  of 
Medicine;  Director,  Cardiovascular  Disease  Service, 
Duke  Hospital,  Durham,  North  Carolina. 

E.  Grey  Dimond,  M.  D., 

Professor  and  Chairman  of  the  Department  of  Medi- 
cine ; Director  of  the  Cardiovascular  Laboratory,  Uni- 
versity of  Kansas  Medical  Center,  Kansas  City,  Kansas. 
Gene  H.  Stollerman,  M.  D., 

Associate  Professor  of  Medicine,  Northwestern  Uni- 
versity, Chicago,  Illinois. 


Tuition  fee:  $100.00. 

Write:  Postgraduate  Teaching  Program,  Emory  University  School  of  Medicine,  69  Butler  St.,  Atlanta  3,  Ga. 
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